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Brief  Summary 

Indlcatlons-Placidyl  (ethchlorvynol)  is  Indicated 
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of  insomnia. 
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early  withdrawal  or  abstinence  symptoms.  Signs 
and  symptoms  associated  with  withdrawal  and  ab- 
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dizziness,  sweating,  muscle  twitching  and  weight 
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depressants. Transient  delirium  has  been  reported 
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patients  receiving  MAO  inhibitors  or  antidepres- 
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Give  us  his  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  him  a 
good  night’s  sleep. 

Insomnia  often  accompanies  a cardiovascular 
episode.  How  many  nights  does  he  lie  awake, 
awaiting  exactly  what  he  fears  most . . . another 
stroke,  another  heart  attack?  He  doesn’t  need  fear. 
He  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years. 
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(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 
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MESSAGE 
FROM  THE 
PRESIDENT 


An  Old  Syndrome 

THE  greatest  hazard  of  a physician’s  professional  life  is  work  pressure.  The 
desire  to  be  scientifically  current  and  accurate  must  constantly  vie  with  the 
workload.  From  the  start  of  medical  school  to  retirement  there  seems  to  be 
always  a scarcity  of  hours  to  fulfill  a hunger  for  better  ways  to  cure  disease. 
Add  to  this  the  teaching  or  practice  load  and  its  pressing  demands  and  we  have 
an  inevitable  frustration  syndrome. 

It  is  this  frustration  which  basically  underlies  many  of  medicine’s  current 
problems.  The  inbred  and  ingrained  American  drive  is  to  succeed,  whatever  the 
field  of  endeavor.  Physicians  are  typically  American  in  this  respect  and  have 
built  a medical  system  second  to  none.  To  remain  number  one  only  increases 
frustration  as  they  seek  cures  for  unconquered  diseases.  Added  to  this  basic 
pressure  to  succeed  are  other  problems,  such  as  the  demanding  and  unreasonable 
patient,  or  the  governmental  bureaucrats  setting  up  “superior  plans”  to  run 
medicine,  or  just  the  everyday  financial  and  personal  frustrations  which  every 
individual  must  tackle.  Many  times  these  demands  and  situations  overwhelm 
cool  thought  and  careful  planning. 

As  individuals  trained  to  understand  the  very  intricacies  of  people’s  minds 
and  bodies,  shouldn’t  we  strive  to  understand  and  to  heal  ourselves  before  lashing 
out  around  us?  The  statement  “physician  heal  thyself”  is  a provocative  state- 
ment, but  I think  it  is  humanly  impossible.  We  can  give  the  medicines  and  do 
the  cutting  and  suturing  but  God  does  the  healing. 

Some  years  ago,  the  late  Doctor  Elmer  Hess,  while  AMA  President,  told  a 
group  of  physicians  at  a meeting  in  St.  Louis  that  “doctors  have  quit  taking 
God  into  the  sick  room  with  them.”  We  have  dangerously  defaulted  on  the  only 
Infallible  Partner  we  will  ever  have.  Collectively,  we  may  suffer  for  what  we 
do  as  individuals.  When,  in  our  ego,  we  play  God  and  claim  to  be  healers,  we 
lose  our  greatest  source  of  power— the  antidote  to  our  frustration. 

In  our  desire  to  fulfill  a partnership  with  Him,  could  we  as  physicians  breathe 
a daily  prayer  such  as  this:  “Almighty  Father,  give  me  the  desire  and  power 
to  change  all  of  the  things  that  need  changing  and  the  composure  to  accept 
what  I cannot  change.  God,  help  me  to  remember  that  power  comes  through 
me  and  not  from  me.  Amen.”  If  we  could  sincerely  and  honestly  live  by  such 
a philosophy,  I believe  that  the  frustration  syndrome  in  physicians  would  die 
and  be  replaced  by  power  and  security  in  their  relations  with  patients  and  with 
the  social  system  around  them. 

Gabe  A.  Payne,  M.D. 
KMA  Vice-President 


This  is  the  first  in  a series  of  articles  written  at  the  request  of  KMA  President  Fred  C. 
Rainey,  M.D. 


A Committee  Reports 


The  Private  Physician’s  Role  as  a Part-Time  Occupational  Physician* 

Charles  E.  Hornaday,  M.D.,  Chairman**  Lbl 

KM  A Committee  on  Occupational  Health  p 


HONORABLE  Governor  Ford,  panelists, 
ladies  and  gentlemen,  this  brief  discus- 
sion will  be  concerned  with  emerging 
concepts  regarding  the  role  of  the  occupational 
physician,  within  the  context  of  the  private 
practitioner  who  provides  some  degree  of 
health  service  to  industry,  on  a part-time  basis. 

In  the  Commonwealth  of  Kentucky,  only  a 
dozen  or  so  industries,  employing  10%  of  the 
total  work  force  enjoy  the  luxury  of  a full-time, 
fully  staffed  occupational  health  organization, 
consisting  of  physicians,  sufficient  nurses,  and 
a hygienist  on  the  premises  or  in  a consulting 
relationship.  The  remaining  industries  are  di- 
vided about  equally  between  part-time  staffing 
or  no  health  resources  whatsoever.  A recent 
survey  of  Kentucky  Medical  Association  mem- 
bers indicated  that  approximately  400  of  a to- 
tal of  2,800  physicians,  located  in  seven  urban- 
ized counties,  function  in  some  capacity  relat- 
ed to  occupational  health.  Further  study  indi- 
cates that  most  of  this  health  care  is  provided  in 
offices,  clinics,  or  hospital  emergency  rooms, 
and  is  triggered  by  the  occurrence  of  an  injury 
or  work-related  illness.  Very  few  man  hours 
are  devoted  to  in-plant,  preventive  health  care. 

The  Occupational  Safety  and  Health  Act  of 
1970,  which  has  been  essentially  incorporated 
in  its  entirety  as  the  Kentucky  Occupational 
Safety  and  Health  Act,  specifically  states,  “The 
employer  SHALL  ensure  the  ready  availability 
of  medical  personnel  for  advice  and  consulta- 
tion on  matters  of  plant  health.”  SHALL  is 
the  equivalent  of  MUST  in  the  Act. 

Plant  Health  is  a broad,  all  inclusive  term. 
When  broken  down,  it  should  include  these 
major  elements: 

1.  Health  Examination  and  Evaluation 


* Presented  during  the  Sixth  Annual  Governor’s  Con- 
Occupational  Health,  Louisville,  October 

lo,  1973. 

**  Doctor  Hornaday  died  on  December  14  1973 
while  this  article  was  in  the  process  of  publication. 


2.  Treatment  of  Occupational  Injuries  and 

Illnesses 

3.  Health  Counseling 

4.  Workplace  Environment  Evaluation 

5.  Occupational  Health  Management 
While  these  elements  are  basic  to  the  posi- 
tion requirement  of  a full-time  occupational 
physician,  they  can  and  should  be  available  to 
an  employer  on  a part-time  basis.  The  task  will 


be  much  easier,  less  expensive,  and  effectively 
coordinated  if  a full-time  nurse  can  be  em- 
ployed in  the  industrial  organization. 

I shall  now  develop  briefly  the  elements,  or 
perhaps  expectations,  to  be  realized  where 
an  employer-physician  relationship  is  estab- 
lished. 

Basic  to  an  occupational  health  program  is 
an  adequate  physical  examination  which  is  rel- 
evant to  the  type  of  employment.  This  is  most 
important  to  insure  job  placement  consistent 
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with  physical  capabilities,  as  protection  against 
spurious  compensation  claims,  and  for  em- 
ployee protection  in  potentially  hazardous  ex- 
posure situations.  It  is  frequently  advisable  to 
establish  periodic  employee  re-examination 
policies.  As  the  Labor  Health  regulations 
evolve,  re-examination  programs  will  be  man- 
datory in  certain  industrial  processes  in  order 
to  insure  adequate  employee  health  protection. 
Many  industries  consider  it  valuable  to  pro- 
vide periodic  physical  examinations  for  key 
personnel. 


rem 

chei 

anil 

bee: 

fror 

acci 

uat: 

Mo 

trar 

ing' 

will 

fori 


While  minor  plant  injuries  and  possibly  care- 
fully identified  personal  illness  or  injury  cases 
may  be  treated  by  plant  dispensary  personnel, 
the  fundamentals  and  scope  of  such  treatment 
must  be  outlined  as  “standing  orders”,  and  be 
indirectly,  at  least,  under  physician  supervi- 
sion. The  physician  should  be  readily  available 
for  treatment  of  more  serious  plant  injuries  and 
all  cases  of  occupational  illness.  A primary 
care  physician  would  be  expected  to  utilize  re- 
ferrals where  indicated,  and  to  provide  con- 
tinuity of  care  when  away  from  his  office  to  the 
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•me  degree  expected  by  his  private  practice 
ttients. 


Health  counseling  is  a relatively  new  concern 
occupational  health.  The  well  informed  em- 
oyee  frequently  relates  his  personal  health 
[Jroblems  to  his  job  environment  and  will  re- 
aire  professional  guidance,  which  may  vary 
om  knowledgeable  reassurance  or  job  transfer 
> actual  clinical  investigation. 

Health  counseling  is  frequently  involved  in 
le  administration  of  company  benefit  pro- 
rams. When  alcohol,  drug,  or  emotional  prob- 
:ms  are  suspected,  a physician  should  deter- 
line  the  causative  factors  and  initiate  appro- 
riate  measures,  such  as  in-plant  treatment,  re- 
erral  to  outside  physicians  or  agencies,  or  job 
elocation. 

The  initial  impetus  of  OSHA  has  been  pri- 
marily “Nuts  and  Bolts”  Safety.  I believe  the 
mmediate  near  future  will  see  much  greater 
mphasis  on  the  effects  of  the  occupational  en- 
/ironment  on  the  individual  worker.  By  the  end 
>f  1973,  some  25  Criteria  Documents,  which 
ire  detailed  studies  proposing  changes  or  ad- 
litions  to  the  workplace  health  standards,  will 
lave  been  submitted  to  the  Department  of  La- 
lor.  Only  the  Heat  Stress  and  Noise  Docu- 
ments deal  with  the  physical  environment.  The 
l remainder  are  concerned  with  potentially  toxic 

! chemical  exposures.  To  date,  only  the  Asbestos 
and  Emergency  Carcinogen  Standards  have 
been  adopted.  If  one  can  draw  a conclusion 
from  these  documents,  it  is  apparent  that  data 
accumulated  by  the  hygienist  will  require  eval- 
uation by  a physician  as  to  human  significance. 
Most  of  these  documents  specifically  set  arbi- 
trary limits,  beyond  which  “biological  monitor- 
ing” and  comprehensive  physical  examinations, 
with  indicated  laboratory  testing,  must  be  per- 
formed on  the  exposed  population.  Except  for 
very  general  guidelines,  a physician  must  estab- 
lish the  type  of  examination  necessary  in  rela- 
tion to  the  exposure,  the  interpretation  of  re- 
sults, and  subsequent  treatment  where  indicat- 
ed. Information  evaluation  may  also  consist  of 
detailed  case  studies,  and  actually  involve  re- 
search projects  into  causes  and  prevention  of 
occupational  illness. 

Finally,  this  physician  should  be  a part  of  the 
management  team  to  the  extent  that  he  can  pro- 
pose and  implement  programs  necessary  to 
comply  with  OSHA  and  the  social  obligations 


of  an  employer  to  provide  a safe  and  healthy 
place  of  employment.  To  be  effective,  the  phy- 
sician should  spend  some  time  on  a regular 
basis  in  the  industrial  location  in  order  to  be 
familiar  with  types  of  work  and  potential  health 
problems.  He  should  meet  periodically  with 
management  to  review  health  performance  data 
and  requisite  programs.  He  must  have  access 
to  information  concerning  the  rapidly  changing 
regulations  and  proposals  in  the  occupational 
health  field. 

I have  discussed  briefly  the  major  elements 
of  Occupational  Medicine  today.  1 believe  a 
part-time  physician  can  supply  professional 
leadership  and  service  in  all  of  these  areas  if 
properly  selected  and  effectively  utilized. 

It  has  been  estimated  that  at  least  three 
physician  hours  a week  per  200  employees 
would  provide  minimal  professional  services.  It 
is  desirable  for  at  least  a portion,  if  not  all,  of 
this  time  be  “on  location”  so  to  speak.  Of 
course,  emergency  care  must  be  provided  over 
and  above  this  minimum  when  injuries  occur. 
The  family  practitioner,  general  surgeon,  or  in- 
ternist is  most  generally  suited  to  the  role  of 
occupational  physician,  and  can  provide  a 
sound  basic  program  of  health  services  tailored 
to  the  specific  industrial  needs.  Frequently  an 
older  physician  who  wishes  to  reduce  his  pri- 
vate practice  load  will  prove  very  satisfactory 
provided  he  has  maintained  a program  of  con- 
tinuing medical  education. 

Where  physician  recruitment  poses  a prob- 
lem, I might  suggest  that,  in  addition  to  the 
usual  monetary  consideration,  the  underwrit- 
ing of  an  annual  continuing  education  seminar, 
attendance  at  corporate  health  meetings,  or 
even  adding  company  benefits  to  the  “package” 
would  be  added  inducements. 

Cost-wise,  an  acceptable  occupational  health 
program  of  the  type  discussed  will  vary  from 
$30  to  $60  per  employee  a year,  depending 
on  the  size  and  type  of  industry.  However, 
when  cost  is  compared  to  savings  realized  in: 
— Insurance  benefits  and  Workman's 
Compensation 

— Increased  production  efficiency 
— Capability  to  maintain  a status  of  com- 
pliance with  the  multitude  of  emerg- 
ing health  regulations 

— Generally  improved  employee  relations 
such  expenditures  may  be  readily  justified 
in  every  sense  of  the  word. 
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POSTGRADUATE  OPPORTUNITIES 


IN  KENTUCKY 

JANUARY 

14  “The  Killers”  series  on  “Pulmonary  Disease,” 
KET  television  stations,  8 p.m.,  EST 

16-17  Northern  Kentucky  Seminar,  Kentucky  Acad- 
emy of  Family  Physicians,  Ft.  Mitchell 

19  Symposium  on  Operating  Room  Hazards, 

University  of  Louisville  School  of  Medicine, 
Health  Sciences  Auditorium;  Registration: 
$20,  physicians.  For  further  information  con- 
tact: Gerald  Swim,  Continuing  Education, 
University  of  Louisville. 

25-26  Workshop  on  Gastrointestinal  Endoscopy, 

University  of  Kentucky  College  of  Medicine, 
Continuing  Education  Center;  Registration: 
$150.  For  further  information  contact:  Ronald 
D.  Hamilton,  M.D.,  Continuing  Education, 
University  of  Kentucky. 

FEBRUARY 

11  “The  Killers”  series  on  “Trauma:  It’s  An 

Emergency,”  KET  television  stations,  8 p.m., 
EST 

MARCH 

1 1 “The  Killers”  series  on  “Cancer;  The  Cell 

That  Won’t  Die,”  KET  television  stations, 
8 p.m.,  EST 

20-21  Symposium  on  Cardiovascular  Diseases,  Heart 
Association  of  Louisville  and  Jefferson  Coun- 
ty, Stouffer’s  Inn,  Louisville 

APRIL 

4 Annual  Spring  Conference,  “Recent  Advances 
in  the  Management  of  Pulmonary  Diseases,” 
Lexington  Clinic  and  Lexington  Clinic  Foun- 
dation, Lexington. 

IN  SURROUNDING  STATES 

JANUARY 

30-31  Postgraduate  course,  “Medical  Progress  for 
the  Family  Physician,”  Cleveland  Clinic 
Foundation,  Cleveland. 

FEBRUARY 

1-3  AMA  Council  on  Medical  Education  Con- 
gress, Palmer  House,  Chicago 


FEBRUARY 

Postgraduate  course,  “Current  Topics  in 
Blood  Banking,  Cleveland  Clinic  Foundation, 
Cleveland. 


MARCH 


9-10 


Annual  Felson  Lecture  Series,  University  of 
Cincinnati  College  of  Medicine,  Cincinnati. 
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APRIL 


1-3 


5-6 


AMA  Third  National  Congress  on  the  Quality 
of  Life,  Marriott  Motor  Hotel,  Chicago. 
AMA-Southeast  Regional  Mental  Health  Con- 
ference, Marriott  Hotel,  Atlanta. 
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Career  opportunity  offering  professionally  reward- 
ing work  . . . and  the  opportunity  to  live  in  an 
invigorating,  and  growing  community. 

General  Electric  seeks  a full-time  physician  for 
our  modern,  well-equipped  medical  department  at 
Appliance  Park  in  Louisville,  Kentucky.  Serving 
22,000  professional  and  production  employees,  the 
department  s range  of  activities  is  correspondingly 
wide  and  challenging.  You  will  have  the  full  sup- 
port of  an  experienced  director  and  other  staff 
physicians.  Industrial  experience  will  be  helpful, 
hut  experience  acquired  in  private  practice  is 
equally  acceptable. 

Our  program  of  fringe  benefits  adds  much  to  an 
already  attractive  salary  base.  If  you  are  interested 
in  this  kind  of  rewarding,  long-term  association, 
please  send  your  curriculum  vitae  and  salary  re- 
quirements to : S.  J.  Cyran,  M.D.,  General  Electric, 
Dept.  B,  Appliance  Park,  Bldg.  3,  Louisville, 
Kentucky  40225 
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AMA  Delegates' 
Deliberations 
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i HE 


American  Medical 


Association 


House  of  Delegates  met  for  the  regular 


fall  session  at  Anaheim,  California,  De- 
Jkr  2-5,  1973.  Representing  K.MA  were 
eates  Tom  Giannini,  John  Querternrous, 
lfcave  Stevens;  and  Alternate  Delegates 
jes  Bryant,  Bill  Hall,  and  Tom  Heavern. 

, .nscending  all  issues,  as  measured  by  in- 
ly of  interest,  was  consideration  of  Pro- 
4 nal  Standards  Review  Organizations, 
tal  resolutions  supporting  repeal  of  the 
nd  the  alternative,  the  AMA  Board  of 
j ee's  recommendation  advocating  compli- 
c to  implement  the  law  in  the  best  interests 
te  public  and  physicians  outlined  the  two 
s points  of  view.  Many  delegates  and  indi- 
Ud  physicians  (two  from  Kentucky)  spoke 
le  issue.  The  House  of  Delegates  adopted 
4 3oard  report  and  incorporated  the  lan- 
ae  of  the  KMA  PSRO  resolution  in  one 
t n.  The  AMA  position  on  PSRO  is  that 
jsmedical  profession  remain  firmly  corn- 
ed to  the  principle  of  peer  review  under 

fssional  direction.  Present  indicated  action 
work  with  the  governmental  agencies  to 
■cment  the  law,  but,  simultaneously,  in- 
i the  public  of  evils  of  the  law  and  ask 
gress  to  amend  or  repeal  the  law. 
le  AMA  House  of  Delegates  also  moved 
hange  the  name  of  the  new  allergy  board 
he  Conjoint  Board  of  Pediatric  and  In- 
al Medicine  Allergy. 

he  AMA  will  next  meet  in  Chicago  in 
1974,  and  all  delegates  and  alternates 
ke  your  comments  and  opinions. 


General 

LEASING 

Doctor!  This  is  Your  Own  Plan 
ENDORSED  BY  THE 

Kentucky  Medical 
Association 

for  the  leasing  of 

cars  — all  makes  & models, 
Medical,  Surgical  & Laboratory 
Equipment 

and  Office  Furnishings. 

13  YEARS  EXPERIENCE 
IN  THIS  FIELD 

General  Leasing 

CORPORATION 


David  B.  Stevens,  M.D., 
Delegate  to  the  AMA 
Thomas  L.  Heavern,  M.D., 
Alternate  Delegate 
Chari.es  G.  Bryant,  M.D., 
Alternate  Delegate 


121  Bauer  Ave.  St.  Matthews 

(502)  896-0383 
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Synthroid 

(sodium  levothyroxine 

the  smooth  road 
to  thyroid  replacement 

therapy 

Synthroid  is  T4; 

It  provides  your  patients  with 
what  is  needed  for  eomplete 
thyroid  replacement  therapy. 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  for  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison’s  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds’s  Disease  (pan- 
hypopituitarism) or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  jtcx 
with  cardiovascular  disease;  develw* 
chest  pains  or  other  aggravations  oftillr 
cular  disease  requires  a reduction  in  Mint 

I CSC 


Contraindications:  Thyrotoxicosis,  acu 
dial  infarction.  Side  effects:  The  effet  inf 
THROID  (sodium  levothyroxine)  therai  $' 
in  being  manifested.  Side  effects,  wh  ;q 
occur,  are  secondary  to  increased  rat  jj, 
metabolism;  sweating,  heart  palpita 
or  without  pain,  leg  cramps,  and  w y 
Diarrhea,  vomiting,  and  nervousness  j 
been  observed.  Myxedematous  pat 
heart  disease  have  died  from  abrupt 
in  dosage  of  thyroid  drugs.  Careful  o • 
of  the  patient  during  the  beginning  c t 
roid  therapy  will  alert  the  physician  - 
toward  effects. 


a 


cases  with  side  effects,  a reduction  of 
lowed  by  a more  gradual  adjustment 
II  result  in  a more  accurate  indication 
ent’s  dosage  requirements  without  the 
:e  of  side  effects. 


nd  Administration:  The  activity  of 
SYNTHROID  (sodium  levothyroxine) 
equivalent  to  approximately  one  grain 
I.S.P.  Administer  SYNTHROID  tablets 
e daily  dose.  In  hypothyroidism  with- 
dema,  the  usual  initial  adult  dose  is 
aily,  and  may  be  increased  by  0.1  mg. 
Jays  until  proper  metabolic  balance  is 
Clinical  evaluation  should  be  made 
nd  PBI  measurements  about  every  90 
al  maintenance  dosage  will  usually 
n 0.2-0. 4 mg.  daily.  In  adult  myxedema, 
lose  should  be  0.025  mg.  daily.  The 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs. L 2 


1 Synthroid  is  T4. 

w Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.1-2 

3t4  hormone  content  is  controlled 
by  chemical  assay. 

4 Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 


O Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6  Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 


7  Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 

8  When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9  On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy; 


Synttiroid 

(sodium  levothyroxine) 


1.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and  Sterling, 
K.:  Conversion  of  Thyroxine  (T4)  to  Triiodothyro- 
nine (T3)  in  Athyreotic  Human  Subjects,  J.  Clin. 
Invest.  49:855-64,  1970. 

2.  Surks,  M.  I.,  Schadlow,  A.  R.,  and  Oppen- 
heimer,  J.  H.:  A New  Radioimmunoassay  for 
Plasma  L-Triiodothyronine:  Measurements  in 
Thyroid  Disease  and  in  Patients  Maintained  on 
Hormonal  Replacement.  J.  Clin.  Invest.  51:3104- 
13,  1972. 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  sig- 
nificant improvement  is  not  shown  the  following 
day,  a repeat  injection  of  100-200  meg.  may  be 
given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Deerfield.  Illinois  60015 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  hones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 
3 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


william  p.  poythress  & 
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From  the  Files  of  the  KMA  Maternal 
Mortality  Study  Committee 


— Edited  by  John  W.  Greene,  Jr.,  M.D. 


rHIS  patient  was  a 24-year-old  married 
white  gravida  II,  para  0,  Ab  I seen  in 
this  pregnancy  by  a private  physician, 
.xpected  due  date  was  December  17,  1971. 
er  medical  history  was  significant  in  that 
le  had  been  diabetic  since  12  years  of  age. 
er  first  pregnancy  terminated  at  three 
lonths  in  spontaneous  abortion.  She  had 
een  hospitalized  in  May  1970  for  tubercu- 
. >sis  and  was  treated  with  INH  and  PAS. 
ince  then  her  sputums  were  negative. 

She  was  hospitalized  several  times  with  this 
regnancy,  initially  on  August  2,  1971  for 
dema.  She  was  20  weeks  pregnant  and  her 
iabetes  was  controlled  with  40  NPH  insulin. 

■ ler  vision  had  been  getting  progressively 
v'orse.  She  had  been  told  she  had  early  cat- 
iracts. 

She  was  treated  with  bed  rest,  a high  protein 
.diet,  and  40  units  NPH  insulin.  She  was  dis- 
charged August  7,  1971  to  be  followed  as  an 
! mt-patient. 

4 She  was  readmitted  September  4,  1971, 

!when  25  weeks  pregnant,  for  edema.  Obstetri- 
cal consultation  was  obtained  and  the  plan 
was  to  stabilize  her  diabetes  and  deliver  her 
by  Cesarean  section  at  36  weeks  and  do  a 
[tubal  ligation.  If  she  could  not  be  controlled 
I the  pregnancy  would  be  terminated  earlier. 
She  was  discharged  on  September  8,  1971  with 

I*  albuminuria,  hypo  albuminemia,  and  edema. 

She  was  readmitted  October  14,  1971  be- 
■ cause  of  edema.  Her  BUN  was  32,  her  serum 
albumin  was  low  1.6  gm  %.  She  continued  to 
have  3+  albuminuria.  Her  hemoglobin  was 
8.8  gm  %.  She  received  two  units  of  whole 
blood  in  addition  to  salt  poor  albumin.  She 
lost  4 lb  and  was  discharged. 

She  was  readmitted  November  18,  1971  be- 
cause of  increasing  shortness  of  breath.  An 


x-ray  was  ordered  for  fetal  age.  She  had  rales 
in  the  base  right  lung.  She  had  an  episode  of 
dyspnea  with  wheezing.  Her  blood  pressure 
was  elevated  182/120.  She  received  Lasix  plus 
Aminophyllin;  she  was  typed  and  cross- 
matched  for  blood.  She  received  Digitalis.  Her 
lungs  cleared  some.  She  was  extremely  ede- 
matus.  Her  hemoglobin  the  23rd  of  November 
was  8.5,  so  more  blood  was  given.  Her  Na  was 
108,  K 3.6.  This  was  felt  due  to  water  intoxi- 
cation secondary  to  renal  difficulty  producing 
the  edema.  Her  BUN  was  51  the  25th,  Na  136, 
K 5.9.  She  was  confused.  Her  condition  was 
described  as  very  poor.  Her  Hb  was  7.4  gm  °Io 
and  packed  cells  were  given. 

She  began  having  spontaneous  uterine  con- 
tractions beginning  at  8:00  p.m.  the  26th  and 
delivered  an  unweighed  stillborn  at  11:47  p.m. 
with  midline  episiotomy  and  low  forceps  with 
a pudendal  block.  The  placenta  was  expressed 
spontaneously  and  the  episiotomy  was  re- 
paired. She  had  abdominal  distention  and  a 
naso-gastric  tube  was  inserted. 

The  29th,  her  temperature  was  elevated  all 
day;  she  had  a foul  vaginal  discharge.  At 
8:00  p.m.  she  had  a cardiac  arrest;  attempts  at 
resuscitation  were  unsuccessful. 

There  was  no  autopsy;  the  cause  of  death 
was  listed  as  pulmonary  embolism  from  pos- 
sible pelvic  veins  of  septic  embolus,  diabetes, 
pregnancy,  probable  Kemmelsteil  Wilson  Di- 
sease. 

Comments 

The  Committee  classified  this  death  as  an 
obstetrical  one  with  preventable  factors.  Dia- 
betes complicating  pregnancy  can  present  se- 
vere complications  for  both  fetus  and  mother. 
This  is  one  of  the  diseases  in  which  it  has  both 
an  effect  on  the  pregnancy  and  the  fetus. 


Medical  Association  • January  1974 


15 


She  would  be  classified  as  a class  C diabetic 
according  to  the  White  Classification  of  Dia- 
betes Mellitus.  However,  it  is  noted  in  the 
case  presentation  that  she  was  told  that  she 
had  cataracts.  No  mention  is  made  of  the  eye 
ground  changes.  If  there  were  such  changes, 
coupled  with  the  fact  that  she  had  evidence  of 
cardiac  renal  disease,  she  would  then  be  clas- 
sified as  a class  F diabetic.  These  people  pre- 
sent such  grave  complications  that  certain 
clinics  have  recommended  therapeutic  abor- 
tions for  the  Class  F diabetic.  The  chances  of 
obtaining  a living  fetus  are  less  than  50%  and 
the  complications  for  the  mother,  such  as 
presented  here,  are  great. 

However,  this  patient  did  not  seem  to  re- 
ceive the  vigorous  treatment  for  her  diabetes 
and  other  complications  that  was  necessary. 
The  groups  that  report  the  best  results,  both 


as  to  fetus  and  mother,  hospitalize  these  pet 
pie  early  in  pregnancy  and  some  as  early  i 


the  20th  and  25th  week.  The  patient  is  ho  jot 
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.rdrtW 


pitalized  in  an  attempt  to  maintain  norm; 
blood  sugars  and  avoid  any  maternal  acidosi 
She  demonstrated  cardiac  decompensatio " 


jiiitflii 


which  might  have  been  prevented  had  th  ,,a 
anemia  been  treated  more  vigorously.  Toda?^1 
there  are  sophisticated  laboratory  tests  for  di .. 
termining  fetal  health,  such  as,  estriol  exert  s« 


tion  in  an  attempt  to  time  delivery  at  ti  ^ 
optimum  time. 


I is  hi 1 


Again,  the  Committee  laments  the  fact  that f : 

'll,  0 

there  was  no  autopsy.  Although  the  cause  cMi 
death  was  listed  as  pulmonary  embolism  fror  ^ 

nAPCiklo  n n n . 


possible  pelvic  veins  thrombosis,  we  cannt 
be  certain.  It  would  more  likely  seem  tha 
she  died  of  congestive  heart  failure  that  wa 
not  adequately  treated. 
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Manuscript 

earlf 

> nuscripts  should  be  submitted  in  duplicate  to 
eournal  of  KM  A,  an  original  copy  and  one  car- 
yatid typed  with  double  spacing.  Maximum  length 
t article  should  not  exceed  4500  words;  the  Board 
bnsultants  on  Scientific  Articles  prefers  that  they 
i defer  than  this  when  possible. 

ad  A submitting  a manuscript,  the  author  is  requested 
I'lude  a concise  summary,  not  to  exceed  35  words, 
j used  as  a sub-title  when  the  article  is  published 
he  Journal.  The  purpose  of  the  summary  is  to 
a ? additional  interest  and  encourage  greater 
airship. 

H lot  notes  and  bibliographies  should  conform  to 
style  of  the  Quarterly  Cumulative  Index  Medicus 
i shed  by  the  American  Medical  Association.  This 
q res  in  the  order  given  name  of  author,  title  of 
t’e,  name  of  periodical,  with  volume,  page,  month 
iv  of  month  if  weekly — and  year.  The  Journal  of 
KM  A does  not  assume  responsibility  for  the 
cacy  of  references  used  with  scientific  articles. 
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Memos 

All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-lnman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KM  A Annual  Meeting  shall  be  referred 
to  the  KM  A Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if 
not  considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Ephraim 
McDowell  Drive,  Louisville,  Kentucky  40205. 


News  Notes 


iram  C.  Polk,  Jr.,  M.D.,  Louisville,  was  recently 
led  President-Elect  of  the  Association  for  Aca- 
ric  Surgery.  Doctor  Polk  is  chairman  of  the  De- 
ment of  Surgery  at  the  University  of  Louisville 
c ioI  of  Medicine. 


ts  comfort 
four  prescription 
• nicotinic  acid 


Andrew  M.  Moore,  M.D.,  Lexington,  was  chosen 
as  President-Elect  of  the  Southern  Medical  Associa- 
tion at  its  recent  annual  meeting.  Doctor  Moore  will 
assume  the  presidency  at  the  1974  meeting  to  be 
held  November  17-20  in  Atlanta. 
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skin— the  human  integument 
vers  us,  defines  us,  protects 
. lut  skin  is  subject  to  cuts, 

I s,  abrasions.  And  infections, 
i jporin  Ointment  fights 
i:tion  by  providing  broad 
bacterial  action  against  sus- 
I ible  skin  invaders.  It  contains 
viotics  that  are  rarely  used 
lemically,  reducing  the  risk 
Sensitization. 


IP 
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INDICATIONS: Therapeutically*  used  as  an  . . . . 

therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgfcal  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and / or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


^EOSPORIN 

OLYMYXIN  B-BACITRACIN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  oz.  (approx.)  foil  packets. 
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/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


your  choice  of  sleep  medicate 
is  wisely  based  on  more  than 

J ag 

sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  o 
• . . r « [flurazepam  HCI);  no  depression  of  cardiac  or  respirator 

r0l3tlVG  SaT6tV  was  noted  in  patientsadministered  recommended  or  hie 

for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  s 
quired  discontinuance  of  therapy.  Morning  "hang-over’’  with  Dalmane  has  been  relatively  infrequ 
ness,  drowsiness,  lightheadedness  and  the  like 
have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


sleep  for  7 to  8 he 
without  need  to 


repeat  dosage  No  si 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomm 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  1 7 minutes,  had  fe> 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  neec 
dosage  during  the  night. 


with 
istency 


Dalmane  has  been  shown  to  be  con- 
sistently effective  even  during  con- 
secutive nights  of  administration, 
with  no  need  to  increase  dosage, 
lie  (flurazepam  HCI]  is  a distinctive  sleep  medication -a 
pine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
methaqualone,  nor  is  it  related  chemically  to  any  other 
pnotic. 

our  evaluation  of  insomnia  indicates  the  need  for  a sleep 
consider  Dalmane-a  single  entity  nonnarcotic,  non- 
agent proved  effective  and  relatively  safe  for  relief  of 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s.  —usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients]. 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
[e  g.,  operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  eg, 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage:  15  mg  may 
suffice  in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div.,  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Opinion 


It’s  time  for  action  to  defend  the  la 
and  regulations  that  protect  your 
patients  against  drug  substitution. 

These  professional  and  trade  organizations  are  i 
in  supporting  antisubstitution  statutes  and  regu 


The  American  Academy  of  Derfofl 

The  Board  of  Directors  of  the  .V 
American  Academy  of  Family  f 
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The  Board  of  T rustees  of  the  far 
American  Dental  Association  iUP 
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American  Medical  Association 
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iment  on  Antisubstitution 

jrpose  of  this  statement  is 
fe  support  of  the  participat- 
ions for  the  laws,  regula- 
jofessional  traditions  which 
h unauthorized  substitution 

I ducts. 

:ionally,  physicians,  den- 
larmacists  have  worked 
k|y  to  serve  the  best  inter- 
ments. Productive  coopera- 
len  achieved  through 
i pect  as  well  as  a common 
jir  the  ideals  of  public 
I is  mutual  respect  has  been 
I n part,  by  joint  support 
e:ars  for  the  adoption  and 
i:nt  of  laws  and  regulations 
y prohibiting  unauthorized 
in  and  encouraging  joint 
i and  selection  of  the 
supply  of  drug  products, 
(principles  of  medical,  den- 
armacy  practice  are  thus 
d preserved  in  the  interest 
[welfare. 

[antisubstitution  laws  have 
cted  enhancement  of  the 
lal  status  of  pharmacy  any 
i they  have  in  and  of  them- 
jranteed  absolute  protec- 
lunsafe  drugs,  or  freed 
dentists  and  pharmacists 
responsibilities  to  patients, 
ical  matter,  however,  such 
egulations  encourage  inter- 
lal  communications  regard- 
roduct  selection  and  assure 
ission  the  opportunity  to 
jlly  its  expertise  in  drug 
:he  advantage  of  patients. 

;iciansand  dentists  should 
:o  increase  the  frequency 
arity  of  their  contacts  with 
sts  in  selection  of  quality 
ucts,  recognizing  that 


Laws  and  Regulations 

economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 

Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator . 
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rhe  Diagnosis  of  Renovascular  Hypertension  in 
a Young  Adult:  Insensitivity  of  Noninvasive 
Screening  Procedures 

Theodore  A.  Kotchen,  M.D.,  David  Preston,  M.D.,  and 
Calvin  B.  Ernst,  M.D. 

Lexington,  Kentucky 


\ n a patient  with  surgically  proven  reno- 
ascular  hypertension,  a rapid  sequence 
program  was  normal,  and  a renogram 
teas  non-lateralizing.  The  importance  of 
rteriography  in  selected  patients,  in  the 
'hsence  of  positive  screening  procedures, 
\s  emphasized. 

AMONG  patients  with  hypertension,  it  has 
been  estimated  that  the  prevalence  of 
renovascular  hypertension  is  between  5 
ind  15%.1  Both  the  rapid  sequence  intra- 
venous pyelogram  and  the  radiohippurate  reno- 
jram  are  the  screening  procedures  most  fre- 
piently  utilized  to  detect  this  surgically  remedi- 
ible  form  of  hypertension.  At  least  10%  of 
jatients  with  surgically  proven  renovascular  hy- 
jertension  are  not  identified  by  the  hyperten- 
sive pyelogram,2  and  the  overall  incidence  of 
false  negative  renograms  is  even  greater.3  In 
:hildren  with  proven  renovascular  hyperten- 
sion, the  screening  excretory  pyelogram  is  a 
dismal  failure.4  However,  in  clinical  studies 
combining  the  intravenous  pyelogram  and  reno- 
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gram,  the  absence  of  lateralizing  findings  with 
a unilateral  stenotic  lesion  of  the  main  renal 
artery  is  distinctly  unusual.  The  purpose  of  the 
present  report  is  to  describe  such  a patient  and 
to  emphasize  the  importance  of  performing 
renal  arteriography  in  selected  hypertensive  pa- 
tients, particularly  young  patients,  despite  the 
presence  of  a normal  hypertensive  pyelogram 
and  renogram.  In  addition,  the  importance  of 
angiographic  identification  of  collateral  vessels 
bypassing  the  stenotic  renal  artery  lesion,  docu- 
menting hemodynamic  significance  of  the 
stenosis,  is  emphasized. 

Case  Presentation 

S.  G.,  a 23-year-old  Caucasian  woman,  pre- 
sented with  blurred  vision  and  severe  hyper- 
tension. 

In  January,  1970,  at  age  21,  the  patient  had 
consulted  her  personal  physician  because  of 
frequent  throbbing  frontal  headaches.  Her 
blood  pressure  was  consistently  found  to  be  in 
the  range  of  190/110  mm  Hg.  Urinalysis, 
SMA  12,  EKG,  PBI,  and  VMA  excretion  were 
normal.  A rapid  sequence  IVP  was  normal.  In 
April  1971,  her  blood  pressure  was  220/130 
mm  Hg,  and  a right-sided  abdominal  bruit  was 
heard.  A rapid  sequence  IVP  was  again  nor- 
mal. A renal  arteriogram  demonstrated  an  ac- 
cessory renal  artery  on  the  right,  but  was 
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otherwise  interpreted  as  normal.  She  first  ap- 
peared at  the  University  of  Kentucky  Medical 
Center  in  September,  1972,  complaining  of 
blurred  vision,  having  discontinued  antihyper- 
tensive medications  eight  months  previously. 
Her  blood  pressure  was  230/180  mm  Hg,  and 
bilateral  hemorrhages,  exudates,  and  papilled- 
ema were  present  on  fundiscopic  examination. 

On  admission  she  appeared,  thin,  lethargic, 
and  chronically  ill.  Her  supine  and  standing 
blood  pressures  were  260/160  mm  Hg  and 
230/160  mm  Hg,  respectively.  Grade  IV  hy- 
pertensive retinopathy  was  observed.  There  was 
a prominent  presystolic  gallop  but  no  signs  of 
congestive  heart  failure.  A right  upper  quad- 
rant abdominal  bruit  was  present.  Urinalysis 
showed  3+  proteinuria,  10-15  WBC/Hpf,  and 
occasional  fine  granular  casts.  Initial  serum 
chemistries  were  as  follows:  Na+  138  mEq/L, 
K+  2.8  mEq/L,  COo  28  mEq/L,  Cl  92 
mEq/L,  BUN  19  mg%,  serum  creatinine  1.0 
mg%,  creatinine  clearance  47  cc/min.  Several 
urine  cultures  were  negative,  and  three  24-hour 
urine  VMA  excretion  rates  were  3.2  mg/24 
hr,  3.6  mg/24  hr,  and  2.3  mg/24  hr.  Thyroid 
function  tests  and  chest  x-ray  were  normal. 
EKG  demonstrated  sinus  tachycardia,  promi- 


Fig.  1 Renal  arteriogram  demonstrating  stenotic  lesion  and 
collateral  circulation  (arrow). 


Table  I 

Reactivity  of  Exogenous  Renin  in  Renal  Venous  Plasma 


Right  Renal  Vein 

Left  Renal  Vei 

Total  angiotensin 
generation 
(ng/ml/min) 

2.7 

2.3 

Endogenous  angiotensin 
generation 
(ng/ml/min) 

1.6 

1.0 

Corrected  angiotensin 
generation 
(ng/ml/min) 

1.1 

1.3 

Renin  Substrate 
(ng/ml) 

1775 

1775 
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nent  U waves,  and  left  posterior  hemiblock. 

A hypertensive  intravenous  pyelogram  dem  aghl 
onstrated  prompt  and  equal  visualization  o 
both  kidneys.  Both  the  density  and  excretion  o 
contrast  material  were  equal  bilaterally.  Th< 
right  and  left  kidneys  each  measured  11.5  cm 
A sitting  renogram,  performed  after  the  intra 
venous  injection  of  100  uCi  I-hippuran,  wa: 
also  not  indicative  of  unilateral  renal  arten 
stenosis.  Although  there  was  a bilateral  delaj 
of  renal  transit  time  (nine  minutes),  the  slope) 
of  both  the  secretory  and  excretory  phases  o 
the  renogram  were  actually  steeper  on  the  right 
side.  A renal  arteriogram  demonstrated  twc 
renal  arteries  on  the  right  and  one  on  the  left 
Stenosis  of  the  main  right  renal  artery  was 
observed  just  proximal  to  its  bifurcation  with 
post  stenotic  dilatation  of  both  branches  distal 
to  the  lesion.  Collateral  circulation  to  the  right 
kidney,  possibly  from  an  inferior  lumbar  artery, 
was  present  (Fig.  1).  Renal  venous  renin  ac- 
tivities, measured  by  the  radioimmunoassay 
method  of  Haber,5  in  the  right  and  left  renal 
veins,  were  50.7  ng/ml/hr  and  29.1  ng/ml/hr, 
respectively;  the  right  to  left  ratio  was  1.7. 
Peripheral  renin  activity  was  44.3  ng/ml/hr. 
In  our  laboratory,  normal  peripheral  renin 
activity  in  blood  obtained  at  noon  from  27 
control  subjects  consuming  a regular  diet  is  1.3 
ng/ml/hr  ±0.1  SE. 

Using  previously  described  methods,6  the 
reactivity  of  exogenous  renin  was  measured 
in  plasma  obtained  from  each  renal  vein  pre- 
operatively.  After  adding  a relatively  large 
and  constant  amount  of  exogenous  human  renin 
to  plasma  from  each  renal  vein,  the  angiotensin 
I generation  rates  in  right  and  left  venous  plas- 
ma after  a 30  minute  incubation  at  37°C 
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/ere  2.7  ng/ml/min  and  2.3  ng/ml/min,  re- 
pectively.  To  correct  for  differences  in  en- 
ogenous  renin  activity,  the  concentration  of 
ngiotensin  I produced  during  the  30  minute 
hcubation  without  the  addition  of  exogenous 
enin  (endogenous  angiotensin  generation  rate) 
vas  subtracted  from  that  measured  in  the  ali- 
|uot  containing  exogenous  renin.  After  making 

this  correction,  the  reactivity  of  exogenous 
enin  with  endogenous  substrate  was  essentially 
dentical  in  plasma  from  each  renal  vein.  Renin 
ubstrate  concentration  was  1775  ng/ml  in 
50th  right  and  left  renal  venous  plasma. 

On  October  22,  1972,  an  autogenous  saphe- 
ious  vein  aortorenal  graft  was  placed  between 
he  aorta  and  each  of  the  two  branches  of  the 
right  main  renal  artery.  Figures  2 and  3,  re- 
spectively, demonstrate  the  slit-like  lumen  in 
the  resected  segment  of  the  renal  artery  and 
marked  intimal  dysplasia  in  that  segment.  In 
the  early  postoperative  period,  she  was  essen- 
tially normotensive  on  no  drug  therapy;  12 
months  postoperatively  her  blood  pressure  was 
120/84  mm  Hg  on  alphamethyldopa,  250  mg 
b.i.d.,  and  chlorothiazide,  250  mg  b.i.d.  Renal 
arteriography  documented  a satisfactorily  func- 
tioning vein  graft  12  months  postoperative. 


Fig.  2 Gross  pathology  of  a segment  of  resected  renal 
artery. 


Discussion 

This  patient  with  proven  renovascular  hyper- 
tension due  to  stenosis  of  a main  renal  artery 
documents  the  unreliability  of  the  combined 
use  of  rapid  sequence  excretory  pyelography 
and  radioisotopic  renography.  In  addition  to 
the  stenotic  vessel,  the  kidney  on  the  affected 
side  was  also  supplied  by  a second  renal  artery. 
Conceivably,  blood  flow  through  this  accessory 
vessel  may  have  obscured  the  lateralizing  signs 
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on  both  the  IVP  and  renogram.  Such  a diag- 
nostic dilemma  presented  by  this  patient  em- 
phasizes the  importance  of  proceeding  to  renal 
arteriography  in  evaluation  of  young  hyper- 
tensive individuals  despite  the  presence  of  a 
normal  hypertensive  pyelogram  and  a non- 
lateralizing  renogram. 


Fig.  3 Low  power  photomicrograph  of  a segment  of  re- 
sected renal  artery. 


In  children  and  young  adults,  it  is  extremely 
uncommon  to  have  a hemodynamically  signifi- 
cant renal  artery  stenosis,  documented  by  ar- 
teriography, that  is  not  responsible  for  the 
hypertensive  state.4  Subtle  findings  on  ar- 
teriography, exclusive  of  the  stenosis  itself, 
suggest  a lesion’s  hemodynamic  significance. 
Collateral  vessels  when  directly  opacified  by 
contrast  material  are  the  single  best  roenten- 
ographic  indicator  of  hemodynamic  signifi- 
cance.7 Review  of  arteriograms  obtained  two 
years  prior  to  the  most  recent  studies  obtained 
on  the  patient  reported  herein  identify  collater- 
al channels.  This  subtle  finding  was  not  ap- 
preciated at  that  time  and  definitive  therapy 
was  delayed  two  years. 

Improvements  in  angiographic  assessment  of 
hemodynamic  significance  are  largely  related 
to  improved  recognition  of  signs  of  collateral 
flow.  Thus,  in  addition  to  the  direct  demon- 
stration of  collateral  vessels  on  arteriography, 
selective  injections  of  contrast  medium  into 
lumbar  arteries  may  be  performed  for  more 
accurate  evaluation  of  collateral  flow.  Indirect 
signs  of  collateral  flow  such  as  dilution  defects 
or  reciprocating  opacification  may  be  seen  on 
selective  arteriography.  Recent  experiences 
with  pharmacoangiographic  augmentation  of 
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flow  in  collateral  vessels  appears  to  be  a prom- 
ising technique  but  must  await  additional  docu- 
mentation.8’9 

Elevated  renin  activity  in  venous  effluent 
from  the  affected  kidney  compared  to  that  in 
the  contralateral  kidney  also  indicates  function- 
al significance  of  a stenotic  lesion.  However, 
McCallister  et  al  recently  reported  that  renal 
venous  renin  activity  on  the  affected  side  was 
actually  lower  than  that  in  venous  effluent 
from  the  contralateral  kidney  in  a single  patient 
with  malignant  renovascular  hypertension.10  It 
was  suggested  that  the  stenotic  lesion  pro- 
tected the  affected  kidney  from  the  ischemic 
changes  and  subsequent  renin  release  associ- 
ated with  malignant  hypertension.  In  the  pres- 
ent patient,  despite  the  presence  of  uncon- 
trolled malignant  hypertension  and  markedly 
elevated  renin  activities,  renal  venous  renin 
activity  on  the  affected  side  was  1.7  times  that 
on  the  contralateral  side.  Possibly,  the  absence 
of  the  protective  effect  of  the  stenotic  lesion 
may  be  related  to  the  presence  of  a second 
renal  artery  to  the  affected  kidney.  However, 
other  instances  of  higher  renin  activities  in 
renal  venous  plasma  from  the  affected  side 
compared  to  the  contralateral  side  have  been  re- 
ported in  patients  with  malignant  hypertension 
due  to  renal  artery  stenosis.  n’12 

Sambhi  and  Wiederman  reported  that  the 
velocity  for  the  reaction  between  renin  and 
renin  substrate,  after  the  addition  of  exogenous 
renin,  was  greater  in  venous  effluent  from  the 
affected  kidney  compared  to  that  from  the 
normal  contralateral  kidney  in  patients  sus- 
pected of  having  renovascular  hypertension. 
This  was  interpreted  to  indicate  the  presence 


of  a renin  activating  mechanism  in  renal  venous 
plasma  from  the  involved  kidney.  However, 
renal  venous  renin  activities  were  essentially 
equal  on  both  sides  in  the  majority  of  these 
patients,  and  none  had  surgically  proven  reno- 
vascular hypertension.  The  present  demonstra- 
tion of  equal  substrate  concentrations  and  equal 
renin  reactivities  in  both  renal  veins  is  con- 
sistent with  previously  reported  results  of  simi- 
lar studies  in  six  other  patients  with  renovascu- 
lar hypertension.6 
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Abruptio  Placenta:  Fetal  Sequelae 


Abe  R.  Fosson,  M.D.* 

Lexington,  Kentucky 


'till 

tv  I 
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ibruptio  placenta  has  been  associated 
vith  fetal  problems  in  51%  of  pregnan- 
ies  with  this  complication.  The  outcome 
vas  fatal  in  28%  and  in  23%o  there  was 
ignificant  neonatal  morbidity. 


pares  favorably  with  these  studies.  (See  Table 

1) 

Table  1 

MORTALITY 

UKMC  Literature 

Stillborn  18%  14  to  37% 


HE  importance  of  abruptio  placenta  lies 
in  the  frequency  and  severity  of  the  insult 
delivered  to  the  fetus.  The  facets  of  this 
:ondition  associated  with  favorable  and  poor 
prognosis  are  defined.  The  study  group  in- 
dudes all  cases  meeting  the  criteria  for  pla- 
cental abruption  which  occurred  between  Janu- 
iry,  1963  and  January,  1971. 

Materials  and  Methods 

The  requirement  for  acceptance  as  bona  fide 
placental  abruption  was  significant  adherent 
retroplacental  clot  with  or  without  antepartum 
or  intrapartum  vaginal  bleeding  after  28  weeks 
gestation.  Three  hundred  fifty-two  charts  were 
surveyed  for  1 ) severity  of  abruption  according 
to  the  clinical  classification  of  Page,  King  and 
Merrell,1  2)  presence  and  duration  of  va- 
ginal bleeding,  3)  method  of  delivery,  4)  ma- 
ternal complications,  5)  gestational  age  esti- 
mated by  the  growth  curves  for  head,  length, 
and  weight  of  Lubchenco,2  and  6)  neonatal 
complications. 


Results 

In  reported  series  the  incidence  of  abruptio 
placenta  ranges  from  0.5%  to  3.5%.  The  ob- 
stetric population  studied  contained  many  pa- 
tients referred  to  the  University  Hospital  be- 
cause of  third  trimester  bleeding.  This  probably 
accounts  for  the  relatively  high  incidence  of 
2.3%.  Haynes  in  1966  and  Goldritch  in  1970 
reported  perinatal  mortality  rates  of  47%  and 
30%  respectively.  The  University  of  Kentucky 
Medical  Center  perinatal  mortality  rate  com- 
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Neonatal  10%  1 0 to  15% 

Perinatal  28%  30  to  47% 

The  mortality  rates  for  the  various  weight 
categories  are  shown  in  Table  2.  These  rates 
are  higher  than  expected  in  the  1000  to  2000 
gm  birth  weight  categories. 


Table  2 

NEONATAL  MORTALITY 


Birth  Weight 

Sample 

Actual 

Predicted* 

1000  gm 

7 

57% 

85% 

1000-1500  gm 

17 

47% 

18% 

1500-2000  gm 

15 

20% 

7.6% 

2000-2500  gm 

35 

0 

2% 

2500  gm 

69 

0 

0.1  % 

♦Predicted  mortality  rates  are  those  from  Johns  Hopkins 
Hospital,  1967-1968  as  reported  in  Diseases  of  the  New- 
born by  Schaffer  and  Avery,  1971. 


Forty-two  per  cent  of  the  infants  were  full 
term  with  appropriate  birth  weight  for  gesta- 
tional age  and  suffered  no  neonatal  complica- 
tions. Twenty-three  per  cent  of  the  infants  ex- 
perienced significant  neonatal  problems.  Most 
of  these  were  prematures.  All  of  the  infants  in 
the  less  than  1500  gm  weight  category  either 
died  or  had  stormy  neonatal  courses.  (See 
Table  3) 

The  problems  these  infants  manifested  were 
not  unique  but  were  problems  common  among 
premature  infants.  (See  Table  4).  Transient 
respiratory  distress  was  defined  as  tachypnea, 
with  or  without  grunting  and  nasal  flaring 
in  the  absence  of  hypoxia  or  abnormal  x-ray 
findings,  that  cleared  within  12  hours  of 
birth.  Jaundice  was  defined  as  an  unconju- 
gated hyperbilirubinemia,  10  mg%  or  greater. 
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Table  3 


NEONATAL  MORBIDITY 


Birth  Weight 

Sample 

< 1500  gm 

24 

1500-2000  gm 

15 

2000-2500  gm 

35 

> 2500  gm 

69 

Died  Complicated  Course 
12  12 

3 5 

0 10 

0 9 


In  half  of  the  jaundice  patients  the  peak  un- 
conjugated bilirubin  exceeded  15  mg%.  Con- 
vulsive activity  associated  with  a blood  glucose 
less  than  20  mg%  was  documented  in  only  one 
case. 


Table  4 

NEONATAL  PROBLEMS 

Comparison 

Sample  141  Live  Births  Study  Group  High  Risk  Groups 


Resuscitation  Required 

26% 

6%*3)  all  live  births 

Transient  Respiratory  Distress  8% 

— 

Respiratory  Distress 
Syndrome 

21  % 

33%<4>(<  1500  gm) 

Hypoglycemia  Symptomatic 

3% 

1 5 % <5)  ( < 1500  gm) 

Hyperbilirubinemia 

12% 

59%  >10  mg  % Total 
28%  >15  mg  % Total 
<6>(<  2500  gm) 

Seizures 

4% 

0.2  to  0.7  % <7>  all 
live  births 

Apnea 

8% 

25  % <8>  (<  2500  gm 

Intrauterine  Growth 
Retardation 

4% 

3.4%<9)  all  live  births 

Meconium  Stained 

2% 

— 

Aspiration  Pneumonia 

0.7% 

5.8  %(1W  a||  |jve  births 

Fetal  outcome  was 

correlated  with  maternal 

history  to  determine  factors  predictive  of  a 
favorable  prognosis.  Duration  of  bleeding,  type 
of  delivery  (vaginal  versus  C-section),  mater- 
nal age,  maternal  race,  severity  of  abruption1 
and  fetal  sex  were  not  correlated  with  fetal 
outcome.  (See  Tables  5 through  11) 

Good  prognosis  was  associated  with  ad- 
vanced gestational  age  and  the  absence  of  de- 
pression at  birth.  The  latter  was  monitored  by 
Apgar  scores  at  one  minute  and  the  need  for 
resuscitation.  (See  Tables  12  through  14) 


The  incidence  of  2.3%  in  this  study  is  over 
shadowed  by  the  association  of  premature  sep 
aration  of  the  normally  placed  placental  wit! 
15%  of  perinatal  deaths.14  The  insult  is  pri 
marily  one  of  hypoxia  and  thus  may  be  asso 
ciated  with  the  sequelae  ranging  from  stillbirt! 
to  minimal  malfunction  of  the  central  nervoui 
system.  Only  the  early  and  severe  sequelae  wert 


I. 


Table  5 


DURATION  OF  BLEED — OUTCOME 


Uncom- 

plicated 

Neonatal 

Neonatal 

Duration 

Stillborn  Course 

Morbidity 

Death 

Tota 

Occult 

3 

21 

8 

1 

33 

13 

<[  4 hours 

6 

14 

9 

4 

33 

5 to  8 hours 

1 

12 

10 

2 

25 

! 

9 to  1 2 hours 

1 

7 

3 

2 

13 

j 

1 3 to  24  hours 

9 

8 

5 

1 

23 

25  to  48  hours 

0 

0 

4 

1 

5 

2 to  3 days 

4 

1 

1 

2 

8 

4 to  6 days 

0 

0 

2 

0 

2 

> 7 days 

4 

13 

9 

1 

27 

Unknown 

4 

1 

Table  6 

1 

1 

7 

METHOD  OF  DELIVERY — OUTCOME 


Method  of 
Delivery 

Stillbo 

Uncom- 
rn  plicated 
Course 

Neonatal 

Problems 

Neonatal 

Deaths 

Total 

Spont.  Vaginal 

23 

63 

35 

11 

132 

Pitocin  Induced 

1 

8 

6 

0 

15 

C-Section 

8 

6 

1 1 

4 

29 

Table  7 

MATERNAL  AGE  — OUTCOME 

Uncomplicated  Neonatal  Neonatal  Total 


Maternal  Age 

Course 

Problems 

Deaths 

Unfavorable 

< 15 

6 

0 

2 

2 

16-20 

19 

18 

16 

34 

21-25 

18 

15 

9 

24 

26-30 

16 

9 

6 

15 

31-35 

7 

2 

6 

8 

> 35 

1 1 

8 

8 

16 

Table  8 


Discussion 

One  hundred  seventy-six  cases  of  placental 
abruption  were  reviewed  to  delineate  the  peri- 
natal problems  associated  with  this  disorder. 


RACE  — OUTCOME 

Race 

Uncomplicated 

Course 

Neonatal 

Problems 

Neonatal 

Deaths 

Total 

Unfavorable 

Black 

12 

7 

8 

15 

White 

65 

45 

39 

84 

30 
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Table  91 

Clinical  Classification  of  Abruptio  Placenta  Severity 

'iss  O Unrecognized  before  birth 

‘ ass  I External  bleeding  only 

ass  II  Uterine  tenderness  or  tetany  & bleeding 

ass  III  Maternal  shock  or  coagulation  defect  and  fetal 
death 

ass  IV  Terminal  abruption 

Table  10 


SEVERITY  OF  ABRUPTION  — OUTCOME 

Uncomplicated  Neonatal  Perinatal  Total 

Course  Problems  Death  Unfavorable 


lass  0 

21 

7 

7 

14 

lass  1 

55 

40 

35 

75 

lass  II 

1 

5 

4 

9 

lass  III 

0 

0 

0 

0 

Mass  IV 

0 

0 

1 

1 

Table  11 

Uncomplicated 

Course 

Neonatal 

Problems 

Neonatal 

Death 

Total 

Unfavorable 

:emale  35/54% 

25/39% 

4/7% 

29 

Male  42/52% 

27/34% 

11/14% 

38 

Table  12 

Gestation  Age 

Uncomplicated  Neonatal 
Course  Problems 

Neonatal 

Deaths 

Total 

Unfavorable 

31  weeks 

2 10 

10 

20 

32-36  weeks 

20  28 

4 

32 

^ 37  weeks 

55  14 

1 

15 

Table  13 

Apgar  Uncomplicated  Neonatal 

Course  Problems 

Neonatal 

Deaths 

Total 

Unfavorable 

0-3 

3 

15 

5 

20 

4-6 

i i 

15 

4 

19 

7-10 

61 

21 

6 

27 

Table  14 

RESUSCITATION 

Uncomplicated  Neonatal 
Course  Problems 

Neonatal 

Deaths 

Total 

Unfavorable 

Bulb  Suction 
Only 

68  26 

5 

31 

Oxygen 

9 13 

4 

17 

+ Pressure 

0 13 

6 

19 

Ventilation  + Oo 
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monitored  by  this  study.  However,  Niswan- 
der14  etc.,  demonstrated  a significant  increase 
in  neurological  dysfunction  at  a one-year  fol- 
low-up examination  in  premature  infants  born 
after  abruptio  placenta.  The  problems  most 
frequently  found  to  be  in  association  with  pre- 
mature separation  of  the  placenta  in  the  study 
group  were  depression  at  birth  necessitating 
active  resuscitation  in  26%,  respiratory  dis- 
tress syndrome  in  21%,  and  an  overall  peri- 
natal mortality  rate  of  28%. 

Attempts  were  made  to  correlate  many  his- 
torical facts  with  neonatal  and  fetal  outcome. 
Only  three  factors  seemed  to  be  predictive  of 
poor  outcome.  One  was  low  gestational  age  at 
the  time  of  delivery  as  ascertained  by  the 
growth  curves  of  Lubchenco.2  The  other  two 
factors  reflected  the  amount  of  depression  at 
birth  and  were  low  Apgar  scores  and  the  need 
for  active  resuscitation. 

The  most  rational  approach  available  to 
lower  the  mortality  of  live  born  infants  and 
obviate  neonatal  complications  would  be  to 
attack  the  two  most  frequent  problems,  i.e., 
depression  at  birth  and  respiratory  distress 
syndrome.  A skilled  person  should  be  avail- 
able in  the  delivery  room  to  provide  the  re- 
suscitation so  frequently  needed.  This  same 
individual  could  also  detect  infants  with  the 
early  signs  and  symptoms  of  respiratory  distress 
syndrome  and  expediate  their  care. 

Conclusions 

From  data  in  this  study  I recommend  in 
every  case  of  suspected  abruptio  placenta  the 
delivery  be  attended  by  a person  with  expertise 
in  resuscitation  because  one  infant  in  four 
requires  this  procedure.  Further,  this  person 
should  have  no  other  assigned  responsibilities 
except  care  of  the  infant.  In  addition,  observa- 
tion of  these  infants  in  a high  risk  nursery 
seems  indicated.  Fifty-two  per  cent  of  the 
infants  are  premature  and  over  a third  of  these 
will  experience  significant  illness  during  their 
hospital  stay.  Even  in  the  term  infants,  15% 
suffer  complications. 
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Postoperative  Instructions  for  Hand  Surgery 


Morton  L.  Kasdan,  M.D.  and  Harold  E.  Kleinert,  M.D. 
Louisville,  Kentucky 


A simple  and  efficient  method  of  clarify- 
ing postoperative  instructions  for  hand 


% 


lies  ii 


hese  i 


Table  1 

Patient  instructions  for  post-hand  surgery  care. 
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surgery  patients  is  presented. 

Various  preoperative  and  postoperative  in- 
structions for  patients  have  been  used  in  the 
past  by  many  surgeons.  Although  the  concept 
is  widely  known,  the  content  of  such  instruc- 
tion sheets  is  not  generally  available.  We  feel 
it  is  worthwhile  to  present  an  organized  in- 
struction card  that  we  have  used  successfully 
for  a number  of  years. 

A clear  understanding  between  the  patient 
and  physician  is  among  the  best  ways  to  avoid 
complications  as  well  as  medical-legal  actions. 
In  many  successful  malpractice  cases,  confusion 
about  postoperative  care  and  potential  prob- 
lems have  lead  to  serious  problems.  It  is  our 
practice  to  read  these  instructions  with  the 
patient  and  to  document  in  the  patient’s  record 
that  these  instructions  were  given,  read  over, 
and  apparently  understood  by  the  patient. 

On  one  side  of  the  pocket-size  card  are  the 
instructions  (Table  1).  The  physician’s  name, 
address,  and  telephone  number  are  on  the  op- 
posite side. 


1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 
9. 

10. 


HAND  SURGERY 


THE  FOLLOWING  INSTRUCTIONS 
SHOULD  BE  FOLLOWED  CAREFULLY 

Elevate  the  involved  extremity  on  pillows  at  night. 
Wear  a sling  for  approximately  one  week  following 
surgery. 

Keep  the  dressing  clean  and  dry. 

At  least  30  times  a day  raise  the  involved  hand  high 
above  the  head  to  prevent  shoulder  stiffness. 
Carefully  observe  the  exposed  fingers  for  evidence  of 
swelling  and  discoloration. 

Take  medication  as  directed. 

If  the  prescribed  pain  medication  does  not  provide  ade- 
quate relief,  please  notify  us. 

If  the  dressing  is  uncomfortable  or  tight,  call  our  office. 
If  you  have  a fever,  please  call. 

Should  you  have  any  questions,  please  call. 
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therefore,  provides  (much  to  our  patients’  sat- 


isfaction) a handy  reference  which  serves  as  a 


continuing  written  reminder  and  provides  (to 
our  satisfaction)  a means  of  documenting  what 
the  patient  was  instructed  to  do.  An  unexpected 
function  of  the  card  has  been  its  use  as  a teach- 
ing device  for  students  and  junior  house  staff. 


P 


Discussion 

The  use  of  the  instruction  card  clarifies  the 
patients’  role  in  his  postoperative  care.  It, 
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The  University  of  Louisville  School  of  Medicine 

is  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
lerest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


Necrotizing  Enterocolitis 


ECROTIZING  enterocolitis  is  a rare 
disease  accounting  for  some  one  per 
cent  of  admissions  to  premature  nurs- 
ries  and  two  to  three  per  cent  of  deaths  in 
' lese  infants.1  The  incidence  of  this  disease 
ppears  to  be  on  the  increase.  This  increase, 
owever,  could  be  attributable  to  an  increased 
wareness  and  recognition.  The  following  case 
[/as  treated  by  us  at  Children’s  Hospital  in 
..ouisville. 

Case  Presentation 

A five-week  premature  infant  with  a birth 
veight  of  4 lb  6 oz  and  an  apgar  score  of  7 at 
>ne  minute  was  born  on  August  26,  1973,  at 
he  Louisville  General  Hospital  to  a 21-year- 
}ld  white  woman  (gravida  III,  para  I,  aborted 
l)  with  no  apparent  cause  for  the  prematurity. 
The  baby  was  placed  in  an  incubator  following 
jirth.  Despite  two  apneic  spells,  she  was  placed 
Dn  a formula  which  she  tolerated  satisfactorily. 
The  baby  progressed  satisfactorily  for  three 
days  when  her  abdomen  became  distended,  she 
developed  bloody  diarrhea,  and  also  had  nau- 
sea and  vomiting.  A presumptive  diagnosis 
of  sepsis  of  unknown  cause  was  made,  and 
work-up  included  negative  lumbar  puncture 
and  blood  culture.  Stool  culture  showed  non- 
pathogenic  E.  coli;  gastric  and  ear  cultures 
grew  S.  aureus.  Abdominal  series  showed  gas 
within  the  wall  of  the  small  intestine — i.e., 
pneumatosis  intestinalis.  Meantime,  the  infant 
was  placed  on  ampicillin  100  mg  IV  every  6 
hours,  methicillin  100  mg  every  6 hours,  and 
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gentamycin  2 mg  IM  every  8 hours.  A naso- 
gastric tube  was  placed  on  suction,  and  IV 
fluids  were  administered.  Frequent  examina- 
tions and  abdominal  x-ray  studies  were  made. 
X-ray  examination  two  days  later  showed 
possible  resolution  of  the  pneumatosis  intesti- 
nalis. However,  later  that  day  the  baby  became 
more  ill,  and  x-ray  examination  of  the  abdomen 
at  that  time  showed  free  intraperitoneal  air. 
Diagnosis  of  perforation  of  a viscus  secondary 
to  necrotizing  enterocolitis  was  made  and  the 
patient  was  transferred  to  Children’s  Hospital 
operating  room.  On  exploration  she  was  found 
to  have  necrosis  and  perforation  of  proximal 
ileum,  cecum,  proximal  ascending  colon,  and 
a small  segment  of  mid-transverse  colon.  The 
necrotic  segments  and  enough  proximal  and 
distal  segments  were  resected  to  insure  good 
blood  supply  to  the  bowel  and  an  ileo-trans- 
verse  colostomy  was  performed. 

The  patient  tolerated  this  procedure  fairly 
well.  She  had  a bowel  movement  on  the  fourth 
postoperative  day  and  was  started  on  feeding 
on  the  fifth  postoperative  day.  Complications 
included  wound  infection  with  cellulitis  which 
responded  well  to  suture  removal  and  local 
therapy.  At  time  of  discharge,  the  child’s 
weight  was  5 lb  4 oz.  She  has  continued  to  do 
well  and  shows  satisfactory  weight  gain  in  sub- 
sequent clinic  visits. 

Discussion 

Genersich  in  1891 2 was  the  first  to  de- 
scribe a four-day-old  premature  infant  who  de- 
veloped vomiting  cyanosis  and  abdominal  dis- 
tension. The  infant  died  within  24  hours.  Post- 
mortem examination  revealed  an  area  of  in- 
flammation with  perforation  of  the  ileum.  Ag- 
erty  et  al  in  1 943a  were  the  first  to  perform  a 
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successful  operation  on  an  infant  with  perfora- 
tion of  the  ileum.  The  mortality  of  this  disease 
is  very  high  with  only  15  survivors  following 
operative  intervention  in  these  infants.1 

The  etiology  and  pathogenesis  of  the  disease 
remain  obscure.  The  infants  at  risk  are  usually 
premature  with  perinatal  problems,  such  as 
apneic  spells,  cyanosis,  jaundice,  or  respiratory 
distress  syndrome.  Within  this  group  of  pa- 
tients, there  is  a subgroup  in  whom  the  onset 
of  necrotizing  enterocolitis  is  preceded  by  one 
or  more  exchange  transfusions  and  umbilical 
artery  catheterization.  In  these  patients,  there 
is  a tendency  for  involvement  of  colon,  where- 
as in  other  cases,  the  ileum  is  the  most  common 
site  of  involvement.4 

Blanc5  suggested  that  swallowing  infected 
and  amniotic  fluid  by  infants  born  to  mothers 
with  amnionitis  might  cause  enteritis  in  infants. 
Waldhausen  and  others6  recovered  P.  aerugi- 
nosa in  four  of  six  patients  with  necrotizing  en- 
terocolitis and  considered  this  organism  a possi- 
ble etiologic  factor.  However,  in  other  careful 
bacteriologic  studies,  species  of  E.  coli  have 
been  recovered.  Apparently,  no  correlation  be- 
tween necrotizing  enterocolitis  and  any  specific 
bacteriological  agents  exists. 

The  possibility  that  a Shwartzman  reaction 
may  be  involved  in  the  pathogenesis  of  this 
disease  has  been  suggested,  with  the  findings  of 
multiple  small  vessel  thrombi  at  the  periphery 
of  the  lesions  related  to  the  formation  of  en- 
dotoxin by  gram-negative  bacteria  acting  on 
an  intestinal  wall  which  has  been  sensitized  to 
these  substances.7 

Asphyxia,  although  a major  factor  in  81%  of 
cases  reported  by  Lloyd,8  does  not  explain 
cases  in  which  there  is  no  asphyxia;  an  addi- 
tional mechanism  must  be  involved  to  account 
for  the  actual  development  of  gastrointestinal 
ischemia.  The  presence  of  ischemic  perfora- 
tion in  those  infants  who  do  not  show  any 
evidence  of  asphyxia  indicates  that  the  gastro- 
intestinal tract  is  the  primary  target  of  asphyxia. 
To  explain  these  questions,  Lloyd8  suggested 
that  in  the  newborn  subjected  to  stress,  shock, 
or  hypoxia,  a reflex  re-distribution  of  circula- 
tion may  take  place,  analogous  to  that  occurring 
in  the  seal  during  prolonged  submergence.  In 
the  “diving  reflex”  blood  is  shunted  from  the 
less  vulnerable  areas  (kidney,  gut,  and  so  forth) 
to  heart  and  brain.  A local  hyperactivity  of  this 


mechanism  in  the  infant'  could  be  responsib 
for  the  production  of  ischemic  necrosis  in  tf 
bowel. 

A combination  of  factors  may  contribute  il 
the  pathogenesis  of  necrotizing  enterocolitijl 
The  sites  most  affected  are  terminal  ileum  an® 
colon. s The  diseased  bowel  is  dilated  an 
hemorrhagic  or  necrotic,  depending  upon  tl 
extent  of  involvement.  The  involved  are; 
show  considerable  fragility  with  superficial  u 
cerations  of  mucosa  and  submucosal  hemo 
rhages.  The  mucosa  is  covered  with  a shin 
grayish  coat  of  agglutinated  inflammatory  cell 
fibrin,  and  necrotic  epithelium  forming  a psei 
domembrane.  xMultiple  cystic  areas  are  see 
with  intact  serosa  alone  preventing  a breal 
through. 

The  most  useful  radiologic  sign  is  the  pre; 
ence  of  pneumatosis  intestinalis,  a grave  sig 
in  infants.  The  phenomenon  represents  sut 
mucosal  dissection  and  extension  of  intrali 
minal  gas  having  gained  access  through  a di; 
rupted  mucosa.  Invasion  by  gas-forming  organ 
isms  through  a mucosal  defect  has  also  bee 
suggested. 

Upon  diagnosis,  in  addition  to  the  usual  sup 
portive  measures,  these  patients  should  b 
placed  on  nasogastric  suction,  intravenou 
fluid,  and  antibiotics.  Early  surgical  consulta  J 
tion  is  essential.  Repeated  x-ray  examination  I 
of  the  abdomen  should  be  obtained.  Th  1 
presence  of  pneumatosis  alone  is  not  an  indica  I 
tion  for  operative  intervention  in  these  ver  j 
frail  infants,  as  a majority  of  these  patient  j 
do  not  have  perforation  and  heal.  However,  th.  j 
presence  of  free  air  is  an  absolute  indicatioi ! 
for  operative  intervention,  as  this  indicate  j 
perforation  as  well  as  deterioration  in  the  gen  j 
eral  condition  of  the  patient  and  sepsis.  At  op  J 
eration,  adequate  lengths  of  bowel  must  be  re  j 
sected,  beyond  the  obviously  involved  area.  | 

Conclusion 

Awareness  of  necrotizing  enterocolitis  in  an1  j 
sick  or  premature  infants  in  addition  to  prope 
management  of  these  very  sick  infants  may  re  1 
duce  mortality  which  has  been  reported  as  higl  j 
as  70%. 8 

H.  Fallazadeh,  M.D. 

B.  Schoo,  M.D. 

B.  Andrews,  M.D. 

(References  on  Page  41 ) 
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SPECIAL  ARTICLES 


Report  of  the  Ad  Hoc  Committee 
On  Abortion  Guidelines 


On  January  23,  1973,  the  United  States  Supreme 
Uurt  in  two  landmark  cases  established  the  right  of 
jmen  to  terminate  pregnancy  by  abortion.  Because 
is  decision  was  in  contrast  to  current  Kentucky 
edical  Association  policy,  the  Board  of  Trustees 
ipointed  an  ad  hoc  committee  to  recommend  ad- 
stments  in  KMA  policy  in  order  to  maintain  high 
andards  of  medical  care  and  to  safeguard  the  health 
r women  undergoing  abortion  procedures. 

The  committee,  therefore,  feels  that  it  is  impera- 
ve  to  create  a framework  within  which  Kentucky 
omen  can  receive  abortion  services  in  the  Common- 
ealth  with  the  assurance  that  the  abortion  procedure 
ill  be  performed  in  safe  medical  settings  which  pro- 
ide  necessary  ancillary  services. 

The  committee  takes  full  cognizance  of  the  Su- 
reme  Court  requirements  that  the  state  shall  not 
iterfere  with  the  decision  between  a physician  and 
is  patient  for  or  against  abortion,  nor  use  its  powers 

0 deny  access  to  first  trimester  abortion  services.  The 
ommittee  feels  that  abortions  should  be  performed 
n a licensed  hospital  or  in  short  stay  facilities  (or 

1 doctor’s  office)  that  conform  to  the  standards  which 
'vere  set  up  by  the  Board  of  Certificate  of  Need  and 

l Jcensure  of  the  Commonwealth  of  Kentucky  for 

5,urgi-centers.  A physician’s  office,  if  it  meets  the  re- 
quirements set  up  by  the  Board  of  Certificate  of  Need 
and  Licensure  for  surgi-centers,  could  be  the  site  for 
Abortions  in  the  first  trimester. 

Recent  experiences  with  abortions  in  other  states 
have  led  the  committee  to  feel  that  all  dilatation 
,and  curettage,  including  suction  curettage,  up  to  the 
tenth  week  of  pregnancy,  can  be  safely  performed  in 
such  short  stay  treatment  facilities,  i.e.,  surgi-centers 
or  a properly  equipped  physician’s  office.  The  com- 
mittee feels  strongly  that  abortions  should  be  per- 
formed only  by  a qualified  licensed  physician  who  is 
permitted  to  do  these  procedures  in  a hospital  set- 
I ting.  Major  gynecological  surgical  procedures  such 
as  hysterotomy,  vaginal  tubal  ligation,  intra-amniotic 
hypertonic  saline  infusion,  or  other  procedures  that 
H may  be  expected  to  result  in  the  termination  of 
pregnancy  in  the  second  or  third  trimester  must  be 
| performed  in  a licensed  hospital,  but  not  necessarily 

*The  report  on  Abortion  Guidelines  and  the  KMA 
Abortion  Resolution  were  presented  to  and  adopted 
by  the  KMA  House  of  Delegates  on  September  20, 
1973. 
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on  an  in-patient  basis,  or  in  a short  stay  facility 
that  conforms  to  the  standards  which  were  set  up  by 
the  Board  of  Certificate  of  Need  and  Licensure  for 
surgi-centers.  These  procedures  should  be  performed 
only  by  someone  who  has  special  training  in  obstetrics 
and  gynecology.  In  the  third  trimester  a woman  may 
have  her  pregnancy  terminated  only  if  her  health  or 
life  is  endangered  by  continuation  of  the  pregnancy 
or  in  case  of  a proved  fetal  anomaly. 

Criteria  laid  down  by  the  Board  of  Certificate  of 
Need  and  Licensure,  or  any  other  agency  determin- 
ing where  abortions  may  be  performed  on  an  out- 
patient basis,  must  meet  the  following  standards: 

1.  A permanent  record  must  be  kept  for  each 
patient. 

2.  It  should  include  a pre-operative  history  and 
physical  examination  which  is  particularly  directed  to 
the  identification  of  pre-existing  or  concurrent  ill- 
nesses or  drug  sensitivities  that  may  have  a bearing 
on  operative  procedures  or  anesthesia. 

3.  A hematocrit  and/or  hemoglobin  and  Rh  typ- 
ing should  be  done  on  all  patients  and  any  other  fur- 
ther laboratory  work  that  would  be  indicated  by  the 
patient’s  medical  history. 

4.  In  the  case  of  an  unmarried  pregnant  minor 
seeking  an  abortion,  the  same  rules  should  be  applied 
in  requiring  the  consent  to  the  abortion  of  the  person 
legally  responsible  for  the  minor  as  are  followed  in 
obtaining  such  consent  for  any  medical  operation. 

5.  Analgesia  and  anesthesia  should  accompany 
the  procedure  in  accordance  with  generally  estab- 
lished good  medical  practice. 

6.  There  should  be  means  to  resuscitate  and  treat 
the  unconscious  patient  and  the  patient  with  cardio- 
vascular collapse. 

7.  It  shall  be  the  responsibility  of  the  licensed 
physician  performing  an  abortion  to  provide  pre-  and 
post-operative  care  in  a traditional  and  continuing 
manner.  This  physician  should  operate  under  a trans- 
fer agreement  insuring  that  any  patient  in  whom  com- 
plications develop  will  be  accepted  by  a licensed 
hospital  on  an  around  the  clock  basis  for  emergency 
care. 

8.  Abortions  should  be  done  by  standard  and  ap- 
proved methods  and  recorded  in  the  patient’s  record. 
Histologic  examination  of  the  tissues  is  not  necessaiy. 

9.  The  presence  of  pregnancy  should  be  confirmed 
by  an  appropriate  and  recognized  test  for  gonado- 
tropin by  either  immuno-assay  or  bio-assay  methods. 
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The  pregnancy  must  also  be  confirmed  by  examina- 
tion by  a licensed  physician. 

10.  Pre-  and  post-abortion  counselling  should  be  a 
part  of  the  services  offered.  Counselling  should  in- 
clude alternatives  to  abortion,  possible  psychological 
evaluation,  and  contraceptive  and  sterilization  infor- 
mation. 

11.  Each  facility  must  offer  (but  not  require)  tests 
for  cervical  carcinoma  and  venereal  disease  to  each 
patient. 

12.  All  Rh  negative  patients  should  be  given  Rh 
immune  globulin  following  the  surgical  procedure  in 
order  to  prevent  Rh  sensitization. 

13.  No  hospital,  physician,  or  employee  should  be 
compelled  to  participate  in  abortions. 

14.  For  the  sake  of  clarity,  the  following  defini- 


tions were  agreed  upon  by  the  committee: 


A.  Abortion — Termination  of  pregnancy  prii 
to  the  20th  week  or  before  viability. 

B.  Viability  is  the  ability  of  the  fetus  to  susta 
life  outside  the  uterus  with  usual  measur 
after  the  20th  week  of  pregnancy. 

C.  First  trimester  begins  with  the  first  day  . 
the  last  menstrual  period  and  ends  12  wee! 
later. 

D.  Second  trimester  begins  at  the  13th  week  af- 
ter the  onset  of  the  last  menstrual  period  ar 
goes  through  the  24th  week. 

E.  Third  trimester  is  from  the  25th  week  unt 

delivery. 
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KMA  Resolution 


on  Abortion 
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WHEREAS,  that  the  following  provisions  were 
motivated  by  the  decision  of  the  United  States  Su- 
preme Court  relative  to  abortion,  this  resolution  was 
necessitated.  Now,  therefore,  be  it 

RESOLVED,  that  this  resolution  is  in  no  way  to 
be  construed  as  implementing,  condoning,  or  ap- 
proving abortions  at  any  stage  of  unborn  human  de- 
velopment but  is  rather  an  expression  of  determina- 
tion of  the  House  of  Delegates  of  the  Kentucky 
Medical  Association  to  provide  protection  for  the  life 
of  the  unborn  child  whenever  possible,  and  be  it  fur- 
ther 

RESOLVED,  that  abortion  on  demand  be  dis- 
couraged at  any  time,  and  be  it  further 

RESOLVED,  that  after  the  stage  of  viability, 
termination  of  pregnancy  must  be  limited  to  those 
situations  in  which  the  life  of  the  mother  is  jeopar- 
dized or  a proven  fetal  anomaly  exists,  and  be  it  fur- 
ther 

RESOLVED,  that  any  live  infant  must  be  accorded 
the  same  rights  and  the  same  care  that  would  be 
given  to  an  infant  delivered  by  more  traditional 
means,  and  be  it  further 

RESOLVED,  that  the  practice  of  using  fetuses  as 
experimental  material  is  condemned,  and  be  it  further 

RESOLVED,  that  no  hospital,  clinic,  institution, 
or  any  other  facility  in  this  state  should  be  required  to 
admit  any  patient  for  the  purpose  of  performing  an 
abortion  nor  required  to  allow  the  performance  of  an 
abortion,  and  be  it  further 


RESOLVED,  that  no  person  should  be  required  t 
perform  or  participate  directly  or  indirectly  in  a 
abortion  procedure.  No  hospital,  governing  board,  c 
any  other  person,  firm,  association,  or  group  shoul 
terminate  the  employment  or  alter  the  position  ol 
prevent  or  impair  the  practice  or  occupation  of,  or  iir 
pose  any  other  sanction  or  otherwise  discriminat 
against  any  person  who  refuses  to  participate  in  a 
abortion  procedure,  and  be  it  further 

RESOLVED,  that  we  recommend  the  Bureau  o 
Vital  Statistics,  Department  of  Health,  establish  ai 
abortion  reporting  form,  which  shall  be  used  for  thi 
reporting  of  every  abortion  performed  or  prescribet 
in  this  State.  Such  forms  shall  include  the  following 
items  in  addition  to  such  other  information  as  maj 
be  necessary  to  complete  this  form: 


( 1 ) The  age  of  the  pregnant  woman; 

(2)  The  marital  status  of  the  pregnant  woman 

(3)  The  location  of  the  facility  where  the  abor 
tion  was  performed  or  prescribed; 

(4)  The  type  of  procedure  performed  or  pre 
scribed; 

(5)  Complications,  if  any; 

(6)  The  pregnant  woman’s  obstetrical  historj  H 
regarding  previous  pregnancies,  abortions 
and  live  births; 

(7)  The  stated  reason  or  reasons  for  which  the 
abortion  was  requested; 

(8)  The  state  and  county  of  the  pregnant  wom- 
an’s legal  residence.” 
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Gastrointestinal  Endoscopy 


ASTROSCOPY  has  come  of  age,  but 
this  fact  is  not  generally  fully  appre- 
ciated because  the  old  gastroscopy  was 
v:h  us  for  so  many  years.  Doctor  Schindler’s 
137  model  optical  semirigid  gastroscope  was 
ti  instrument  par  excellence  until  the  develop- 
r:nt  in  recent  years  of  fiberoptic  gastroscopes 
fiich  are  extremely  flexible  and  allow  for 
sphisticated  examinations  such  as  brush  cy- 
t ogy  and  biopsy  of  the  mucosa  under  direct 
';ion.  Because  the  optical  gastroscope  did  not 
rmit  biopsy  and  gave  an  incomplete  view  of 
j entire  stomach,  the  examination  time  was 
lief  and  the  equipment  and  personnel  neces- 
ry  were  minimal. 

A good  fiberoptic  instrument  handled  by  a 
mpetent  operator  will  afford  excellent  v-isual- 
ation  and  photography  of  the  entire  esopha- 
is,  stomach,  duodenal  bulb,  and  duodenal 
op  including  visualization  and  direct-vision 
innulation  of  the  ampulla  of  Vater.  A similar 
strument  makes  capable  a detailed  and  com- 
ete  examination  of  the  entire  colon  and  term- 
al  ileum,  also  with  biopsy  and  cytology  per- 
•rmance  plus  snaring  and  cautery  functions 
>r  the  intraluminal  removal  of  pedunculated 
'olyps. 

There  are  two  necessary  fundamentals  for 
iis  operation — a competent  operator  and  an 
ppropriate  hospital  space  which  is  staffed  by 
I 'ell  trained  personnel  for  assisting  the  operator 
nd  caring  for  the  equipment.  Fluoroscopic  or 
-ray  capability  is  advisable  for  the  colono- 
cope. 


The  state’s  many  excellent  complete  general 
hospitals  are  in  various  stages  of  developing 
fiberoptic  endoscopic  rooms  and  in  some  in- 
stances this  development  is  hectic.  One  hos- 
pital will  have  expended  the  considerable 
amount  of  money  for  an  equipped  room  with 
sufficient  but  inadequately  trained  personnel 
and  with  no  operator,  or  with  a physician  who 
is  willing  but  less  than  perfectly  capable.  This 
state  is  a fairly  good  one  as  long  as  the  physi- 
cian and  personnel  undertake  adequate  train- 
ing, which  is  available  and  accessible  in  numer- 
ous centers  in  the  country.  Another  hospital 
may  have  a competent  endoscopist  but  be 
unwilling  to  “risk”  the  expenditure  for  equip- 
ment, room,  and  personnel  because  it  feels 
insecure  about  being  able  to  realize  a reason- 
able financial  return. 


This  last  situation  is  not  a good  one. 
Fiberoptic  endoscopy  is  becoming  an  estab- 
lished and  standard  procedure  which  is  not 
only  advisable  but  absolutely  essential  to  proper 
gastrointestinal  diagnosis  and  therapy.  The 
hospital  staff  or  administration  which  is  re- 
luctant to  expend  money  on  this  “option”  is 
making  a serious  mistake  and  serving  its 
patients  poorly.  Gastrointestinal  fiberoptic 
endoscopy  is  now  an  essential  to  standard  medi- 
cal and  surgical  care  and  the  institution  which 
fails  to  make  every  effort  to  institute  and 
operate  an  endoscopy  room  now  is  neglecting 
to  provide  a good  standard  of  care  for  its 
patients. 

F AEO 
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The  Diagnosis  of  Renovascular  Hypertension 
in  a Young  Adult 
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I enjoyed  reading  Doctor  Kotchen’s  paper 
and  appreciate  being  asked  to  comment,  edi- 
torially, on  the  subject. 

About  5-10%  of  the  hypertensive  population, 
or  an  estimated  1.5  to  3 million  persons  in  the 
United  States,  would  be  diagnosed  as  having 
renovascular  hypertension,  if  all  patients  with 
hypertension  were  studied.  Only  a small  part 
of  these  will  prove  to  have  a surgically  cor- 
rectable disease;  therefore,  some  screening  has 
to  be  employed  to  select  not  only  the  person 
with  the  diagnosis,  but  also  the  person  with 
surgically  curable  renovascular  hypertension. 

The  case  report  mentioned  in  Doctor  Kot- 
chen’s paper  which  pointed  out  the  error  of 
the  usual  screening  tests  is  interesting  and 
has  prompted  the  following  review  of  our  own 
screening  policies  and  opinions  concerning  their 
accuracy. 

For  reasons  discussed  below  we  prefer  to 
study  the  following  hypertensive  patients  in  de- 
tail, which  usually  means  at  least  a renal 
arteriography  and  if  indicated,  a bilat- 
eral renal  vein  renin  collection:  All  hyperten- 
sive patients  with  (1)  positive  hypertensive 
IVP’s  or  positive  radioactive  hippuran  reno- 
grams; (2)  an  abdominal  or  flank  bruit  char- 
acteristic of  renal  artery  stenosis;  (3)  a history 
of  back  or  flank  trauma  resulting  in  hema- 
turia; (4)  a history  of  an  uncontrollability  on 
drugs,  regardless  of  age;  (5)  in  the  pediatric 
and  young  adult  age  group;  (6)  Von  Reck- 
linghausen’s neurofibromatosis  thought  chem- 
ically not  to  have  pheochromocytoma.  All  of 
the  above  criteria  hold,  only  if  the  patient  is 
considered  to  be  a surgical  candidate  should  a 
correctable  lesion  be  found. 

Once  the  diagnosis  of  renovascular  hyperten- 
sion is  made,  the  predictability  of  surgical  suc- 
cess is  based  largely  upon  the  absolute  ratio  of 
renal  vein  renin  levels  in  the  stenotic  and  con- 
tralateral sides,  the  lowest  ratio  being  1.5. 
Amsterdam,  et  al.,  were  correct  93%  of  the 
time  using  this  method.  We  have  recently  had 
one  exception  to  the  above  rule  in  a 66-year- 
old  with  total  atherosclerotic  occlusion  of  one 
renal  artery,  uncontrollable  medically,  in  which 
the  renin  production  was  the  same  in  the  two 
kidneys  and  who  has  an  apparent  cure  by 


saphenous  vein  aortic  to  renal  artery  bypa1 
graft. 

Several  reports  suggest  that  individual  kit  ’ 
ney  function  studies,  as  the  Howard  an 
Stamey  tests,  are  not  useful  in  indicating  whetl 
er  or  not  a lesion  is  responsible  for  hypertei1 
sion.  Because  of  this  impression  and  the  fad 
that  these  studies  carry  a considerable  mor' 
bidity,  we  have  not  used  them. 

We  have  not  operated  the  bilateral  cases  ( ■ 
fibromuscular  disease  unless  lateralization  ha  * 1 
been  shown  by  the  renin  studies,  althoug  : 
others  have  done  so  with  success. 

The  criteria  for  a positive  rapid  sequenc 
I VP  is  one  of  the  following:  size  differenc 
in  the  kidneys  greater  than  1 cm.;  inequalit  ® 
of  the  nephrogram  phase;  inequality  of  appeal  ■ 
ance  time  of  contrast  in  the  collecting  system  •' 
inequality  of  concentration  in  the  collecting  sysT,: 
tern;  delayed  excretion  without  obvious  obli 
struction  on  delay  films.  Using  the  above  cri  - 
teria, the  percentage  of  false  negative  screen 
has  been  reported  as  high  as  31%  overall  b; 
Foster.  Others  have  reported  false  negativi : 
screening  results  from  12  to  43%  and  false' 
positive  screening  errors  up  to  12%. 

The  younger  the  patient  being  screened,  the 
more  likely  the  IVP  is  to  be  in  error  as  a false 
negative. 

The  radioisotope  renogram  using  tagged  hip- 
puran has  been  widely  used  to  detect  differ- 
ences in  function  of  the  two  kidneys.  The  reno- 
gram is  characterized  by  three  phases;  the 
vascular  or  isotope  uptake  phase;  the  function- 
al phase;  and  the  excretory  phase.  The  tech- 
nique, standardization,  and  interpretation  are 
outlined  by  Clark  and  others. 

An  excellent  review  of  the  subject  by  Max- 
well presents  the  collected  data  of  14  authors 
and  reveals  an  error  of  15%  false  negative  and 
19%  false  positive  renogram  results. 

Keane  has  suggested  that  the  error  can  be 
diminished  by  using  a scintillation  camera  sys- 
tem to  produce  a rapid  sequence  radiohippuran 
renal  scan.  The  major  advantage  occurs  in  the 
patient  with  a segmental  ischemic  area  in  one 
kidney  in  which  the  remainder  of  the  kidney 
functioned  normally  and  would  not  be  picked 
up  by  standard  screening  studies. 
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The  factor  of  age  in  screening  hypertensive 

0 ients  for  possible  curable  lesions,  is  impor- 
ta  t for  several  reasons.  Berman,  studying  a 
giup  of  unselected  adult  hypertensive  patients, 
stowed  that  30%  had  positive  arteriographic 
fidings  while  Clazsman,  studying  unselected 
c ldren,  showed  that  70%  had  positive  finding 
c the  renal  arteriogram. 

Once  renovascular  hypertension  is  found  in 
k young  it  is  most  often  due  to  fibromuscular 
t;ease  and  as  such  is  curable  up  to  93%  of 
c^es  as  opposed  to  a much  lower  cure  rate  in 
le  adult  atherosclerotic. 

Multiple  other  developmental  anomalies  may 

1 present  in  children  accounting  for  the  hy- 
| rtension,  such  as  coarctation  of  any  part  of 
le  aorta  above  the  renals,  or  hypoplasia  of 
ay  part  of  the  arterial  tree  including  unilateral 
:nal  artery  hypoplasia.  Wylie  has  reported 
ne  case  of  unilateral  intrarenal  arteriovenous 

alformation  cured  by  nephrectomy.  We  have 
cently  encountered  a patient  with  congenital 
trarenal  aneurysms  bilaterally,  with  severe 
ypertension  and  no  lateralization  of  renin  pro- 
action, therefore,  not  thought  to  be  a surgic- 
Lly  treatable  case. 

Recently  five  cases  of  juxtaglomerular  cell 
imor  (primary  renin  producing  tumor)  have 
een  reported  and  all  have  been  in  the  pedi- 

Itric  age  group  except  one  young  adult.  These 
'ould  be  missed  by  routine  screening,  short  of 
rteriography  and  bilateral  renin  collection 
long  with  the  usual  studies  to  rule  out  primary 
ldosteronism. 

Several  cases  of  Von  Recklinghausen’s  neu- 
.ofibromatosis  have  been  found  to  have  vascu- 
ar  causes  for  their  hypertension.  These  have 
ncluded  unilateral  or  bilateral  renal  artery 
tenosis,  and  coarctation  of  the  abdominal  or 
ower  thoracic  aorta.  The  high  incidence  of 
?heochromocytoma  with  this  disease  is  well 
ippreciated. 

The  high  incidence  of  curable  hypertension 
ollowing  back  or  flank  trauma  resulting  in 
lematuria  has  been  reported  by  Grant  and 
Dominguez.  The  Cleveland  Clinic  group,  re- 
viewed 33  patients  with  this  history  and  found 
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1 3 with  severe  hypertension.  The  etiology  can 
be  subcapsular  hematoma  with  compression 
of  renal  parenchyma,  fibrosis  of  renal  paren- 
chyma or  unilateral  renal  artery,  or  segmental 
artery  thrombosis.  In  this  group  of  patients  the 
treatment  is  more  often  nephrectomy  than  ar- 
terial reconstruction. 

I believe  Doctor  Kotchen  has  reminded  us 
of  an  important  fact,  which  is  true  of  most 
things  in  medicine,  and  that  is  that  there  are  no 
“cookbook”  ways  to  diagnose  renovascular  hy- 
pertension. Nor  is  there  a way  to  predict  with 
certainty  which  cases  of  renovascular  hyperten- 
tion  can  be  cured  by  surgery.  By  using  the 
methods  of  selection  discussed,  I believe  the 
error  can  be  kept  very  small  but,  nevertheless, 
an  error  will  remain.  Knowledge  in  the  field 
has  come  a long  way  since  Goldblatt’s  observa- 
tions in  1934  and  obviously  has  a long  way  to 
go  yet. 

Bert  Sparrow,  M.D.,  F.A.C.S. 
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KEMPAC  Re-Elects  Dr.  Cooper, 
Announces  1973-74  Board 

Carl  Cooper,  Jr.,  M.D.,  Bedford,  was  re-elected 
Chairman  of  the  KEMPAC  Board  of  Directors  for 
the  1973-74  Organizational  year  at  a meeting  of  the 
Board  on  November  8.  Also  re-elected  was  Assistant 
Treasurer,  Bennett  L.  Crowder,  M.D.,  Hopkinsville. 

Elected  as  Vice-Chairman  of  the  KEMPAC  Board 
was  John  E.  Trevey,  M.D.,  Lexington.  Mrs.  Hoyt  D. 
Gardner,  Louisville,  was  named  as  Treasurer  and 
Donald  C.  Barton,  M.D.,  Corbin,  was  elected  KEM- 
PAC Secretary. 

The  following  is  a list  of  the  KEMPAC  Board 
members  for  the  1973-74  Organizational  year: 

First  Congressional  District 
Stephen  Burkhart,  M.D.,  Salem 
Bennett  L.  Crowder,  M.D.,  Hopkinsville 
Second  Congressional  District 

John  S.  Oldham,  M.D.,  Owensboro 
Robert  Robbins,  M.D.,  Elizabethtown 

Third  Congressional  District 

John  H.  Doyle,  M.D.,  Louisville 
Sam  A.  Overstreet,  M.D.,  Louisville 

Fourth  Congressional  District 

Carl  Cooper,  Jr.,  M.D.,  Bedford 
Lee  C.  Hess,  M.D.,  Florence 
Fifth  Congressional  District 
Donald  C.  Barton,  M.D.,  Corbin 
William  O.  Massey,  M.D.,  Burnside 

Sixth  Congressional  District 

Dallas  Hagg,  M.D.,  Frankfort 
John  E.  Trevey,  M.D.,  Lexington 
Seventh  Congressional  District 
Harvey  A.  Page,  M.D.,  Pikeville 
Garner  E.  Robinson,  M.D.,  Ashland 
Members-At-Large 

Mrs.  Hoyt  D.  Gardner,  Louisville 
Mrs.  William  H.  Keller,  Frankfort 
Mrs.  William  N.  Richardson,  Cadiz 
Mrs.  David  B.  Stevens,  Lexington 
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at  the  same  time,  protect  the  people  of  the  Common 


k Ken 


wealth  of  Kentucky  against  any  infringements  of  th 
Medical  Practice  Act,  either  by  licensed  physician*' 
or  unlicensed  individuals. 
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The  Board  met  on  six  occasions  during  the  pa$t 
fiscal  year  and  held  two  special  meetings  with  thi 


Kentucky  Board  of  Nursing  Education  and  Nurs* 


Registration  and  with  the  Executive  Committee  o 
the  Rural  Kentucky  Medical  Scholarship  Fund.  1 
considerable  amount  of  the  Board’s  activity  wa 
spent  drafting  the  supporting  regulations  for  thi 
amended  Medical  Practice  Act. 

For  the  first  time,  a mandatory  annual  registratioi 
was  required  of  all  physicians  practicing  in  the  state 
This  registration  fee  was  put  into  effect  in  order  t< 
generate  funds  to  operate  the  administrative  function 
of  the  Medical  Licensure  Office. 

During  the  year  349  medical  licenses  and  nin< 
osteopathic  licenses  were  issued.  Of  this  total,  17( 
licenses  were  issued  by  means  of  endorsement  fronr 
another  state  licensing  board  and  188  were  issuec 
as  a result  of  passing  the  State  Board  exam.  A total 
of  322  candidates  took  the  examination  given  ir 
December  and  June  of  this  past  year.  In  addition, 
104  limited  licenses  were  renewed;  and  82  temporary 
permits  were  issued. 

This  office  is  now  in  the  process  of  preparing  a 
new  and  improved  State  Medical  Directory.  This 
Directory  will  contain  the  names,  addresses,  and 
specialties  of  all  licensed  and  registered  doctors  of 
medicine  and  osteopathy  residing  in  Kentucky.  In 
addition,  for  the  first  time,  this  publication  will  con- 
tain the  laws  and  regulations  of  the  state  relating 
to  the  practice  of  medicine  as  amended  by  the  1972 
Kentucky  General  Assembly.  Each  physician  in  the 
state  will  receive  a complimentary  copy  of  this  book- 
let. 
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Ky.  Licensure  Board  Submits 
First  Annual  Report 

The  Kentucky  State  Board  of  Medical  Licensure 
was  created  on  September  1,  1972  and  at  that  time 
assumed  all  medical  and  osteopathic  licensure  func- 
tions previously  exercised  by  the  State  Board  of 
Health.  The  Board’s  function  is  to  regulate  the 
medical  and  osteopathic  professions  by  licensing  all 
qualified  doctors  of  medicine  and  osteopathy  and, 


KMA  Membership  Secretary  Dies 

Mrs.  Helen  Y.  Kambach,  secretary  of  the  KMA 
Membership  Department  for  the  last  six  years,  died 
on  November  26  at  the  age  of  58. 

Robert  G.  Cox,  Executive  Director  of  KMA,  ex- 
pressed the  sympathy  of  the  entire  staff  on  Mrs.  I 
Kambach’s  death.  He  further  announced  that  Mrs.  ! 
Mary  Hume,  who  had  been  working  in  the  Member- 
ship Department  on  a temporary  basis  during  Mrs. 
Kambach’s  illness,  will  be  assuming  full-time  duties 
with  the  Association. 
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KMA  To  Co-Sponsor  National 
Conference  on  Mental  Health 

The  AMA-Southeast  Regional  Mental  Health  Con- 
■ence,  April  5-6,  will  be  co-sponsored  by  six  state 
;dical  associations,  including  Kentucky. 

Held  at  the  Marriott  Hotel  in  Atlanta,  the  con- 
•ence  will  deal  with  “Public  and  Private  Mental 
ealth  Care— Quo  Vadis?” 

Commissioner  of  the  Bureau  for  Health  Services 
Kentucky,  Dale  Farabee,  M.D.,  will  participate 
i the  two-day  program,  which  is  acceptable  for 
ght  prescribed  hours  of  credit  by  the  American 
.cademy  of  Family  Practice. 

There  is  a $25  registration  fee  for  the  meeting, 
or  further  information,  contact  the  AMA  Depart- 
ment of  Mental  Health,  535  North  Dearborn  St., 
hicago,  111.  60610. 

— 

In  UfomDriam 


JOHN  W.  ARMSTRONG,  M.D. 

Berea 

1897-1973 

John  Wilbur  Armstrong,  M.D.,  76,  died  on  Novem- 
ber 7.  A 1924  graduate  of  the  University  of  Vermont 
College  of  Medicine,  Doctor  Armstrong  first  came 
to  Berea  College  as  Associate  College  Physician  in 
1926  and  continued  his  work  there  until  his  retire- 
ment in  1967.  He  has  been  an  emeritus  member  of 
both  the  Kentucky  and  American  medical  associa- 
tions since  that  time. 

BERNARD  SCHNEIDER,  M.D. 

Louisville 

1909-1973 

Bernard  Schneider,  M.D.,  died  on  November  18 
at  the  age  of  64.  A 1933  graduate  of  the  University 
of  Louisville  School  of  Medicine,  Doctor  Schneider 
I practiced  obstetrics  and  gynecology.  He  had  also  been 
active  in  the  Boy  Scouts,  having  served  on  local  and 
national  councils  of  that  group.  Doctor  Schneider  be- 
longed to  the  Jefferson  County  Medical  Society,  as 
well  as  the  Kentucky  and  American  medical  associa- 
tions. 


JOHN  T.  O’NEILL  M.D. 

Arlington 

1918-1973 

John  T.  O’Neill,  M.D.,  died  on  November  5 at  the 
age  of  55.  A family  physician,  he  graduated  from 
Creighton  University  School  of  Medicine.  Doctor 
O'Neill  was  a member  of  the  Kentucky  and  American 
medical  associations. 

AMA  House  Hears  Dr.  Roth, 
Awards  Dr.  Bowen 

The  AMA  House  of  Delegates  acted  on  148  items 
of  business  during  the  27th  Clinical  Convention  of 
the  Association  in  Anaheim,  Calif.,  December  1-5.  A 
summary  of  some  of  the  actions  taken  by  the  House 
is  in  The  Journal  feature,  “Delegates  Deliberations” 
on  page  11. 

AMA  President  Russell  B.  Roth,  M.D.,  in  his 
address  to  the  House,  discussed  some  of  the  complex 
issues  surrounding  peer  review  and  quality  medical 
care.  He  said,  “Ultimately,  excellence  of  medical  care 
is  determined  by  the  competence,  the  motivation, 
and  the  integrity  of  the  physician  who  provides  it.” 

Otis  Bowen,  M.D.,  the  Governor  of  Indiana,  was 
awarded  the  first  Dr.  Rodman  E.  Scheen  and  Thomas 
G.  Scheen  Benjamin  Rush  Bicentennial  Award  for 
Citizenship  and  Public  Service.  A complete  report 
of  the  convention  is  printed  in  the  December  10 
issue  of  American  Medical  News. 

Orientation  Program  Dropped 

The  KMA  Orientation  Program  for  new  members, 
which  has  been  held  on  a voluntary  basis  for  the  last 
two  years,  will  be  dropped  from  the  1974  Annual 
Meeting  program,  according  to  a recent  decision  of 
the  KMA  Executive  Committee. 

The  Board  of  Trustees,  in  1972,  approved  changing 
the  program  from  a mandatory  one  to  a voluntary 
program,  and  since  that  time  registration  for  the 
session  has  dropped  considerably  (17  physicians  at- 
tended the  1973  Orientation  Program).  New  members 
of  the  Association  will  continue  to  be  contacted  by 
staff  either  by  mail  or  in  person. 

Necrotizing  Enterocolitis 

(continued  from  page  34) 

References 


CHARLES  E.  HORNADAY,  M.D. 
Owensboro 
1924-1973 

Charles  E.  Hornaday,  M.D.,  died  on  December  14 
at  the  age  of  49.  A 1949  graduate  of  the  University 
of  Georgia  School  of  Medicine,  Doctor  Hornaday  was 
very  active  in  the  field  of  occupational  health.  He 
had  served  on  the  KMA  Committee  on  Occupational 
Health  for  several  years,  having  been  chairman  the 
last  two  years.  Doctor  Hornaday  belonged  to  the 
Daviess  County  Medical  Society  and  the  Kentucky 
and  American  medical  associations. 
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irritations  d 
day  are  ofte 
ted  in  his  gu 


The  causes  of  irritable  colon  and  the  diarr 
symptoms  that  often  accompany  it  can  be  a 
verse  as  the  systemic  and  emotional  irritatj 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  an< 
occurrence  of  diarrheal  episodes  coincident1 
times  of  emotional  stress  may  be  valuable  c 
to  the  functional  nature  of  the  disorder,  irrit 
colon  must  often  be  diagnosed  by  exclus 
Such  diagnostic  exploration  takes  time.  Dis< 
ery  of  the  nature  of  any  emotional  problems! 
take  more.  During  that  time,  Lomotil®  is  an  i 
agent  for  controlling  diarrheal  symptoms. 

Lomotil  tablets  are  small,  easy  to  carry 
easy  to  take.  They  act  promptly  and  effectiv 
Secondary  effects  are  relatively  infrequent  * 
once  the  first  force  of  the  diarrhea  is  control 
maintenance  is  frequently  effective  on  as  li 


as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lorn 
useful  in  controlling  the  diarrhea  associated  v 
gastroenteritis,  antibiotic  therapy  and  ac 
infections. 


TABLETS/LIQUID 


Jich  tablet  and  each  5 ml.  of  liquid  contain: 

' diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

ittes  care  of  the  gut  issue 
irritable  colon 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline ® (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  ’/2  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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State  Senatorial  Districts 


-County  Boundary  Line 
■ District  Boundary  Line 


Ky.  Senate  and  House  Rosters 
Listed  for  1974  Assembly 

In  order  that  you  might  have  a complete  list  of 
the  38  Senators  and  100  Representatives  who  will 
participate  in  the  1974  Kentucky  General  Assembly, 
The  Journal  is  once  again  printing  their  names,  home 
towns,  and  districts,  and  including  maps  to  show 
the  counties  they  will  serve. 

There  are  29  Democratic  Senators  and  9 Republi- 
cans. There  will  be  13  new  members  in  the  1974 
Senate.  The  House  is  composed  of  80  Democrats  and 
20  Republicans.  Thirty-five  Representatives  are  new 
to  the  House. 


KENTUCKY  GENERAL  ASSEMBLY 
1974  Senate  Roster 


Senators 

Carroll  Hubbard,  Jr.  ID),  Mayfield 
Tom  Garrett  ID),  Paducah 
Pat  M.  McCuiston  (D),  Trenton 
William  L.  Sullivan  (D),  Henderson 
Earl  R.  Glenn  (D),  Leitchfield 
Kenneth  O.  Gibson  (D),  Madison- 
vllle 

William  L.  Quinlan  (D),  Louisville 
Delbert  S.  Murphy  ID),  Owens- 
boro 

Walter  A.  Baker  (R),  Glasgow 
Joseph  W.  Prather  (D),  Vine 
Grove 

Donald  L.  Johnson  (R),  Newport 
Joe  Graves  (R),  Lexington 
Michael  R.  Moloney  (D),  Lexing- 
ton 

William  R.  Gentry,  Jr.  ID), 
Bardstown 

Norman  E.  Farris  (R),  Somerset 
Doug  Moseley  (R),  Columbia 
Denver  C.  Knuckles  IR),  Middles- 
boro 

Nelson  Robert  Allen  ID),  Russell 


Home 

District 

County 

1 

Graves 

2 

McCracken 

3 

Christian 

4 

Henderson 

5 

Grayson 

6 

Hopkins 

7 

Jefferson 

8 

Daviess 

9 

Barren 

10 

Hardin 

1 1 

Campbell 

12 

Fayette 

13 

Fayette 

14 

Nelson 

15 

Pulaski 

16 

Adair 

17 

Bell 

18 

Greenup 

19 

Jefferson 

Tom  Mobley  ID),  Louisville 

20 

Franklin 

Tom  Easterly  ID),  Frankfort 

21 

Laurel 

Gene  Huff  (R),  London 

22 

Madison 

John  Faris  Lackey  ID),  Richmond 

23 

Kenton 

August  Sheehan  (D),  Covington 

24 

Kenton 

Clyde  W.  Middleton  (R),  Coving- 
ton 

25 

Johnson 

Roy  R.  Ross  ID),  Louisa 

26 

Henry 

John  M.  Berry,  Jr.  ID),  New 
Castle 

27 

Morgan 

Joe  D.  Stacy  (D),  West  Liberty 

28 

Lee 

Walter  Strong  (D),  Beattyville 

29 

Knott 

John  C.  Cornett  ID),  Hindman 

30 

Woodford 

Thomas  M.  Ward  ID),  Versailles 

31 

Pike 

Kelsey  E.  Friend  (D),  Pikeville 

32 

Warren 

Frank  Miller  (D),  Bowling  Green 

33 

Jefferson 

Georgia  Davis  Powers  (D),  Louis- 
ville 

34 

Jefferson 

Daisy  Thaler  (D),  Louisville 

35 

Jefferson 

Lacey  T.  Smith  ID),  Louisville 

36 

Jefferson 

Eugene  P.  Stuart  (R),  Prospect 

37 

Jefferson 

Danny  Yocom  ID),  Louisville 

38 

Jefferson 

Nicholas  Baker  ID),  Louisville 

1974 

Home 

House  Roster 

District 

County 

Representatives 

1 

Carlisle 

Ralph  E.  Graves  ID),  Bardwell 

2 

Graves 

Lloyd  Clapp  ID),  Wingo 

3 

McCracken 

Fred  H.  Morgan  ID),  Paducah 

4 

Livingston 

George  F.  Harris  ID)  , Salem 

5 

Calloway 

Kenneth  D.  Imes  ID),  Murray 

6 

Marshall 

Richard  H.  Lewis  ID),  Benton 

7 

Union 

Joseph  McBride  ID),  Waverly 

8 

Christian 

W.  Edward  Whitfield  ID),  Hop- 
kinsville 

9 

Christian 

James  E.  Bruce  ID),  Hopkinsville 

10 

Hopkins 

W.  Michael  Troop  ID),  Madison- 
ville 

1 1 

Henderson 

Gross  C.  Lindsay  ID),  Henderson 

12 

Webster 

Joe  Head  ID),  Providence 

13 

Daviess 

Charles  S.  Wible  ID),  Owensboro 

14 

Daviess 

Donald  J.  Blandford  ID),  Philpot 

15 

Muhlenberg 

Billy  R.  Paxton  ID),  Central  City 

16 

Logan 

Lewis  Foster  ID),  Lewisburg 

17 

Butler 

Willard  C.  Allen  (R),  Morgantown 

18 

Meade 

Alec  G.  Stone  ID),  Brandenburg 

44 
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Grayson 

G.  W.  Vincent  ID),  Leitchfieid 

59 

Carroll 

W.  J.  Louden  (D),  Carrollton 

Warren 

Nicholas  Z.  Kafoglis,  M.D.  (D), 

60 

Boone 

William  K.  McBee  (D),  Burlington 

Bowling  Green 

61 

Grant 

Clay  Crupper  (D),  Dry  Ridge 

Warren 

Edward  G.  Brown  ( D ) , Bowling 

62 

Harrison 

John  Swinford  (Dl,  Cynthiana 

Green 

63 

Kenton 

W.  L.  Schmaedecke  (R),  Covington 

Monroe 

Carl  Bowles  ( R ) , Tompkinsville 

64 

Kenton 

Phillip  E.  King  (D),  Covington 

Barren 

Bobby  H.  Richardson  (D),  Glasgow 

65 

Kenton 

John  J.  Isler  (D),  Covington 

Marion 

Sam  B.  Thomas  (D),  Lebanon 

66 

Kenton 

Elmer  Dietz  ID),  Ludlow 

Hardin 

Sam  H.  Watkins  ( D ) , Elizabeth- 

67 

Campbell 

Terry  L.  Mann  (D),  Newport 

town 

68 

Campbell 

William  Donnermeyer  ID),  Belle- 

Hardin 

Virgil  L.  Pearman  (D),  Radcliffe 

vue 

Jefferson 

Archie  N.  Romines,  Sr.  (D),  Valley 

69 

Campbell 

Arthur  L.  Schmidt  (R),  Cold  Spring 

Station 

70 

Mason 

Mitchel  B.  Denham,  M.D.  (D), 

Jefferson 

James  R.  Dunn  (D),  Louisville 

Maysville 

Jefferson 

Al  Bennett  (D),  Louisville 

71 

Morgan 

Woodford  F.  May  (D),  Woodsbend 

Jefferson 

Thomas  J.  Burch  (D),  Louisville 

72 

Bourbon 

Brooks  Hinkle  (Dl,  Paris 

Jefferson 

Mark  D.  O’Brien  (D),  Louisville 

73 

Clark 

Glenn  White  ID),  Winchester 

Jefferson 

E.  Bruce  Blythe,  Jr.  (R),  Louisville 

74 

Bath 

Adrian  Arnold  (D),  Mt.  Sterling 

Jefferson 

Bob  Benson  ID),  Louisville 

75 

Fayette 

William  G.  Kenton  (D),  Lexington 

Jefferson 

David  K.  Karem  ID),  Louisville 

76 

Fayette 

Steven  L.  Beshear  (D),  Lexington 

Jefferson 

Carl  A.  Nett  (D),  Louisville 

77 

Fayette 

David  L.  VanHorn  (D),  Lexington 

Jefferson 

Frank  X.  Quickert,  Jr.  (D),  Louis- 

78 

Fayette 

Larry  J.  Hopkins  (R),  Lexington 

ville 

79 

Fayette 

Don  W.  Stephens  (D),  Lexington 

Jefferson 

M.  Jerry  Kleier  (D),  Louisville 

80 

Lincoln 

Wm.  Harold  DeMarcus  ID),  Stan- 

Jefferson 

Richard  Chandler  ID),  Louisville 

ford 

Jefferson 

Lawrence  Ray  Maynard  ID),  Louis- 

81 

Madison 

Dwight  Wells  (D),  Richmond 

ville 

82 

Whitley 

Clifford  M.  Sharpe  (R),  Williams- 

Jefferson 

George  R.  Siemens  (D),  Louisville 

burg 

Jefferson 

Mae  Street  Kidd  (D),  Louisville 

83 

Pulaski 

Leonard  R.  Hislope  (R),  Somerset 

Jefferson 

Charlotte  S.  McGill  (D),  Louisville 

84 

Estill 

Sam  Brewer,  Jr.  (R),  Irvine 

Jefferson 

Norbert  Blume  ID),  Louisville 

85 

Laurel 

Albert  Robinson  (R),  Pittsburg 

Jefferson 

James  B.  Yates  (D),  Louisville 

86 

Knox 

James  H.  White,  Jr.  ID),  Bar- 

Jefferson 

Dottie  Priddy  ID),  Louisville 

bourville 

Jefferson 

Robert  F.  Hughes  ID),  Louisville 

87 

Bell 

George  E.  Stewart  (D),  Pineville 

Jefferson 

Edward  L.  Holloway  (R),  Middle- 

88 

Harlan 

Glenn  R.  Freeman  (D),  Cumber- 

town 

land 

Jefferson 

Louis  R.  Guenther,  Jr.  (R),  Louis- 

89 

Breathitt 

John  Raymond  Turner  ID),  Jack- 

ville 

son 

Bullitt 

Thomas  B.  Givhan  (D),  Shepherds- 

90 

Leslie 

Clay  Gay  (R),  Hyden 

ville 

91 

Letcher 

Hoover  Dawahare  (D),  Whitesburg 

Nelson 

John  Hurst  ID),  Bloomfield 

92 

Knott 

Sidney  Adams  (D),  Littcarr 

Taylor 

Herman  W.  Ratliff  (R),  Campbells- 

93 

Pike' 

N.  Clayton  Little  (D),  Hartley 

ville 

94 

Pike 

William  Lee  Roberts  (D),  Pikeville 

Casey 

Raymond  Overstreet  (R),  Liberty 

95 

Floyd 

W.  J.  Reynolds  (D),  Allen 

Wayne 

Randolph  Smith  (R),  Monticello 

96 

Carter 

James  A.  Davis  (R),  Grayson 

Boyle 

Joe  Clarke  ID),  Danville 

97 

Martin 

L.  T.  Hardin  (R) , Inez 

Mercer 

Forest  Sale  (D),  Harrodsburg 

98 

Greenup 

W.  Terry  McBrayer  ID),  Greenup 

Woodfo  rd 

Victor  Hellard,  Jr.  ID),  Versailles 

99 

Elliott 

Ray  O.  Brown  (D),  Sandy  Hook 

Franklin 

C.  M.  Hancock  ID),  Frankfort 

100 

Boyd 

Charles  R.  Holbrook,  III  (R),  Ash- 

Henry 

David  G.  Mason  ID),  Eminence 

land 
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What’s  on  you 
patient’s  face..' 

may  be  more  important  than  ) 
his  chief  complaint 


Patient  ET.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  ET.*  seen  on 
6/12/67, seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 


e lesions  on  his  face 
solar/actinic— 
called "senile”  keratoses... 
i they  may  be  premalignant. 


p,  actinic  or  senile  keratoses 

sions  may  be  called  by  several  names,  but  they 
can  be  identified  by  the  following  characteris- 
typieal  lesion  is  flat  or  slightly  elevated,  of  a 
h or  reddish  color,  papular,  dry,  rough,  adherent 
rply  defined.  They  commonly  occur  as  multiple 
chiefly  on  the  exposed  portions  of  the  skin. 

ience  of  therapy— 
tivity  of  response 

veral  days  of  therapy  with  Efudex®  (fluorouracil), 
aa  may  begin  to  appear  in  the  area  of  the  lesions; 
ction  usually  reaches  its  height  of  unsightliness 
comfort  within  two  weeks,  declining  after  dis- 
lation  of  therapy.  This  reaction  occurs  in  affected 
iince  the  response  is  so  predictable,  lesions  that 
respond  should  be  biopsied. 

iptable  results 

ent  with  Efudex  provides  highly  favorable  cos- 
csults.  Incidence  of  scarring  is  low.  This  is  par- 
y important  with  multiple  facial  lesions.  Efudex 
be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro 
longed  exposure  to  ultraviolet  rays.  Safe  use  in  pregnane; 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesion- 
failing  to  respond  or  recurring  should  be  biopsied. 
Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

IIow  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymcthyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methy. 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 


iis  patient’s  lesions  were  resolved  with 

Efudex' 

luorouracil/Roche 

5%cream/solution...a  Roche  exclusive 


EYES  RIGHT! 

. . .to  SOUTHERN  OPTICAL 


LOUISVILLE 


ST.  MATTHEWS 
NEW  ALBANY 
BOWLING  GREEN 
OWENSBORO 


Southern  Optical  Bldg.  — 640  S.  4th 
Contact  Lenses  — 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
Medix  Bldg.  — Adj.  S.S.  Mary  & Elizabeth  Hosp. 
313  Wallace  Center  and  108  McArthur  Drive 
Professional  Arts  Bldg.,  1919  State  Street 
524  East  Main  Street 
Doctors  Bldg.,  1001  Center  Street 


5oufJww, 
¥ Optical 


CHARGE  ACCOUNTS 

INVITED 
BankAmericard 
Master  Charge 


The  Rx  that  says 
“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease,  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms:  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression:  use  with  alcohol  or  other  CNS  depressants, 
because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  "hangover'' 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg 
t i d.  or  q.i.d  For  hypnosis,  50  mg.  to  100  mg.  Available  as:  Tablets,  15  mg  , 30  mg.,  50  mg,,  100  mg.:  Elixir,  30  mg.  per 
5 cc.  (alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital) 1 15  mg..  30  mg  , 50  mg..  100  mg 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 
begins  to  work  within  30  minutes. . .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a 'roller-coaster”  nor  a ‘ hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that’s  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

‘Based  on  surveys  of  average  daily  prescription  costs 


BllliiSflllLuM 

(SODIUM  BUTABARBITAL) 


(McNEIL) 


McNeil  Laboratories,  Inc  , Fort  Washington.  Pa.  19034 


Basics  in  the  treatment  of  urinary  tract  infection 

Short-term  therapy  is  no  shortcut 


Enter  any  op 
and  find  wa 
of  maze.  Or 
■ one  entranc 
you  there. 


In  the  insidious,  common  and  often  stubborn  urinary 
tract  infections,  duration  of  therapy  is  not  standardized. 
Because  renal  damage  in  many  patients  is  believed  to  re- 
sult from  repeated  urinary  tract  infections  in  childhood, 
one  pediatrician  has  stated  that  a rational  approach  to 
treatment  includes  more  than  a perfunctory  prescription 
of  an  antibacterial  agent.1 

The  first  48  hours  and  after. . . 

To  ensure  adequate  therapy,  one  expert2  proceeds  as 
follows:  an  initial  culture  and  one  after  48  hours.  If  the  an- 
tibacterial used  has  been  effective,  the  urine  will  be  clear 
of  pathogens  after  24  to  48  hours.  However,  urine  should 
be  recultured  and  any  persistence  of  original  pathogens  in- 
dicates that  another  drug  be  used.  On  the  other  hand,  if 
urine  is  found  to  be  sterile,  the  same  drug  is  continued  for 
two  weeks.  Then  urine  is  recultured  starting  a week  after 
the  last  drug  dose,  and  cultures  are  continued  monthly  for 
three  months,  then  every  three  months  for  a year,  and  fi- 
nally, every  four  months  for  several  years.2 

Another  authority3  notes  that  initial  short-term  ther- 
apy without  careful  follow-up  can  lead  to  trouble,  as  re- 
flected by  the  high  relapse  rate.  He  treats  an  initial  urinary 
tract  infection  with  a sulfa  drug  after  taking  a urine  culture. 
If  Escherichia  coli  is  found  — and  it  is  in  70  to  80  per  cent  of 
cases  — he  continues  full  dosage  for  21  days.  Five  to  10 
days  after  cessation  of  therapy,  he  recultures  and  takes  a 
colony  count.  If  urine  is  sterile,  he  recultures  at  three  and 
six  months. 


Measurement  of  success 

For  success  in  the  treatment  of  urinary  trac  ;; 
the  urine  must  be  kept  free  of  bacteria  for  prolon 
ods  until  the  focus  of  infection  in  the  tissue  has  b : 
cated.3  This  may  take  months  or  years  when  the  ; 
is  chronic  or  persistent.  Criteria  for  successful  th 
a drug  are  regarded  as  absence  of  symptoms  anc 
of  pyuria  and  bacteriuria.3  One  authority  defines 
bacteriuria  as  a count  of  at  least  100,000/  ml  of  t 
organism  in  two  consecutive  clean-voided  urine  s . 

The  nature  of  the  infection  and  the  len 
of  therapy 

Long-term  follow-up  is  essential,  a clinician 
treats  recurrent  infections  for  one  to  two  years  pc 
Persistent,  symptomless  bacteriuria  usually  calk 
logic  procedures  to  find  the  site  of  infection,  bee; 
underlying  abnormality  predisposing  to  urinary  ti 
tion  must  be  detected  and  corrected— otherwise 
futile.5  Upper  urinary  tract  infection  generally  re< 
longer  therapy  than  infection  of  the  lower  urinary 

In  acute,  simple,  first  infections  of  a symptc 
type,  the  pathogens  are  nearly  always  E.  coli  or  Pi 
mirabilis.5 

References:  1.  Normand,  I.  C.  S.:  Practitioner,  204: 91,  19 
E.  H.:  Hosp.  Med.,  4:73,  1968.  3.  Lampe,  W.  T.  II:  J.  Am.  t 
Soc.,  16: 798,  1968.  4.  Petersdorf,  R.  G.,  and  Turck,  M.:  G 
130,  1965.  5.  Benner,  E.  J.:  Med.  Times,  98: (2)  95,  1970.1 


The  case  for  Gantanol  (sulfamethoxazole) 


sceptible  organisms  most  often 

d 

nol®  (sulfamethoxazole)  is  effective  against 
sceptible  strains  of  E.  coli  and  Proteus  mirabilis 
Klebsiella- Aerobacter,  Staphylococcus  aureus 
equently,  Proteus  vulgaris—  pathogens  apt  to  be 
e mixed  bacterial  flora  of  recurrent  and  chronic 
i/or  pyelonephritis. 

intibacterial  blood/urine  levels 

the  initial  2-Gm  adult  dose,  therapeutic 
e levels  are  usually  reached  in  from  2 to  3 
i maintained  with  either  of  the  two  dosage 
lantanol  — tablets  or  suspension.  And,  Gantanol 
ge  means  up  to  12  hours  of  antibacterial 
iviating  the  patient’s  having  to  disturb  his  sleep 
dication.  More  severe  infections  may  require 
?e. 

ctive  in  certain  nonobstructed 
and  recurrent  urinary  tract  infections 

obstructed  chronic  and  recurrent  cystitis  or 
ritis  develops  more  commonly  in  the  elderly  and 
I,  and  response  to  Gantanol  (sulfamethoxazole) 
ghly  satisfactory.  The  usual  precautions  in 
de  therapy  should  be  observed,  including 
ice  of  adequate  fluid  intake,  frequent  c.b.c.’s 
ft  yses  with  microscopic  examination. 


Make  the  therapy  suit  the  infecuon 

In  most  urinary  tract  infections  the  b.i.d.  schedule 
will  usually  suffice,  but  therapy  must  be  maintained  long 
enough  to  ensure  eradication  of  pathogens.  Mounting 
evidence  in  current  medical  literature  suggests  a minimum 
of  14  days  of  continuous  therapy.*  Adequate  treatment 
for  a sufficient  time  may  also  help  prevent  possible  kidney 
damage.  Gantanol  is  generally  well  tolerated  with  relative 
freedom  from  complications.  The  most  common  side 
effects  include  nausea,  vomiting  and  diarrhea.  Prescribe 
Gantanol  tablets  or  the  pleasant-tasting  suspension. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.  J. 


In  nonobstructed  cystitis 
due  to  susceptible  organisms 

Gantanol  b.i.d. 

(sulfamethoxazole) 
Basic  Therapy 

Roche  Laboratories 

Rfllnr  > Division  ot  Hoftmann-La  Roche  Inc 
IIUUIIL.  / Nutley,  NJ  07110 


Please  see  following  page  for  summary  of  product  information. 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Acute,  recurrent  or 
chronic  nonobstructed  urinary  tract  infec- 
tions (primarily  pyelonephritis,  pyelitis 
and  cystitis)  due  to  susceptible  orga- 
nisms. Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacte- 
riologic  and  clinical  response;  add  amino- 
benzoic  acid  to  follow-up  culture  media. 
The  increasing  frequency  of  resistant 
organisms  limits  the  usefulness  of  anti- 
bacterials including  sulfonamides,  espe- 
cially in  chronic  or  recurrent  urinary 
tract  infections.  Measure  sulfonamide 
blood  levels  as  variations  may  occur; 

20  mg/ 100  ml  should  be  maximum  total 
level. 

Contraindications:  Sulfonamide 
hypersensitivity;  pregnancy  at  term  and 
during  nursing  period;  infants  less  than 
two  months  of  age. 

Warnings:  Safety  during  pregnancy 
has  not  been  established.  Sulfonamides 
should  not  be  used  for  group  A beta- 
hemolytic  streptococcal  infections  and 
will  not  eradicate  or  prevent  sequelae 
(rheumatic  fever,  glomerulonephritis)  of 
such  infections.  Deaths  from  hypersensi- 
tivity reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias  have 
been  reported  and  early  clinical  signs 
(sore  throat,  fever,  pallor,  purpura  or 


jaundice)  may  indicate  serious  blood 
disorders.  Frequent  CBC  and  urinalysis 
with  microscopic  examination  are  recom- 
mended during  sulfonamide  therapy. 
Insufficient  data  on  children  under  six 
with  chronic  renal  disease. 

Precautions:  Use  cautiously  in 
patients  with  impaired  renal  or  hepatic 
function,  severe  allergy,  bronchial 
asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in 
whom  dose-related  hemolysis  may  occur. 
Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscra- 
sias (agranulocytosis,  aplastic  anemia, 
thrombocytopenia,  leukopenia,  hemo- 
lytic anemia,  purpura,  hypoprothrombi- 
nemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin 
eruptions,  epidermal  necrolysis,  urti- 
caria, serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis); 
gastrointestinal  reactions  (nausea,  eme- 
sis, abdominal  pains,  hepatitis,  diarrhea, 
anorexia,  pancreatitis  and  stomatitis); 
CNS  reactions  (headache,  peripheral 
neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo 
and  insomnia);  miscellaneous  reactions 
(drug  fever,  chills,  toxic  nephrosis  with 


oliguria  and  anuria,  periarterial* 
and  L.E.  phenomenon).  Duet  lete Pr 
chemical  similarities  with  soi 
gens,  diuretics  (acetazolamicpIW1 
and  oral  hypoglycemic  agent 
mides  have  caused  rare  insta 
goiter  production,  diuresis  arj  dut,J 
cemia  as  well  as  thyroid  malij 


rats  following  long-term  admii  Hi 
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Cross-sensitivity  with  these  aj 
exist. 

Dosage:  Systemic  sulfoi 
contraindicated  in  infants  un 
months  of  age  (except  adjure 
pyrimethamine  in  congenital 
mosis). 

Usual  adult  dosage:  2 G it# 
teasp.)  initially,  then  1 Gm  b..  ; -: 
depending  on  severity  of  infer  X 

Usual  child's  dosage:  0.1  ' 
or  teasp.)/ 20  lbs  of  body  wei(  ' 
then  0.25  Gm/ 20  lbs  b.i.d.  M 
dose  should  not  exceed  75  mj se 
hrs. 

Supplied:  Tablets,  0.5  G 
methoxazole;  Suspension,  0.J  ;; 
methoxazole/  teaspoonful. 
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In  nonobstructed  cystitis  due  to  susceptible  organisms 

Gdritdliol  (sulfamethoxazole)  B.I.D. 
Basic  Therapy 


lefore  prescribing,  please  consult 
i ete  product  information,  a summary 
rl:h  follows: 

idications:  Relief  of  anxiety  and 
£i  occurring  alone  or  accompanying 
cjis  disease  states. 

ontraindications:  Patients  with  known 
e.ensitivity  to  the  drug. 

I/arnings:  Caution  patients  about 
lie  combined  effects  with  alcohol  and 
DNS  depressants.  As  with  all 
cting  drugs,  caution  patients 
;t  hazardous  occupations  requiring 
ete  mental  alertness  (e.g.,  oper- 

?nachinery,  driving).  Though  physi- 
d psychological  dependence  have 

I been  reported  on  recommended 
use  caution  in  administering  to 
ion-prone  individuals  or  those  who 
increase  dosage;  withdrawal  symp- 
including convulsions),  following 
itinuation  of  the  drug  and  similar 
;e  seen  with  barbiturates,  have  been 

I ted.  Use  of  any  drug  in  pregnancy, 
ion,  or  in  women  of  childbearing 
jquires  that  its  potential  benefits 
\ighed  against  its  possible  hazards, 
’recautions:  In  the  elderly  and  de- 
t ed,  and  in  children  over  six,  limit  to 
jest  effective  dosage  (initially  10 
; • less  per  day)  to  preclude  ataxia  or 
edation,  increasing  gradually  as 
3d  and  tolerated.  Not  recommended 
Idren  under  six.  Though  generally 
•commended,  if  combination  therapy 
3ther  psychotropics  seems  indicated, 
ully  consider  individual  pharmaco- 
» effects,  particularly  in  use  of  poten- 
il  g drugs  such  as  MAO  inhibitors 
iDhenothiazines.  Observe  usual  precau- 
l in  presence  of  impaired  renal 
1 patic  function.  Paradoxical  reac- 
i.  (e.g.,  excitement,  stimulation  and 
[3  rage)  have  been  reported  in  psychi- 
r patients  and  hyperactive  aggressive 
I ren.  Employ  usual  precautions  in  treat- 
•t  of  anxiety  states  with  evidence  of 
ending  depression;  suicidal  tendencies 
be  present  and  protective  measures 
ssary.  Variable  effects  on  blood 
ulation  have  been  reported  very  rarely 
itients  receiving  the  drug  and  oral 
:oagulants;  causal  relationship  has 
>een  established  clinically. 

Adverse  Reactions:  Drowsiness, 
a and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral-Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  1000.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

IVVlf  up  to  100  mg  daily  in 
LIUI  lUI  I I severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  physi 
patient  rapport  and,  on  occasion  ! 
making  it  easier  for  the  patient  tc 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

<S>  Librium  10-ma  capsule: 1 

(chlordiazepoxide  HCI) 


The  Journal  of  The 


KENTUCKY 


Medical  Association 


Viral  Hepatitis  Presenting  with  Urticaria 

Nirmal  S.  Mann,  M.D.,  Raymond  P.  Cloutier,  M.D.,  Warlito  A.  Bautista,  M.D. 
and  Timothy  J.  Flanigan,  M.D. 

Rheumatic  Fever  Presenting  as  an  Acute  Abdomen 

Christopher  J.  Harrison,  M.D. 

The  Psychological  Trauma  of  Sex  or  Lack  (hereof 

Nancy  A.  Roeske,  M.D. 


Early  Warning  Signs  of  Coronary  Heart  Attack 
Focus  on  PSRO,  pages  61,  63,  89,  91 


OLUME  72 
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This  psychoneuroti 

often  respond 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows : 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
.symptoms  or  agitation  ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


1~ 

medication  ; abrupt  withdrawal  )f 
be  associated  with  temporary  in  1 
crease  in  frequency  and/or  seve  j 
of  seizures.  Advise  against  simu  | 
taneous  ingestion  of  alcohol  and! 
other  CNS  depressants.  Withdra 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  disco 
tinuance  (convulsions,  tremor,  a 
dominal  and  muscle  cramps,  vom 
and  sweating).  Keep  addiction-p  i 
individuals  under  careful  surve 
lance  because  of  their  predispos 
to  habituation  and  dependence, 
pregnancy,  lactation  or  women  c \ 
childbearing  age,  weigh  potential'  ; 
benefit  against  possible  hazard.  , 


hen  you  determine  that  the 
^ ressive  symptoms  are  associated 
h or  secondary  to  predominant 
riety  in  the  psychoneurotic 
*jent,  consider  Valium  (diazepam) 
ddition  to  reassurance  and 
inseling,  for  the  psychotherapeutic 
iport  it  provides.  As  anxiety  is 
Jeved,  the  depressive  symptoms 
1 rable  to  it  are  also  often  relieved 
•fieduced. 

|:he  beneficial  effect  of  Valium  is 
j ally  pronounced  and  rapid, 
nrovement  generally  becomes 
dent  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s . 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


/mptom  complex 

* Valium  (diazepam) 


: cautions:  If  combined  with 
I ychotropics  or  anticonvul- 
onsider  carefully  pharma- 
1 f agents  employed ; drugs 
iphenothiazines,  narcotics, 
(rates,  MAO  inhibitors  and 
itidepressants  may  poten- 
action.  Usual  precautions 
d in  patients  severely  de- 
!,  or  with  latent  depression, 
Isuicidal  tendencies.  Observe 
•ecautions  in  impaired  renal 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported;  should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium  2-mg,  5-mg,  io-mg  tablets 


(diazepam) 


When  their  worst  subject  is  acnc 


many  things  may  help: 
patient  education,  antibiotics, 
diet,  cleaner  skin  and  the 

Clearasil  formula 

sulfur,  resorcinol,  bentonite 

Basic  peeling/drying  formulation— plus 
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Clearasil:  therapeutically  sound  combinations 
of  professionally  recommended  ingredients 
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MESSAGE 
FROM  THE 
PRESIDENT 


The  Repeal  of  PSRO 


The  official  position  of  KMA  on  PSRO  seems  to  have  become  encumbered 
in  recent  weeks  with  the  interpretations  of  individuals  and  their  associates  that 
their  interpretation  is  the  only  feasible,  understanding  one  to  have.  We  have 
had  the  very  dubious  honor  of  having  outside  organizations  and  groups  interpret 
for  us  our  own  position,  and  they  have  been  overly  generous  in  assisting  us  in  the 
dissemination  of  that  information,  however  erroneous  their  statements  may  be. 

Therefore,  at  the  risk  of  being  repetitious,  I shall  once  again  refer  to  the  PSRO 
resolution  as  passed  by  the  KMA  House  of  Delegates. 


1.  Resolve,  that  the  House  of  Delegates  support  the  concept  of  a single  statewide  PSRO 
for  Kentucky  as  indicated  in  the  KFMC  implementation  plan  and  confirm  the  position  taken 
by  the  KMA  Board  of  Trustees  in  this  regard.  2.  Resolve,  that  the  KFMC  may  enter  into  a 
provisional,  contractual  agreement  to  serve  PSRO  purposes  if  no  substantial  changes  are 
made  in  the  plan  submitted  by  the  Kentucky  Foundation  for  Medical  Care  to  HEW. 
3.  Resolve,  that  if  major  changes  occur,  the  new  plan  be  approved  by  the  House  of  Delegates 
at  a regular  or,  if  necessary,  a special  called  meeting.  4.  Resolve,  that  this  House  of  Delegates, 
as  individual  physicians  and  through  its  Public  Relations  Committee  and  the  Committee  on 
Legislative  Activities  of  KMA,  work  to  inform  the  public  and  legislators  as  to  the  potential 
deleterious  effects  of  this  law  on  the  quality,  confidentiality,  and  cost  of  medical  care. 
5.  Resolve,  that  this  House  of  Delegates  request  and  petition  the  Kentucky  Congressional 
delegation  and  every  member  of  both  Houses  of  U.S.  Congress  and  the  Kentucky  Legislature 
to  work  for  the  repeal  of  PSRO  and  a copy  of  this  resolution  be  forwarded  to  these  legis- 
lative bodies.  6.  Resolve,  that  this  House  of  Delegates  instruct  its  delegates  to  the  AMA 
to  introduce  a similar  resolution  in  that  House. 

In  spite  of  suggestions  and  requests  on  the  part  of  a few  to  ignore  portions 
of  this  resolution  and  implement  others,  I can  assure  you  that  we  have  every 
intent  of  following  the  directions  of  the  House  of  Delegates  to  the  letter;  and  so 
far  as  I am  concerned,  only  the  House  of  Delegates  is  privileged  to  make  any 
changes.  Contrary  to  the  vocal  (and  quite  frequently  erroneous)  charges  of  a 
few,  the  resolve  dealing  with  the  repeal  of  PSRO  has  already  been  implemented. 
Letters  and  a copy  of  the  PSRO  resolution  have  been  sent  to  all  100  U.S.  Senators, 
all  435  U.S.  Congressmen,  all  38  state  Senators,  and  all  100  state  Representatives 
informing  them  of  our  position.  In  addition,  personal  contacts  have  been  made 
and  we  shall  continue  to  make  use  of  these  opportunities. 

Likewise,  we  shall  proceed  to  implement  the  total  resolution,  although  this 
phase  will  quite  obviously  require  more  time  and  careful  approach. 

I am  of  the  belief  that  efforts  of  any  kind  are  always  more  productive  if  ap- 
proached with  reason,  accuracy,  honesty,  and  united  effort.  I must  say  that  it  is 
both  disappointing  and  unfortunate  that  a few  individual  members  seem  pre- 
occupied with  forcing  their  personal  views,  making  incorrect  statements,  and 
sometimes  making  malicious  charges  against  the  Kentucky  Foundation  for  Medi- 
cal Care,  AMA,  and  KMA.  Such  actions  and  inaccuracies,  in  my  opinion,  have 
more  “potential  deleterious  effects”  than  PSRO  itself. 

FRED  C.  RAINEY,  M.D. 


MATERNAL  MORTALITY 


From  the  Files  of  the  KMA  Maternal 


Mortality  Study  Committee 

— Edited  by  John  W.  Greene,  Jr.,  M.D. 


THIS  42-year-old,  married,  white,  gravida 
9,  para  5,  Ab.  3,  was  seen  in  the  emer- 
gency room,  quite  pale,  January  17, 
1972.  Her  family  stated  she  refused  medical 
attention.  She  had  three  incomplete  abortions 
at  the  hospital  in  the  past,  1955,  1962,  and 
1963.  All  required  a D&C. 

She  expired  before  a blood  count  or  IV  fluids 
could  be  started.  Permission  for  a limited 
autopsy  was  obtained. 

There  was  extreme  pallor  of  the  skin  of  the 
entire  body  and  no  evidence  of  trauma.  The 
abdomen  appeared  moderately  distended  with 
a large,  firm  mass  occupying  the  lower  half  of 
the  abdomen.  There  was  evidence  of  blood 
coming  from  the  vagina. 

The  abdominal  examination  revealed  the 
uterus  enlarged  with  no  evidence  of  rupture. 
The  placenta  was  found  partially  still  attached 
to  the  uterine  wall  when  the  uterus  was  opened. 
It  was  described  as  “adherent  at  an  area  about 
two  inches  in  diameter  in  the  fundus.  This 
could  be  released  with  difficulty.”  There  was 
nothing  to  suggest  a placenta  acreta.  The 
umbilical  cord  was  absent  except  for  a very 
short  stump  appearing  centrally  on  the  fetal 
side  of  the  placenta.  Several  large  blood  clots 
were  stripped  from  the  uterine  side  of  the 
placenta.  There  was  not  evidence  of  free  blood 
in  the  abdominal  cavity.  The  uterus  was  com- 
parable in  size  with  a seven  month  gestation, 
the  fetus  and  umbilical  cord  was  absent. 

The  cause  of  death  was  uterine  pregnancy 


delivered  with  postpartum  hemorrhage.  Re- 
tained placenta. 
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Comments 

The  Committee  classified  this  as  a direct 
obstetrical  death  by  the  fact  that  the  patient 
did  not  report  for  care  at  a time  for  which 
she  could  have  properly  been  treated. 

Once  again,  it  is  emphasized  that  family 
planning  and  conception  control  would  have 
prevented  this  maternal  death  in  this  multi- 
gravida patient.  It  is  again  to  be  emphasized 
that  death  from  postpartum  hemorrhage  is 
practically  entirely  preventable.  In  the  classic 
paper  by  Beecham  in  the  American  Journal  oj 
Obstetrics  and  Gynecology,  Vol.  53,  pg.  442, 
1947,  it  was  shown  that  adequate  care  can 
prevent  death  from  postpartum  hemorrhage. 
In  the  conclusion  of  their  paper,  it  was  noted 
that  the  factors  in  most  cases  were:  1)  care- 
lessness in  management,  2)  inadequate  pre- 
natal care,  and  3)  inadequate  care  during  labor 
or  operation  and  failure  to  recognize  the 
hemorrhage.  In  this  situation,  it  was  certainly 
a failure  of  the  patient  to  report  for  care  at  a 
proper  time.  It  is  also  a pertinent  fact  in  the 
classic  paper  of  Beecham  that  the  average  time 
between  delivery  and  death  from  postpartum 
hemorrhage  was  five  and  a half  hours.  There- 
fore, there  was  ample  time  for  adequate  treat- 
ment. As  they  say  in  their  paper,  all  too  often 
continuous  “seepage  and  oozing”  of  blood 
from  the  vagina  went  unnoticed  by  attendants. 
The  proper  diagnosis  only  being  made  when 
the  patient  went  into  shock. 
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KENTUCKY  FOUNDATION  FOR  MEDICAL  CARE 

The  Status  of  PSRO 


EVERYONE  should  be  aware  of  events 
that  have  occurred  concerning  PSRO  with- 
in the  past  few  months  and  since  the  KMA 
Annual  Meeting,  so  this  “update”  is  provided 
or  general  information. 

The  Final  Resolution  passed  by  the  KMA 
louse  of  Delegates  called  essentially  for  four 
ictions:  that  the  KFMC  enter  into  contractual 
igreements  with  the  Department  of  Health, 
Education  and  Welfare  to  operate  a single 
tatewide  PSRO  based  on  the  submitted  Foun- 
lation  plan;  that  the  KMA,  through  its  com- 
nittees  and  individual  members,  seek  to  inform 
he  public  of  the  potential  deleterious  effects  of 
he  law;  that  all  state  and  U.S.  legislators  be 
equested  to  work  for  repeal  of  PSRO;  and 
hat  a similar  resolution  be  introduced  to  the 
\MA  House  of  Delegates. 

The  resolution  and  letters  were  sent  soon 
after  the  KMA  Annual  Meeting  to  all  U.S. 
Congressmen  and  state  legislators.  A similar 
resolution  was  introduced  in  the  AMA  House 
of  Delegates. 

At  the  AMA  Clinical  Convention  held  in 
Anaheim,  December  2-3,  1973,  final  PSRO 
actions  adopted  fell  closely  in  line  with  the  con- 
tent of  the  resolution  passed  by  the  KMA 
House.  After  record  discussion,  an  amended 
report  by  the  AMA  Board  of  Trustees  and 
Council  on  Medical  Service  jointly,  was  ac- 
cepted which  made  note  of  four  basic  princi- 
ples: 1)  that  the  medical  profession  remains 
committed  to  professionally  directed  peer  re- 
view, 2)  that  medical  society  peer  review  pro- 
grams of  proven  effectiveness  should  not  be 
dismantled  by  PSRO,  3)  that  local  hospital 
medical  staffs  and  medical  societies  work  to- 
gether to  make  peer  review  stronger  and  re- 
sistant to  intrusion  by  outside  parties,  and  4) 
that  the  AMA  House  of  Delegates,  through 
the  AMA  Board,  the  AMA  Council  on  Legisla- 


tion, and  as  individual  members  work  to  inform 
the  public  of  the  deleterious  effects  of  the  law 
on  the  cost,  quality  and  confidentiality  of  care. 

The  House  felt  that  PSRO  repeal  would  be 
in  the  best  interest  of  the  public  and  that  body, 
along  with  the  Board  of  Trustees  and  the  Coun- 
cil on  Legislation  felt  that  modification,  amend- 
ment and  close  interpretation  of  rules  should 
be  sought. 

Both  the  AMA  and  KMA  House  of  Dele- 
gates voted  for  repeal  in  the  best  interest  of 
patient  care. 

Historically,  we  in  Kentucky  have  voluntarily 
demonstrated  our  commitment  to  peer  review 
while  being  opposed  to  mandated  bureaucratic 
review  by  federal  regulation.  However,  we  must 
recognize  that  if,  or  until,  such  time  as  repeal 
is  effected,  we  must  keep  working.  We  must 
insure,  not  only  in  the  interest  of  the  profession, 
but  most  importantly,  in  the  interest  of  the 
patients  we  serve,  that  the  administration  for 
implementation  of  PSRO  be  under  the  control 
and  supervision  of  professionals  who  best  know 
and  understand  medical  care. 

Although  we  are  being  forced  literally  to  go 
in  two  directions  at  once,  that  route  specifically 
dictated  for  the  Foundation  must  be  pursued  in 
a timely  manner.  On  December  20,  1973,  the 
Federal  Register  announced  that  Kentucky, 
along  with  30  other  states  and  U.S.  Territories 
would  be  single  PSRO  areas.  Contracts  with 
qualifying  organizations  will  be  made,  there- 
fore, in  the  very  near  future.  To  our  knowledge, 
the  KFMC  is  perhaps  the  only  qualified  group 
in  the  state.  Certainly  it  is  the  only  group  that 
has  the  recognized  support  of  most  allied  health 
organizations  in  the  Commonwealth.  If  and 
when  the  Foundation  is  announced  as  the  agen- 
cy that  will  organize  the  PSRO,  we  must  then 
make  a binding  contract.  If  not,  then  non- 
physician supervision  of  PSRO  is  assured  re- 
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gardless  of  the  state  of  any  repeal  or  amend- 
ment moves. 

The  Foundation  is  no  more  in  favor  of 
PSRO  than  its  most  ardent  opposers  but  has 
been  charged  with  effecting  organization  of 
required  review.  We  only  ask  that  the  KMA 
membership  recognize  our  dilemma  and  sup- 
port our  activities.  If  the  law  is  amended,  we 
can  merely  redirect  those  activities.  If  the  law 
is  repealed,  we  have  fortunately  only  wasted 
our  time.  If  the  law  stands  and  we  are  not 
prepared,  we  have  wasted  an  important  op- 
portunity to  promote  good  patient  care. 

David  A.  Hull,  M.D. 

President 


February  Is  Heart  Month 

Support  the  1974  Heart  Fund 
campaign  conducted 
by  your 

Heart  Association 

See  Special  Article,  this  issue 


At  Your  Service  in 
The  Bluegrass 
State 


In  the  state*  that  got  its 
nickname  from  the  dusty-blue 
blossoms  of  the  grass 
around  Lexington  . . . 


1VI 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY  MO  64137 


is  represented  by 


Larry  Farmer 


Jon  Swanson 


These  men  bring  you  ...  i 


Larry  Plumlee 


For  more  information  on  the  history  of  your 
state,  write  Professional  Services. 

Marion  Laboratories,  Inc. 


John  McKinney 


Bill  Nicol 
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A Bit  of  History 

Long  before  Luke  P.  Blackburn  (1816-1887)  was  sworn  in  as  Kentucky’s  28th  governor, 
he  took  another  oath — the  Hippocratic. 

As  Kentucky’s  first  and  only  physician-governor.  Doctor  Blackburn  had  a reputation  for 
bravery  and  dedication.  After  graduation  from  Transylvania  College  in  1834,  he  worked 
single-handedly  in  eradicating  a cholera  epidemic  in  Versailles  and  the  grateful  citizens 
promptly  elected  him  to  the  State  Legislature. 

Medicine,  however,  remained  as  Doctor  Blackburn’s  major  interest,  so  he  moved  to 
Natchez,  where  he  imposed  quarantines  for  yellow  fever — then  a relatively  unknown  method 
that  drew  criticism  from  many.  He  was  awarded  later  for  this  daring  move  which  saved 
countless  lives.  He  served  as  a surgeon  in  the  Civil  War  and  was  called  on  often  to  help 
yellow  fever  victims  all  over  the  country. 

Doctor  Blackburn  returned  to  Kentucky  and  was  elected  governor  in  1878.  Because  of 
his  concern  for  the  health  of  prisoners  in  the  State,  construction  of  a new  facility  at 
Eddvville  was  authorized  to  replace  the  crowded  and  unsanitary  penitentiary  in  Frankfort. 


5 comfort 
pur  prescription 
nicotinic  acid 
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During  the  month  of  December,  1973,  approximately  10%  of  all  Blue  Shield  claims  filed  were 
returned  to  physicians’  offices  because  of  incomplete  information.  This  amounted  to  over  4,000 
claims.  Also,  over  4,000  additional  claims  were  rejected  because  they  were  filed  for  services  not 
covered  by  the  members’  Certificates  of  Membership. 


Q- 

A. 


What  information  is  most  frequently  omitted  from  or  reported  incorrectly  on  the  Blue  Shield 
Claim  form? 

Items  most  frequently  causing  claims  to  be  returned  to  physicians’  offices  are  listed  below,  along 
with  their  corresponding  item  numbers  on  the  Blue  Shield  claim  form: 

1.  Incorrect  certificate  number.  ( Item  I) 

2.  Date  of  service  not  included.  (Item  17) 

3.  Patient’s  age  not  included.  (Item  4) 
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4.  Information  regarding  surgeon’s  name  and  date  of  surgery.  (Item  29) 


5.  Size  and  location  of  lesion  not  given.  (Item  25) 

It  is  the  goal  of  Blue  Shield  of  Kentucky  to  give  the  best  possible  service  to  physicians  and 
members.  Claims  returned  to  your  offices  for  completion  or  correction  of  information  affect 
Blue  Shield’s  efficiency  by  slowing  payment  and  increasing  the  cost  of  claims  processing.  If 
your  office  provides  complete  and  accurate  information,  it  helps  us  provide  better  service  to 
you  and  our  members. 
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What  non-covered  services  are  most  frequently  filed  to  Blue  Shield  of  Kentucky? 

Over  600,000  members  have  various  levels  of  coverage  for  outpatient  diagnostic  x-ray  and/or 
laboratory  services.  Also,  many  members  have  coverage  for  outpatient  medical  (non-surgical) 
treatment,  or  first  aid;  however,  claims  are  frequently  filed  for  these  specific  services  when 
members  do  not  have  coverage. 
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How  can  physicians  identify  members  not  having  coverage  for  these  services? 

Blue  Shield  members  with  Blue  Shield  Coverage  Codes  (15  04),  (15  10),  (42  60),  and  (44  60) 
do  not  have  coverage  for  non-accident  outpatient  x-rays,  outpatient  diagnostic  laboratory  serv- 
ices, and  medical  (non-surgical)  treatment,  or  first  aid.  Please  do  not  submit  claims  for  these 
services  when  the  member  has  one  of  the  coverage  codes  listed  above. 
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What  can  be  done  when  the  Blue  Shield  member  insists  a claim  be  filed  even  though  the 
physician’s  office  knows  the  service  rendered  is  not  covered? 
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A.  Under  this  circumstance,  we  realize  the  only  thing  that  will  satisfy  the  member  is  a rejection 
notice  from  Blue  Shield  of  Kentucky.  However,  please  keep  in  mind  that  it  costs  the  same  to  I 
process  a claim  for  a non-covered  service  as  it  does  to  process  one  for  a covered  service.  With  I 
this  in  mind,  we  certainly  appreciate  the  assistance  of  you  and  your  staff  in  reducing  the  num- 
ber of  unnecessary  claims. 

Should  you  have  any  questions  regarding  this  information,  or  other  subjects  related  to  Blue  Shield  of  j 
Kentucky,  Professional  Relations  Representatives  are  available  to  assist  and  will  visit  your  office  upon  j 
request.  Please  contact  the  Blue  Cross  and  Blue  Shield  office  nearest  you. 
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PLM  TO  ATTEND 

Twentieth  Annual  Symposium 
on  Cardiovascular  Diseases 
March  20  and  21, 1974 


17  9& 


SCHOOL  OF 
MEDICINE-1833 


STOUFFER’S  LOUISVILLE  INN  — LOUISVILLE,  KENTUCKY 


Wednesday,  March  20,  1974 
9:00  a.m. 

The  Changing  Role  of  the  Electrocardiograph  in  Myocardial 
lfarction  and  Coronary  Artery  Disease" 

,EO  G.  HORAN,  M.D.,  Professor  and  Chairman, 
)epartment  of  Medicine,  University  of  Louisville 
ichool  of  Medicine 

Stress  Testing  in  Coronary  Artery  Disease" 

AMUEL  FOX,  III,  M.D.,  Professor  of  Medicine, 
'he  George  Washington  University  Medical  Center, 
Vashington,  D.C. 

The  Electrocardiogram" 

IARVEY  FEIGENBAUM,  M.D..  Professor  of  Medi- 
ine,  Director,  Hemodynamic  Laboratory,  Indiana 
Jniversity  of  Medicine,  Indianapolis 

‘Radioactive-Tracers  in  Cardiovascular  Disease" 

JENRY  N.  WAGNER,  JR.,  M.D.,  Professor  of 
vledicine  and  Radiology  and  Head,  Divisions  of  Nu- 
clear Medicine  and  Radiation  Health,  The  Johns 
iopkins  Medical  Institutions,  Baltimore 

'Genesis  of  and  Approach  to  Common  and  Uncommon 
ypes  of  Brady  Arrythmias  in  Acute  Myocardial  Infarction” 

iVANCY  C.  FLOWERS,  M.D.,  Professor  of  Medi- 
:ine,  Chief,  Section  of  Cardiology,  University  of 
^ouisville  School  of  Medicine 

‘Auscultatory  Findings  in  Coronary  Heart  Disease” 

|ROBERT  J.  ADOLPH,  M.D.,  Director  of  Cardiac 
Research  Laboratory,  Professor  of  Medicine,  Uni- 
versity of  Cincinnati  School  of  Medicine,  Cincinnati 
i General  Hospital 

‘Pericard'al  Disorders  Complicating  the  Diagnosis  and 
Management  of  Coronary  Artery  Disease  and  Myocardial 
Infarction” 

RALPH  SHABETAI,  M.D.,  Professor  of  Medicine, 
Director,  Hemodynamic  Laboratories,  University  of 
Kentucky  College  of  Medicine 

°ANEL  DISCUSSION 

RAJ. PH  M.  DENHAM,  M.D.,  Moderator 


Thursday,  March  21,  1974 
8:30  - 9:30  a.m. 

“GRAND  ROUNDS” — 

Rankin  Amphitheater,  General  Hospital 

“Non-lnvasive  Diagnostic  Techniques  in  Cardiology” 

ERNEST  CRAIGE,  M.D.,  and  HARVEY  FEIGEN- 
BAUM, M.D.,  Conducting 

10  a.m. 

Stouffer’s  Louisville  Inn 

“Surgical  Treatment  of  Coronary  Artery  Disease,  1974  — 
An  Overview" 

W.  DUDLEY  JOHNSON,  M.D.,  Medical  College  of 
Wisconsin,  Chief  of  Thoracic  Surgery,  St.  Luke  Hos- 
pital, Milwaukee 

“Non-lnvasive  Graphic  Studies  in  Coronary  Artery  Disease" 

ERNEST  CRAIGE,  M.D.,  Henry  A.  Foscue  Distin- 
guished Professor  of  Cardiology,  School  of  Medicine, 
University  of  North  Carolina,  Chapel  Hill 

THE  BERNARD  D.  ROSENBLUM  MEMORIAL  LECTURE 

“Exercise  in  Rehabilitation  and  Treatment  of  Coronary 
Artery  Disease  and  Myocardial  Infarction” 

SAMUEL  FOX,  III,  M.D. 

“Psychological  Complications  of  Rehabilitation  from  Coron- 
ary Artery  Disease” 

THOMAS  P.  HACKETT,  M.D.,  Chief,  Psychiatric 
Consultation  Service,  Massachusetts  General  Hospital, 
Boston 

PANEL  DISCUSSION 

ROBERT  R.  GOODIN,  M.D.,  Moderator 


Sponsored  by 

THE  HEART  ASSOCIATION  OF  LOUISVILLE  AND  JEFFERSON  COUNTY,  INC. 
THE  JEFFERSON  COUNTY,  KENTUCKY  ACADEMY  OF  FAMILY  PHYSICIANS 
THE  UNIVERSITY  OF  LOUISVILLE  SCHOOL  OF  MEDICINE 
THE  COUNCIL  ON  CLINICAL  CARDIOLOGY,  AMERICAN  HEART  ASSOCIATION 
Robert  S.  Tillett,  M.D.,  Chairman 


This  program  is  acceptable  for  11  prescribed  hours  by  the  American  Academy  of 
Family  Physicians  . . . REGISTRATION  FREE 
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POSTGRADUATE  OPPORTUNITIES 


IN  KENTUCKY 

FEBRUARY 

20  “Transfusion  Practices”,  Ellis  A.  Fuller,  M.D., 
Jewish  Hospital  Medical  Lecture  Series,  6:30 
p.m.,  Louisville 

21  Annual  Educational  Seminar  and  Paul  A. 
Keeney  Memorial  Lecture,  sponsored  by  SS. 
Mary  and  Elizabeth  Hospital,  2-5  p.m.,  Ra- 
mada  Inn,  Watterson  Expressway,  Louisville 

MARCH 

11  ‘The  Killers”  series  on  “Cancer:  The  Cell 
That  Won’t  Die,”  KET  television  stations, 
8 p.m.,  EST 

14-16  “Current  Concepts  in  Obstetrics  and  Gyne- 
cology”*, University  of  Kentucky  Medical 
Center;  Registration:  $125;  Lexington 

20-21  Symposium  on  Cardiovascular  Diseases,  Heart 
Association  of  Louisville  and  Jefferson  Coun- 
ty, Stouffer’s  Inn,  Louisville 

26-27  Colposcopy  Seminar*,  University  of  Kentucky 
Medical  Center;  Registration:  $200;  Lexington 

APRIL 

4 Annual  Spring  Conference,  “Recent  Advances 
in  the  Management  of  Pulmonary  Diseases,” 
Lexington  Clinic  and  Lexington  Clinic  Foun- 
dation, Lexington. 

5 “A  Current  Evaluation  of  an  Old  Problem; 
Diabetes  Mellitus”*,  University  of  Kentucky 
Medical  Center;  Registration:  $15;  Lexington 


1-3 


5-6 


IN  SURROUNDING  STATES 


MARCH 


25-28  Spring  Meeting,  American  College  of  Sur  | 
geons,  Houston 


APRIL 


AMA  Third  National  Congress  on  the  Quality| 
of  Life,  Marriott  Motor  Hotel,  Chicago. 


AMA-Southeast  Regional  Mental  Health  Con- 
ference, Marriott  Hotel,  Atlanta. 


22-25  Spring  Session,  American  Academy  of  Pedi * 
atrics,  Bal  Harbour,  Fla. 


29-May  2 Clinical  Meeting,  American  College  ot 
Obstetricians  and  Gynecologists,  Las  Vegas 


SCHEDULE  OF  UPCOMING  PROGRAMS  ON 
NETWORK  FOR  CONTINUING 
MEDICAL  EDUCATION 

(For  listing  of  stations,  see  October  issue,  page  676 


February  1 1 -February  24 

PAUL  D.  WHITE:  CARDIOLOGY  IN  MY  TIME 
The  late  Dr.  Paul  D.  White  describes  the  developmeni 
of  cardiology  as  a specialty.  This  special  program  was 
first  introduced  during  the  American  College  of 
Cardiology  annual  meeting  in  1968  and  is  offeree 
again  on  the  anniversary  of  that  meeting. 

THE  DISTRESSED  NEWBORN:  THE  FIRST  3( 


MINUTES,  Peter  A.  M.  Auld,  M.D.,  Director,  Neo 
natal  Intensive  Care  Unit,  and  Professor  of  Pediatrics 
New  York  Hospital,  Cornell  Medical  Center,  Nev 
York. 


in 

leir 


MAY 

1-3  Symposium  on  Bone  and  Joint  Radiology*, 
University  of  Kentucky  Medical  Center,  Lex- 
ington 

9 Postgraduate  Symposium  on  Rheumatic  Dis- 
eases (10th  Annual),  Health  Sciences  Center, 
University  of  Louisville  School  of  Medicine, 
Louisville 

27-31  “Practical  Therapeutics  in  Internal  Medi- 
cine”*, University  of  Kentucky  Medical  Cen- 
ter, Co-sponsored  by  American  College  of 
Physicians,  Lexington 

30-31  Emergency  Health  Care  Seminar,  Ramada 
Inn/Bluegrass  Convention  Center,  Louisville 


February  25-March  10 

TREATMENT  OF  PULMONARY  EMBOLISM 


William  Hall,  M.D.,  Assistant  Professor  of  Medicine 
University  of  Rochester  School  of  Medicine,  Roches 
ter,  N.Y. 


str 


THE  FIVE-MINUTE  JOINT  EXAM,  John  J.  Cala 
bro,  M.D.,  Professor  of  Medicine,  University  o ::: 
Massachusetts  Medical  School. 

DETECTING  OPEN  ANGLE  GLAUCOMA,  Jeronu 
N.  Goldman,  Assistant  Clinical  Professor  of  Ophthal 
mology,  Howard  University  Medical  School,  Wash  ill 
ington,  D.C. 


Don’t  Forget  


*For  further  information  contact  Ronald  D.  Hamil- 
ton, M.D.,  Director,  Continuing  Education,  College 
of  Medicine,  University  of  Kentucky,  Lexington  40506 


KM  A Annual  Meeting 
September  24-26  — Louisville 
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Muscles 
and  joints 


/<  it  hurts,  Empirin 
I d with  Codeine  usually 
» the  symptomatic 
« ded. 


Headache 


ll  associated  respiratory 
t,  Empirin  Compound 
laine  provides  an 
{ve  bonus  in  addition  to 
nain  and  bodily 
>rt. 


i cribing  convenience: 

io  5 refills  in  6 months, 
f iscretion  (unless 
Id  by  state  law);  by 
i e order  in  many  states. 

i Compound  with 
' No.  3,  codeine 
I te*  32.4  mg.  (gr.  V2); 

1 deine  phosphate* 

'.  (gr.  1)  *Warning-may 
(-forming.  Each  tablet 
: tains:  aspirin  gr.  3V2, 

' tin  gr.  2V2,  caffeine 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEN  FLU  HITS  AND 


EMPIRIN 

COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


General 

LEASING 

Doctor!  This  is  Your  Own  Plan 
ENDORSED  BY  THE 

Kentucky  Medical 
Association 


for  the  leasing  of 

cars  — all  makes  & models, 

Medical,  Surgical  & Laboratory 
Equipment 

and  Office  Furnishings. 

13  YEARS  EXPERIENCE 
IN  THIS  FIELD 

General  Leasing 

CORPORATION 

121  Bauer  Ave.  St.  Matthews 

(502)  896-0383 
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PRESCRIBING  INFORMATION 
Antiminlh  (pyrantel  pamoate)  Ors; 
Suspension 

Actions.  Antiminth  (pyrantel  pam< 
ate)  has  demonstrated  anthelmint 
activity  against  Enterobius  vermici 
laris  (pinworm)  and  Ascaris  lumbr 
coides  (roundworm).  The  anthelmir 
tic  action  is  probably  due  to  th 
neuromuscular  blocking  property  o 
the  drug. 

Antiminth  is  partially  absorbe 
after  an  oral  dose.  Plasma  levels  o| 
unchanged  drug  are  low.  Peak  level 
(0.05-0. 1 3/xg/ ml.)  are  reached  in  1- 
hours.  Quantities  greater  than  50‘ 
of  administered  drug  are  excreted  i 
feces  as  the  unchanged  form,  wherea 
only  7%  or  less  of  the  dose  is  foun 
in  urine  as  the  unchanged  form  o 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  o 
ascariasis  (roundworm  infection)  air 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  R< 
production  studies  have  been  pei 
formed  in  animals  and  there  was  n 
evidence  of  propensity  for  harm  t 
the  fetus.  The  relevance  to  the  hifr 
man  is  not  known. 

There  is  no  experience  in  prej 
nant  women  who  have  received  thi 
drug. 

Precautions.  Minor  transient  elevs 
tions  of  SGOT  have  occurred  in 
small  percentage  of  patients.  Then 
fore,  this  drug  should  be  used  witl  I! 
caution  in  patients  with  pre-existin 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre 
quently  encountered  adverse  reac 
tions  are  related  to  the  gastrointe* 
tinal  system. 

Gastrointestinal  and  hepatic  reac 
tions:  anorexia,  nausea,  vomiting 
gastralgia,  abdominal  cramps,  dial 
rhea  and  tenesmus,  transient  eleva 
tion  of  SGOT. 

CNS  reactions:  headache,  dizzi 
ness,  drowsiness,  and  insomnia.  Skii 
reactions:  rashes. 

Dosage  and  Administration.  Chil 

dren  and  Adults:  Antiminth  Ora 
Suspension  (50  mg.  of  pyrantel  base, 
ml.)  should  be  administered  in 
single  dose  of  1 1 mg.  of  pyrantel  basil 
per  kg.  of  body  weight  (or  5 mg./  lb.) 
maximum  total  dose  1 gram.  Thi 
corresponds  to  a simplified  dosag' 
regimen  of  1 cc.  of  Antiminth  per  II 
lb.  of  body  weight.  (One  teaspoonfu 
= 5 cc.) 

Antiminth  (pyrantel  pamoate 
Oral  Suspension  may  be  adminis 
tered  without  regard  to  ingestion  o 
food  or  time  of  day;  and  purging  if 
not  necessary  prior  to,  during,  o 


I, 


I 


S 


after  therapy.  It  may  be  taken  witllji 
milk  or  fruit  juices.  Because  of  lim Hf ( 


ited  data  on  repeated  doses,  no  rec 
ommendations  can  be  made. 

How  Supplied.  Antiminth  is  avail 
able  as  a pleasant  tasting  caramel 
flavored  suspension  which  contain 
the  equivalent  of  50  mg.  pyrante 
base  per  ml.,  supplied  in  60  cc.  bot 
ties. 

ROeRIG<0> 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs—  max- 
imum dose,  4 tsp=20  cc.) 
offers  highly  effective  control 
of  both  pinworms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
m clinical  studies*  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  ingestion... 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescnption  can 
economically  treat  the  entire 
family. 

ROeRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


Inworms,  roundworms  controlled 
ith  a single,  non-staining  dose  of 

ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ ml. 


le  at  Roerig. 


ORAL.  SUSPENSION 


Please  see  prescribing  information  on  facing  page. 


Keflex 

cephalexin  monohydrate 


makes 

sense 


"Equivalent  to  cephalexin. 


Oral  Suspension 

250  mg. *75  ml. 
100-ml.  size 


125  mg.*/5  ml 
60  and  100-ml. 


sizes 


Pediatric  Drops 


100  mg.* /ml. 
10-ml.  size 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  * Indianapolis,  Indiana  46206 
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Viral  Hepatitis  Presenting  with  Urticaria 

Nirmal  S.  Mann,  M.D.*,  Raymond  P.  Cloutier,  M.D.**, 
Warlito  A.  Bautista,  M.D.**  and  Timothy  J.  Flanigan,  M.D.*** 

Louisville,  Kentucky 


( case  of  viral  hepatitis  presenting  with 
rticaria  is  reported.  Urticaria,  poly-ar- 
britis,  and  serum  sickness  type  of  illness 
an  occur - in  the  prodromal  period  of 
iral  hepatitis;  pertinent  literature  is  re- 
viewed. 

Case  Report 

A 21 -year-old  white  male  (/.S.)  was  ad- 
litted  to  the  Louisville  Veterans  Hospital  on 
une  14,  1973,  because  of  jaundice,  weakness, 
nd  easy  fatigability.  About  two  weeks  before 
dmission  he  had  a dental  extraction  and  re- 
eived  local  anesthesia  (xylocaine).  Two  days 
iter  he  developed  generalized  urticaria  and 
eveloped  pains  in  the  joints  and  muscles;  the 
Dints  were  not  swollen  or  tender.  He  was  given 
ral  steroids  by  a physician  and  his  symptoms 
nproved.  But  one  week  later  he  developed 
norexia,  with  marked  loss  of  taste  for  ciga- 
ettes,  felt  weak,  and  developed  muscle  and 
oint  pains;  he  noticed  his  urine  had  become 
lark-colored.  Patient  had  had  dental  work 
lone  twice  before,  under  local  anesthesia,  with- 
>ut  any  problems.  During  the  past  year,  four 
)f  his  friends  had  developed  hepatitis;  two  of 
hem  were  known  to  be  using  parenteral  drugs, 
rhe  patient  denied  having  used  any  medica- 
ions  on  his  own,  denied  sore  throat  or  fever. 

* Assistant  Professor  of  Medicine,  **  Residents  in 

Medicine,  *** Intern  in  Medicine,  Department  of 
Medicine,  Section  of  Gastroenterology,  University  of 
Louisville  School  of  Medicine  and  V.A.  Hospital, 
Louisville 
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On  examination  he  was  fully  conscious  and  in 
no  acute  distress.  Sclera  were  icteric,  a few 
posterior  cervical  lymph  nodes  were  palpable 
and  non-tender.  Liver  was  palpable  3 cm  below 
the  right  costal  margin  with  a total  span  of 
12.5  cm,  smooth  and  tender;  spleen  was  not 
palpable.  There  were  areas  of  pigmentation 
on  the  back,  trunk,  and  arms  which  were  the 
sites  of  previous  urticarial  lesions.  The  joints 
were  normal.  A tourniquet  test  provoked 
macular  lesions  but  no  itching  or  urticaria  de- 
veloped. Urinalysis,  chest  x-ray,  and  ECG  were 
normal  as  were  BUN  and  electrolytes. 

Hgb  was  15.0;  Hematocrit  45.7.  Total  white 
count  11,000,  polys  66:  lymphos  12;  monos 
13;  eosinophils  2;  no  atypical  lymphocytes 
were  seen.  Platelets  were  normal.  Total  protein 
was  6.5  with  albumin  of  3.5.  Total  bilirubin 
8.5;  direct  8.2;  alk.  phosphatase  12.4  (normal 
2. 5-4.5);  SGOT  1140  (normal  8-38);  SGPT 
950  (Normal  3-30).  Protime  12.3/15.7. 
Monospot  test  was  negative,  on  repeat  testing 
it  was  weakly  positive.  Rheumatoid  factor  was 
negative.  Antinuclear  antibody  and  L.E.  tests 
were  negative.  Febrile  agglutinins  were  nega- 
tive. Hepatitis  associated  antigen  (Australia 
antigen)  was  positive  in  a titer  of  1:256.  A 
liver  biopsy  was  performed  with  a Menghini 
needle.  The  portal  areas  were  markedly  in- 
filtrated with  inflammatory  cells  which  were  a 
mixture  of  polymorphonuclears  and  monocytes; 
there  was  some  Kupfer  cell  hyperplasia,  intra- 
hepatic  cholestasis,  hepatocellular  necrosis  with 
ballooning  of  the  hepatocytes.  (Figures  1 and 
2) 

During  his  hospital  course,  the  patient’s 
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clinical  condition  improved,  his  appetite  re- 
turned; the  liver  returned  to  normal  size  and 
became  non  tender;  his  icterus  disappeared. 
The  liver  function  tests  gradually  improved  and 
the  patient  was  discharged  three  weeks  after 
admission. 


Discussion 

Although  the  association  of  urticaria,  fever 
and  arthritis  was  described  in  the  last  cen- 
tury1, this  syndrome  has  only  recently  been 
emphasized.  In  viral  hepatitis,  the  incidence 
of  skin  lesions  is  about  five  per  cent  and  most 
of  them  are  of  the  urticarial  type;  the  skin 
lesions  most  frequently  occur  in  the  preicteric 
phase2  4 but  also  have  been  described  in  the 
icteric  phase.  Blotchy  erythema,  purpura  and  a 
scarlatiniform  rash5  have  also  been  described 
in  association  with  viral  hepatitis.  The  mech- 
anism of  production  of  urticaria  is  not  def- 
initely known  but  the  liver  seems  to  play  an 
important  role  as  urticaria  has  been  reported 
in  association  with  infectious  mononucleosis 
with  liver  involvement.6'7  It  is  possible  that 
an  antigen  is  released  from  the  liver  and  the 
antigen-antibody  complex  in  the  presence  of 
complement  gets  absorbed  on  the  mast  cells 
with  the  release  of  histamine  and  production 
of  urticaria.7 


-Mann,  Cloutier,  Bautista  and  Flanigan 
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Acute  polyarthritis,  resembling  rheumatoid  f 
arthritis  and  a serum  sickness  like  syndrome 
has  been  described  in  association  with  viral 
hepatitis.8  9 The  observation  that  joint  and  pi 
skin  manifestations  closely  correlated  with  high  It 
titer  of  hepatitis-associated  antigen  and  de- 
pressed levels  of  complement,  suggest  that  this  icas 
syndrome  may  be  caused  by  circulating  im-  o! 
mune  complexes.9  In  the  present  case  Aus-  sisi 
tralia  antigen  was  positive  in  high  titer.  Ilea 

The  occurrence  of  urticaria  and/or  poly-  | 
arthritis  should  alert  the  physician  to  the  pos-  I 
sibility  of  underlying  viral  hepatitis  and  appro-  , 
priate  studies  should  be  instituted  in  such  ; 
cases.  In  some  cases,  localized  urticaria  can  be  j 
induced  distal  to  the  application  of  a tourni- 
quet.8 In  the  present  case,  application  of  a j 
tourniquet  did  not  cause  urticaria,  but  produced  j 
macular  skin  lesions.  Icterus  can  get  localized  • 
early  in  the  urticarial  lesions  even  in  the 
preicteric  phase10  and  this  “yellow-hive”  sign  j 
may  be  diagnostically  helpful. 
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Rheumatic  Fever  Presenting 
as  an  Acute  Abdomen 

Christopher  J.  Harrison,  M.D. 
Bardstown,  Kentucky 


Two  case  histories  of  rheumatic  fever  are 
reported,  the  first  presenting  with  non- 
specific symptoms  at  first  and  then  later 
as  an  acute  abdomen,  and  the  second  pre- 
senting as  a possible  acute  abdomen. 

TEXTS  and  articles  on  rheumatic  fever 
and  its  presentation  often  list  abdominal 
pain  or  acute  abdomen  as  unusual  pres- 
entations in  up  to  10%  of  cases,  but  give 
little,  if  any,  information  as  to  when  and  how 
they  fit  into  a symptom  complex.  Thus,  these 
. case  histories  are  presented  to  make  the  index 
of  suspicion  higher  when  the  problem  of  per- 
sistent fever  and  migratory  signs  and  symptoms 
leading  to  acute  abdomen  are  present. 

Case  #1:  This  is  an  eight-year-old  female 
presenting  as  an  outpatient  with  headache, 
nausea,  and  epigastric  pain.  Her  fever  was 
103°  oral,  but  the  physical  exam  was  negative 
except  for  posterior  cervical  adenopathy.  She 
was  given  no  medication  and  was  to  be  ob- 
served at  home.  Forty-eight  hours  later,  with 
no  change  in  symptoms  and  the  fever  still 
103°  oral,  an  additional  finding  of  left  lower 
lobe  rales  were  noted.  The  chest  x-ray  revealed 
only  small  lingular  streaky  infiltrate.  The  CBC 
revealed  Hgb  11.6,  Hct  36,  WBC  24,100  with 
differential  65  segs,  4 stabs,  and  31  lymphs. 
The  urinalysis  showed  negative  protein  and 
sugar,  positive  ketones  and  negative  micro- 
scopic. The  patient  was  treated  with  1.2  mil- 
lion procaine  penicillin  I.M.,  followed  with 

400,000  units  oral  penicillin  V q.i.d.  as  well 
as  an  expectorant.  Eighteen  hours  later,  after 
48  hours  of  anorexia  and  no  bowel  movement, 
as  well  as  continued  fever  of  102.4°  oral 
with  prostration,  the  patient  returned.  The 
pharynx  and  lungs  were  clear  with  persistent 
adenopathy,  however,  slight  distention  of  the 
abdomen  with  generalized  tenderness  was 
noted.  There  was  also  guarding  and  rebound 
in  the  RLQ  without  appreciable  bowel  sounds 
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and  no  masses. 

The  patient  was  admitted  to  the  hospital 
with  surgical  consultation.  The  chest  x-ray 
had  cleared  by  this  time.  Hct  was  39,  WBC 

34.000  with  79%  segs,  18%  stabs,  and  3% 
lymphs.  The  urinalysis  revealed  many  crystals, 
1 + albumin  and  acetone,  but  otherwise  nega- 
tive. The  patient  was  thought  to  have  an  acute 
abdomen  and  was  explored  but  found  to  have 
only  enlarged  mesenteric  nodes  with  some 
clear  fluid  in  the  abdominal  cavity.  A culture 
of  the  fluid  was  negative,  but  the  patient  was 
placed  on  500  mg  cephaloridine  I.M.  every 
six  hours  for  five  days.  After  five  days  of 
cephaloridine,  the  abdominal  symptoms  had 
subsided  but  the  fever  persisted  at  102.4°  oral 
with  prostration.  Thus  all  medications  were  dis- 
continued. The  tuberculosis  skin  test  was  nega- 
tive as  were  L.E.  preps  and  febrile  agglutinins. 

Three  days  after  discontinuing  medications, 
the  patient  developed  hot,  painful  joints  in  the 
right  wrist  and  ankle.  A II/VI  systolic  soft 
murmur  in  the  pulmonic  area  and  down  the 
LLSB  was  noted.  WBC  was  30,500  with  75 
segs,  6 stabs,  15  lymphs,  and  4 eos.  The  EKG 
revealed  sinus  tachycardia  and  “some  evidence 
of  right  ventricular  hypertrophy.”  CPK  was 
positive,  ASO  titer  650  todd  units  and  ESR 
47.  The  blood  and  throat  cultures  were  nega- 
tive, but  urine  subcultures  grew  Beta  hemolytic 
streptococci,  greater  than  100,000  colonies. 
The  patient  was  started  on  ASA  ten  grains 
every  six  hours  as  well  as  oral  penicillin  V 

400.000  units  four  times  a day.  Within  24 
hours  the  patient  was  afebrile  and  asympto- 
matic, and  the  murmur  had  disappeared.  WBC 
was  18,100  with  86%  segs  and  14%  lymphs. 
After  10  days  ASA  was  discontinued  and  the 
penicillin  was  decreased  to  prophylactic  doses 
without  return  of  symptoms.  WBC  was  9,400 
with  normal  differential  and  ESR  22.  She  re- 
mains asymptomatic  four  months  later  without 
signs  of  cardiac  involvement  on  penicillin 
prophylaxis. 

Case  #2:  A 12-year-old  male  was  admitted 
from  the  emergency  room  for  generalized  ab- 

75 


Rheumatic  Fever  Presenting  as  an  Acute  Abdomen — Harrison 


dominal  pain  of  one  day’s  duration.  He  waS 
observed  to  rule  out  acute  appendicitis.  His 
parents  and  he  denied  any  URI  or  sore  throats 
in  the  last  month.  Temperature  was  101.4° 
oral,  B.P.  100/70,  P 110  regular,  and  R 20. 
Physical  examination  revealed  cervical  anterior 
and  posterior  adenopathy,  clear  pharynx  and 
chest,  but  generalized  abdominal  tenderness 
with  marked  guarding  in  both  lower  quadrants. 
Rectal  revealed  bilateral  tenderness  not  severe. 
Surgical  consult  was  of  opinion  this  might  be 
an  early  appendicitis.  CBC  showed  Hgb  12.5, 
Hct  40,  WBC  13,000  with  71  seg,  16  stabs, 
and  13  lymphs.  Urine  revealed  only  rare  WBC 
and  trace  albumin.  Patient  was  kept  NPO 
(nothing  by  mouth)  and  given  600,000  units 
procaine  penicillin  I.M.  and  40  mg  meperidrine 
I.M.  for  pain.  He  was  to  be  rehydrated  for  pos- 
sible appendectomy.  However,  after  12  hours, 
patient  was  afebrile  and  asymptomatic,  thus  it 
was  decided  that  this  must  have  been  either 
gastroenteritis  or  mesenteric  adenitis.  Patient 
was  discharged  on  penicillin  V 400,000  units 
q.i.d.  for  five  days  and  clear  liquids  for  48 
hours.  Seven  days  after  discontinuing  the  peni- 
cillin, the  patient  was  seen  as  an  outpatient 
for  similar  symptoms:  T 102.4°  oral,  RLQ 
tenderness,  and  headache.  Physical  examina- 
tion revealed  persistent  anterior  cervical  adeno- 
pathy and  tenderness  without  rebound  or 
guarding  over  RLQ.  He  was  observed  at  home 
this  time.  There  was  no  change  in  symptoms 
24  hours  later,  however,  there  was  a II/VI 
apical  systolic  murmur  heard  at  the  apex  radi- 
ating up  the  LLSB  to  pulmonic  area.  Monospot 
was  negative,  urinalysis  was  negative  to  stick 
and  microscopic.  CBC  showed  8,300  WBC 
with  57  seg,  9 stabs,  and  14  lymphs.  ASO 
titer  was  1,328  todd  units  and  sed  rate  was  41. 

The  patient  was  treated  with  1,200,000  units 
of  benzathine  penicillin  G I.M.  and  10  grains 
aspirin  q.i.d.  The  patient  became  asymptomatic 
in  48  hours.  Two  weeks  later,  the  murmur 
was  coarser;  sed  rate  was  still  40.  Aspirin  was 
discontinued,  but  rest  continued. 

One  month  after  initiating  treatment,  the 
murmur  was  unchanged.  Sed  rate  was  18.  Oral 
penicillin  prophylaxis  was  begun  and  activity 
resumed.  He  continues  to  be  followed  as  an 
outpatient. 

This  is  an  article  concerning  unusual  clinical 
presentations  of  rheumatic  fever.  Case  #l’s 


first  presentation  was  consistent  with  viremia 
but  evolved  into  a picture  of  mild  pneumonitis. 
Then  70  hours  later  the  presentation  was  of 
acute  abdomen  that  was  found  to  be  sterile 
mesenteric  adenitis.  It  was  only  eight  days 
later,  after  72  hours  without  any  medication 
that  the  more  classical  signs  and  symptoms 
of  rheumatic  fever  arose. 

Case  #2  presented  as  a possible  appendicit- 
is but  while  making  the  patient  more  suitable 
for  surgery,  the  patient  became  asymptomatic. 
Thus  mesenteric  adenitis  was  thought  to  be 
the  diagnosis.  Two  weeks  later,  the  patient  pre- 
sented with  almost  identical  complaints  and 
within  the  subsequent  24  hours  developed  a 
murmur. 

It  is  interesting  that  carditis  was  delayed 
and/or  transient  in  both  cases  as  was  joint 
involvement,  while  mesenteric  adenitis  ap- 
peared earlier.  Symptoms  of  rheumatic  fever 
in  both  were  delayed  probably  by  the  use  of 
penicillin.  This  delay  of  symptoms  by  penicillin 
early  in  the  course  of  disease  is  important  to 
note  for  many  physicians  who  find  it  expensive 
and  impractical  to  culture  every  URI,  pharyn- 
gitis, or  bronchitis  that  he  treats  as  an  outpa- 
tient. 

It  could  be  argued  that  the  abdominal  symp- 
toms and  mesenteric  adenitis  were  not  part  of 
the  rheumatic  fever  complex,  but  were  a result 
of  the  initial  streptococcus  infection.  This  pos- 
sibility cannot  be  completely  excluded,  but 
streptococcus  is  not  considered  routinely  as  a 
cause  of  mesenteric  lymphadenitis.  Thus  wheth- 
er the  abdominal  pain  and  adenitis  are  an 
integral  part  of  the  rheumatic  fever  or  merely 
a precursor,  it  is  important  that  physicians  be 
aware  of  this  sequence.  It  would  also  appear 
that  in  lymphadenitis  when  any  penicillin  is 
used  for  therapy  of  the  adenitis  or  concurrent 
infections,  treatment  should  be  the  same  as  if 
it  were  a streptococcal  infection  unless  there  is 
certainty  of  another  agent. 

Physicians  outside  of  large  clinics  or  hospi- 
tals must  weigh  cost  to  the  patient’s  family 
versus  the  necessity  for  the  “complete”  ideal 
workup  in  an  outpatient  situation.  This  article 
is  presented  to  profile  another  masking  presen- 
tation of  rheumatic  fever  to  make  the  index  of 
suspicion  higher  in  atypical  situations  of  ab- 
dominal pain. 
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The  Psychological  Trauma  of 
Sex  or  Lack  Thereoft 


Nancy  A.  Roeske,  M.D.* * 

Indianapolis,  Indiana 


WHENEVER  I am  asked  to  give  a 
speech,  I am  always  interested  in 
knowing  to  whom  I will  be  speaking 
and  at  what  time  of  day.  When  I discovered 
that  I was  speaking  just  before  lunch,  it  re- 
minded me  of  a research  study  on  the  effects 
of  starvation  done  upon  conscientious  objectors 
at  the  University  of  Minnesota  during  World 
War  II.  One  finding  was  that  sexual  fantasies 
were  replaced  by  food  fantasies  in  these  young 
adult  male  subjects.  Germane  to  this  talk  was 
the  fact  that  the  men  had  to  be  starving  before 
they  stopped  thinking  about  sex. 

In  considering  who  you  are  and  what  I 
should  say  to  you,  I wondered  how  many  of 
you  already  think  of  yourselves  as  a consultant 
in  sexual  and  marital  problems.  Clark  Vincent, 
M.D.,  has  pointed  out  that,  whether  or  not  a 
physician  considers  himself  a consultant  in 
sexual  and  marital  problems,  his  patients  will! 
Therefore,  no  matter  whether  the  physician  is 
knowledgeable  and  encourages  his  patients  to 
talk  about  their  problems,  or  the  physician  is 
uncomfortable  and/or  ignorant  and  encourages 
his  patients  to  ignore  the  problems,  the  patient 
has  come  to  the  physician  whom  he  expects  to 
be  an  expert.  Sexual  function  is  not  only 
equated  with  masculinity  and  femininity  in  our 
patients;  it  is  also  equally  important  to  us. 
Thus,  we  must  be  aware  of  our  own  attitudes 
and  feelings  and  how  comfortable  we  are  with 
ourselves.  The  physician  who  treats  his  pa- 
tients’ sexual  and  marital  problems  needs 
periodically,  if  not  continually,  to  examine  and 
make  explicit  to  himself  his  assumptions  about 
the  relative  value,  integrity,  emotionality, 
strength,  sensitivity,  and  intelligence  of  males 
versus  females. 

Some  of  the  questions  we  must  ask  our- 
selves about  our  attitude  are:  can  we  accept 
our  own  bodies  as  good,  healthy,  and  pleasur- 
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able;  can  we  accept  our  own  feelings  of  anger, 
fear,  guilt,  depression,  and  fatigue  or  our  feel- 
ings of  hope,  joy,  and  comfort;  do  we  under- 
stand how  these  feelings  may  influence  our 
sexual  and  marital  relationships.  If  we  cannot 
have  flexible  attitudes  and  feelings,  comfortable 
attitudes  towards  ourselves  and  our  sexual  rela- 
tionships, then  we  should  recognize  this  as  a 
fact  and  refer  our  patients  to  another  physician 
who  does  sexual  and  marital  counseling  or  to 
a marriage  counselor.  In  our  culture  it  is  easy 
for  a physician  to  refer  a patient  to  another 
physician  who  is  an  expert  in  heart  surgery. 
A physician  who  can  do  heart  surgery  versus 
a physician  who  cannot  do  heart  surgery  has 
no  implications  as  to  whether  or  not  the  phy- 
sician is  less  of  a man  or  a woman  which 
may  be  felt  to  be  the  implication  when  the  phy- 
sician makes  a referral  for  sexual  counseling. 
It  is  very  difficult  to  refer  these  patients  be- 
cause such  a referral  is  a seeming  admission 
on  the  physician’s  part  that  he  lacks  expertise 
and  a sense  of  personal  adequacy. 

Yet  you  must  have  more  than  personally 
gratifying  experiences  in  order  to  counsel  pa- 
tients. I expect  that  most  of  you,  like  myself, 
had  few,  if  any  courses  in  sexual  and  marital 
counseling  in  medical  school.  We  have  had  to 
depend  upon  postgraduate  medical  training, 
state  medical  meetings  such  as  this,  or  reading 
articles  and  books.  Since  it  is  impossible  to 
have  you  leave  this  talk  educationally  sophis- 
ticated about  the  etiology  and  treatment  of 
your  patients’  sexual  dilemmas,  I would  recom- 
mend a recently  published  excellent  book  en- 
titled Sexual  and  Marital  Health,  The  Physician 
as  a Consultant,  (McGraw-Hill  Book  Com- 
pany, 1973)  by  Clark  E.  Vincent,  M.D.,  a 
specialist  in  obstetrics  and  gynecology  at  Bow- 
man Gray  Medical  School. 

Having  acknowledged  the  need  for  personal 
ease  and  a pertinent  education,  let  us  look  at  a 
few  of  the  problems  your  patients  bring  to  you 
and  your  response.  Sexual  and  marital  health 
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are  based,  in  part,  on  the  health  of  the  two 
individuals  involved.  The  integration  of  their 
physical  and  psychological  lives  will  be  ap- 
parent in  their  ability  to  love  and  be  loved. 
But  even  two  individuals,  healthy  and  well  in- 
tegrated personally  will  occasionally  experience 
difficulty  in  marital  and  sexual  communication. 
The  physician  who  is  willing  to  serve  as  a 
consultant  will  be  confronted  with  an  almost 
infinite  number  of  highly  specific  questions  as 
well  as  very  vague  queries  about  sex.  As  a 
consultant  the  physician  can  rely  upon  his 
medical  training  in  interview  techniques  and 
knowledge  of  medical  procedures.  His  response 
to  any  of  the  patient’s  questions  will  be  based 
on  at  least  three  considerations:  the  basic  in- 
formation he  has  or  can  obtain  about  the  pa- 
tient and  his  or  her  problems;  the  theories 
which  explain  the  problem  in  anatomical,  phy- 
siological, and  biochemical  terms;  and  the  pa- 
tient's attitude  toward  his  illness  and  distress. 
Thus  the  physician  asks  for  detailed  informa- 
tion about  the  problem;  e.g.,  the  common  fe- 
male complaints  of  coital  pain  and  lack  of 
sexual  response:  what  kind  and  degree  of  pain; 
the  frequency  of  the  pain;  when  is  it  experi- 
enced and  under  what  conditions?  The  most 
common  complaints  of  males  are  premature 
ejaculation  and  impotency.  For  women  and 
men,  it  is  a problem  of  either  too  much  or  too 
little. 

There  has  been  a distinct  change  in  the 
complaints  by  men  and  women  who  seek  help 
from  their  physicians  over  the  past  40  to  50 
years.  In  preparing  for  this  talk,  I asked  my 
mother,  who  practiced  obstetrics  and  gynecol- 
ogy for  almost  50  years,  what  were  the  com- 
plaints of  her  patients  40  years  ago,  and  had 
she  seen  any  change  in  these  complaints  over 
the  years.  She  commented  that  40  or  50  years 
ago  a wife  never  complained  directly  about 
her  husband’s  demands  for  coitus  or  her  lack 
of  gratification.  Instead  she  would  complain 
how  he  was  never  home,  would  not  help  her, 
and  gave  her  little  money.  The  husband  did 
not  complain  either.  He  found  entertainment 
and  relaxation  elsewhere.  Twenty-five  years 
ago  women  complained  that  the  husband  de- 
manded coitus  too  frequently,  and  that  it  was 
a wife’s  duty  to  comply.  Within  the  past  15 
years  women  have  been  stating  more  openly 
that  their  sexual  relationship  was  not  satisfying. 
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Whether  or  not  one  wishes  to  attribute  this 
change  in  attitude  to  women’s  liberation,  the 
fact  is  that  women  are  asking  physicians  to 
help  them  and  their  husbands  to  achieve  a 
significant  change  in  their  marital  relationship. 
They  are  asking  for  this  change  at  a time  when 
men  are  being  asked  to  perform  even  more 
quickly  and  effectively  at  their  jobs.  Thus,  there 
is  all  the  more  reason  for  the  physician  to  be 
a compassionate  expert  and  understand  the 
current  dilemma  for  wives  and  husbands.  The 
dilemma  of  the  wife  is  one  of  irritability,  de- 
pression with  a lack  of  gratification,  and  of  the 
husband,  anxiety  to  the  point  of  impotency  or 
premature  ejaculation  with  the  constant  pres- 
sure for  superior  performance. 

One  of  the  reasons  for  failure  of  some 
women  over  30  years  of  age  to  experience 
sexual  pleasure  with  their  husbands  relates  to 
the  impact  of  traditional  mores  and  the  re- 
sultant physiological  conditioning.  The  male 
often  starts  self-caressing  as  an  adolescent.  His 
purpose  is  to  achieve  orgasm.  His  masturba- 
tion may  be  chided  and  produce  guilt,  but  he 
usually  learns  to  achieve  orgasm.  The  female 
may  have  become  increasingly  stimulated 
sexually  during  adolescence,  often  became  ex- 
cited and  reached  a plateau  stage,  but  she 
probably  has  not  had  frequent  orgasms  prior 
to  marriage  if  she  is  over  30  to  35  years  old. 
Thus,  she  learned,  if  she  was  to  be  a good 
girl,  that  she  should  stop  short  of  orgasm.  She 
has  conditioned  herself  to  get  excited  and  then 
stop,  therefore  setting  up  a pattern  of  excita- 
tion inhibition,  and  frustration.  The  woman 
may  avoid  intercourse  because  it  only  creates 
tension,  irritability,  and  a feeling  of  being  used 
by  the  man. 

Although  women  are  more  willing  to  talk 
about  their  lack  of  sexual  response  and  their 
wish  to  enjoy  sexual  intercourse,  many  still 
need  support  and  encouragement  given  by  the 
direct  questions  of  the  physician.  For  example, 
when  a patient  indicates  she  has  a problem 
which  she  feels  the  physician  cannot  help,  it 
can  be  quite  supportive  if  the  physician’s  next 
question  is  whether  she  enjoys  sexual  inter- 
course. After  a discussion  of  the  woman’s 
feelings,  her  intent  to  discuss  the  problem  with 
her  husband,  or  their  past  discussions  and  their 
inability  to  find  a solution  to  the  problem,  it 
is  essential  that  the  physician  make  an  ap- 
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pointment  to  see  the  patient  and  her  husband  erotically  sensitive  to  her  own  body  and  con- 


together.  Often  such  a joint  interview  with 
husband  and  wife  will  eliminate  the  necessity 

Ifor  several  visits  for  the  wife  alone.  It  is  useful 
for  the  physician  to  call  the  husband  himself 
and  to  answer  any  questions  the  husband  might 
have  about  the  necessity  for  his  being  seen  with 
his  wife.  A husband  may  be  embarrassed, 
angry,  or  disgusted  with  his  wife’s  attempts  to 
involve  him.  He  may  also  be  relieved  and  desire 
help  from  an  outside  expert,  particularly  if  the 
physician  conveys  to  him  that  his  wife’s  fatigue, 
headaches,  or  low  back  pain  do  not  require 
further  expensive  medical  care.  The  physician 
must  convey  the  impression  that  he  is  not 
blaming  the  husband. 

When  the  couple  is  first  seen  alone,  it  is 
important  to  establish  whether  or  not  the  wife 
has  ever  had  an  orgasm.  The  physician  can 
demonstrate  an  equivalent  by  breathing  rapidly 
and  then  completely  relaxing.  The  wife  and 
husband  may  recognize  that  she  may  become 
excited,  breathe  rapidly,  but  never  relaxes. 
Most  couples  also  need  a diagrammatic  ex- 
planation of  the  difference  between  females 
and  males  in  excitation,  plateau,  and  orgasm. 
A female  becomes  excited  and  may  have 
clitoral  peaks  of  excitement  but  never  go  on  to 
complete  orgasm;  whereas  a male  usually 
moves  from  quiescence  through  excitement 
with  little  or  no  plateau  into  orgasm.  If  the 
female  has  learned  to  inhibit  herself  at  a 
plateau  state,  the  physician  must  help  the 
couple  undo  her  childhood  myth  and  undo  a 
physiological  conditioning.  The  myth  is  that 
nice  girls  or  ladies  do  not  lose  control  and  be- 
ing freely  expressive  sexually  is  acting  like  an 
animal.  For  the  male,  the  myth  is  that  a male 
is  an  expert  in  sexual  pleasure  and,  if  he  ex- 
periences disappointment  and  failure  on  his 
job,  his  sexual  power  can  be  a quick  reassur- 
ance to  his  masculine  ego,  or  his  lack  of  sexual 
performance  indicative  of  his  lack  of  mas- 
culinity. 

In  such  an  atmosphere,  the  physician  must 
be  supportive,  patient,  understanding,  non- 
blaming, and  demonstrate  his  sensitivity  by  his 
questions  about  the  details  of  the  techniques 
used  in  their  marital  relationship.  By  his  open- 
ness in  the  discussion,  he  should  set  an  example 
of  free  communication  for  the  couple.  The  wife 
must  learn  to  undo  her  inhibitions  and  become 
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vey  her  awareness  of  her  own  body  to  her 
husband.  She  has  to  tell  her  spouse  what  to 
do.  This  change  in  the  relationship  may  make 
the  husband  feel  defensive,  if  not  threatened. 
The  husband  may  not  mind  being  asked  to 
wash  his  wife’s  back  and  being  told  where  to 
scrub.  But,  when  he  is  asked  to  feel  her  in 
another  context,  that  of  coitus,  he  may  become 
defensive  and  inhibited.  He  is  no  longer  the 
expert.  The  physician  can  help  the  couple  look 
at  whether  the  husband  being  so  directed  is 
equivalent  to  questioning  his  masculinity.  At 
first  any  couple  may  feel  that  dwelling  on 
techniques  of  love  making  seems  contrived, 
mechanical,  and  even  awkward,  and  so  they 
are.  But,  if  the  couple  are  to  solve  their  prob- 
lems, they  must  be  willing  to  undo  deeply 
engrained  patterns,  techniques,  attitudes,  and 
feelings.  In  their  practice  of  techniques,  the 
husband  and  wife  should  not  only  discuss  but 
try  a wide  variety  of  sexual  behaviors  which 
may,  initially,  have  strong  taboos  for  them.  The 
physician  can  remind  them  that  it  is  difficult 
to  change  any  patterns  of  behavior.  For  ex- 
ample, have  any  of  you  tried  eating  vegetables 
or  even  chocolate  fudge  cake  with  ice  cream 
and  coffee  for  breakfast?  Somehow  it  just  does 
not  taste  the  same,  not  even  as  good.  The 
physician’s  role  in  listening  and  guiding  his 
patients’  questions  and  thinking  is  to  reassure 
them  that  they  need  practice;  that  they  must 
have  patience,  and  change  will  take  time. 

Often  couples  will  state  they  have  no  time 
because  they  have  children  who  stay  up  until 
all  hours  or  get  up  early,  and  there  is  little 
time  for  sleep.  Yet  children  can  learn  to  re- 
spect closed,  or  even  locked  doors  or  the  fact 
that  the  parents  may  send  them  off  to  a movie 
for  an  afternoon  or  evening,  or  even  that  the 
parents  may  take  off  for  a weekend  alone. 

Whether  we  are  physicians  or  patients, 
whether  or  not  we  are  having  problems  in  our 
own  marital  relationship,  we  all  need  to  experi- 
ment with  variations  in  our  sexual  relationship 
in  order  to  avoid  the  bored-with-sex-with- 
spouse  syndrome.  Marital  sex,  just  like  marital 
eating  or  marital  recreation  becomes  boring 
when  it  becomes  routine  and  monotonous,  e.g., 
the  wife  who  prepares  the  same  food  exactly 
the  same  way;  the  husband  who  always  chooses 
the  same  restaurant.  The  senses  need  to  be 
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stimulated  by  a variety  of  content,  timing,  loca- 
tion, dress,  and  conversation. 

The  current  problem  is  that  many  husbands 
are  so  exhausted  from  having  to  prove  them- 
selves professionally  all  day  they  are  either 
reluctant  to  prove  themselves  as  marital  lovers 
at  the  end  of  the  day  or  do  so  rapidly  and 
without  sensitivity  for  their  wife.  They  even 
may  reverse  the  courtship  process  and  wait  for 
their  wives  to  turn  them  on.  But  the  wife,  too, 
may  be  so  weary  from  proving  herself  as 
mother,  working  woman,  homemaker,  and 
community  contributor  that  she  has  little  energy 
left  for  being  seductive.  Such  an  impasse  neces- 
sitates a reordering  of  the  priorities  of  life. 
How  important  to  the  couple  is  a stimulating 
and  gratifying  sexual  relationship?  Periodically 
a couple’s  sexual  activities  should  have  first 
call  on  their  time,  energy,  and  creative 
planning. 

This  discussion  of  the  physician  as  a con- 
sultant is  predicated  on  the  assumption  that 
the  couple  is  reasonably  mature.  If  they  are 
to  change  their  relationship,  it  requires  that 
each  has  an  adequate  self-love,  an  ability  to 
listen  to  their  partner’s  impression  of  reality, 
an  awareness  of  the  myth  that  healthy  sex  is 
unnatural,  and  an  awareness  of  the  continuing 
influence  of  the  negative  ideas  and  attitudes 
learned  in  childhood.  The  establishment  of  an 
adequate  self-concept  and  self-love  or  esteem 
is  a lifelong  quest.  One’s  identity  is  not  estab- 
lished by  the  sexual  act  or  by  being  told  that 
he  is  a strong  boy  or  she  is  a pretty  girl.  The 
physician  can  help  couples  recognize  that 
excessive  bragging  about  one’s  self,  criticism 
of  the  partner,  silence  and  withdrawal  from 
interacting,  and  striving  for  perfectionism,  in- 
dicate decreased  self-esteem. 

As  previously  mentioned,  having  been  taught 
all  his  life  that  a man  proves  his  worth- 
whileness by  what  he  does  and  achieves,  he 
has  little  awareness  or  understanding  of  his 
wife’s  childhood  and  adult  orientation  to  affirm 
her  self-worth  by  being  able  to  attract  and 
maintain  his  daily  attention  and  compliments 
as  she  did  during  courtship.  When  either  a man 
or  woman  feels  threatened  in  his  or  her  self- 
regard,  bragging,  criticism,  or  silent  withdrawal 
may  be  effective  means  for  coping  with  a 
diminished  self-esteem. 

The  ability  to  listen  to  the  marital  partner’s 


impression  of  what  happened  is  a very  com- 
plicated endeavor.  Each  of  us  has  an  idea  of 
what  he  or  she  is  like  which  may  be  vastly 
different  from  what  another  person  thinks  of 
us  and  quite  different  again  from  what  we 
think  the  other  person  thinks  of  us.  An  in- 
teresting technique  to  amplify  and  illustrate  this 
point  is  to  ask  a couple  to  make  independent 
lists  of  the  most  happy,  pleasurable  times  that 
they  have  had  together  during  the  years  they 
have  known  each  other  and  another  list  of  the 
most  painful  distressing  times.  It  can  be  quite 
revealing  for  a couple  to  compare  and  talk 
about  each  other’s  lists.  Differences  are  fre- 
quently more  common  than  agreement! 
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Making  their  lists  can  increase  the  couple’s 
awareness  that  getting  married  did  not  suddenly 
create  a naturally  healthy  sexual  and  marital 
relationship,  and  that  the  negative  ideas  and 
attitudes  which  they  may  have  learned  from 
their  own  family  experiences  is  a continuing 
influence  in  their  lives.  This  last  relationship 
between  marital  health  and  healthy  child  de- 
velopment brings  us  full  circle  to  the  impact 
of  a poor  marital  relationship  upon  the  psy- 
chological development  of  the  children.  Any 
husband  or  wife  who  does  not  experience  emo- 
tional support  and  harmony  with  his  spouse, 
then  turns  to  the  next  most  accessible  source 
of  such  support,  his  or  her  children.  The  child, 
who  is  dependent  and  wishes  to  please  one 
parent  and  hence  be  told  that  he  is  special  or  a 
very  important  person,  will  respond  to  the 
parents’  interest  and  demands.  This  pathologi- 
cal bond  between  parent  and  child  may  vary 
from  the  child  merely  being  asked  to  substitute 
for  the  marital  partner  by  listening  or  talking 
to  going  to  a movie  or  out  to  dinner  to  having 
coitus  with  the  parent.  Although  the  eventual 
harm  to  the  child’s  psychological  development 
may  vary,  in  every  instance  where  a child  is  a 
stand-in  or  substitute  for  a marital  partner, 
one  day,  as  an  adult,  he  must  struggle  to  free 
himself  from  that  bond  if  he  attempts  to  form 
a mature  marital  relationship.  Therefore,  the 
good  marriage  is  a primary  preventer  of  emo-  I 
tional  disturbance  in  children.  Furthermore,  it 
is  a primary  preventer  of  future  marital  discord  ! 
and  disturbances  in  the  next  generation.  The 
physician  can  determine  whether  or  not  the 
children  are  being  used  as  substitutes  in  the 
marriage  by  asking  the  couple  about  their 
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children;  how  they  each  perceive  the  child’s 
closeness  and  role;  does  the  mother  approve 
the  boy’s  identification  with  his  father;  does 
the  father  approve  the  daughter’s  closeness  and 
identification  with  the  mother.  Sometimes  very 
vivid  demonstrations  of  the  children’s  alliances 
within  the  family  can  be  demonstrated  if  they 
are  seen  with  the  parents.  Seeing  which  child 
sits  close  to  which  parent  and  how  they  react 
to  the  parents’  comments  quickly  tells  the  phy- 


sician who  sides  with  whom  in  the  family. 
And,  finally,  when  seen  alone,  children  often 
will  be  relieved  to  tell  how  they  perceive  the 
parents’  relationship  and  their  own  role  in  it. 

In  closing,  I would  like  to  come  even  fuller 
circle  and  back  to  my  initial  comments  about 
you  as  physicians,  and  state  that  the  most  effec- 
tive, if  not  humbling  way  for  each  of  us  to 
learn  about  sexual  and  marital  health  is  to 
practice  it  with  our  spouses. 
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This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  Immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  at  often 
at  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 

Postoperative  Renal  Failure  Following 
Methoxyflurane  Anesthesia 


The  differential  diagnosis  of  renal  failure 
or  polyuria  in  the  postoperative  period 
should  include  consideration  of  the  neph- 
rotoxicity resulting  from  the  anesthetic 
agent.  Two  cases  of  acute  renal  failure  are 
reported  following  methoxyflurane  (Penthrane). 
The  diagnosis  is  best  established  by  renal 
biopsy. 

Case  Presentation  — #1:  A 77-year-old 
white  female  presented  with  weakness  and 
mild  rectal  bleeding.  Preoperative  urinalysis, 
urea  nitrogen,  and  electrolytes  were  normal. 
Carcinoma  of  the  ascending  colon  was  docu- 
mented. A right  hemicolectomy  with  an  ileo- 
transverse  colostomy  was  performed  under 
methoxyflurane  (Penthrane)-nitrous  oxide-oxy- 
gen anesthesia  and  lasted  two  hours  and  43 
minutes. 

During  the  first  three  weeks  following  sur- 
gery the  urine  volume  ranged  from  900  to 
2,500  ml  per  day-  On  the  25th  postoperative 
day  the  urea  nitrogen  was  51  mg  and  115  mg 
on  the  35th  day  with  a serum  creatinine  of 
10.2  mg  per  100  ml.  Because  of  persistence 
and  progression  of  renal  failure  with  the  de- 
velopment of  nausea  and  vomiting,  the  patient 
was  referred  to  the  Division  of  Nephrology  and 
Hypertension  of  the  University  of  Louisville 
in  the  ninth  postoperative  week. 

Examination  revealed  an  elderly,  well- 
nourished,  slightly  obese  female  who  did  not 
appear  dehydrated.  Blood  pressure  170/80  mm 
Hg.  There  was  no  peripheral  edema.  Results 
of  laboratory  tests  were:  hemoglobin  11.4  gm, 
hematocrit  33,  WBC  9,900,  sodium  135,  po- 
tassium 3.0,  chloride  100,  and  bicarbonate 
18  mEq/liter.  The  serum  creatinine  was  12 
mg,  and  the  urea  nitrogen  118  mg  per  100 


A 

ml.  Peritoneal  dialysis  was  begun  with  rapid 
symptomatic  improvement.  An  infusion  pyelo-  J 
gram  showed  normal  sized  kidneys  with  no 
evidence  of  obstruction-  Bilateral  selective 
renal  arteriograms  revealed  both  arteries  to  be 
patent  but  with  “pruning”  of  the  distal  paren- 
chymal branches.  A percutaneous  renal  biopsy 
showed  interstitial  fibrosis,  edema,  and  cellular 
infiltration.  Many  tubules  had  atrophic  epithe- 
lium, were  dilated  and  contained  calcium 
oxalate  crystals.  Occasional  glomeruli  were 
hyalinized  and  others  showed  focal  membran- 
ous thickening  of  the  capillary  basement  mem- 
brane (Figure  1). 


FIG.  1 (Case  1 ) Low  power  view  of  renal  biopsy  with  f 
polarized  light.  The  pale  areas  represent  calcium  oxalate  , 
in  renal  tubules. 


Case  Presentation  — #2:  A 71 -year-old  j 
black  male  presented  with  melena.  A duodenal 
ulcer  was  demonstrated  one  year  previously.  ( 
On  admission  urinalysis  was  normal  and  the  j 
blood  urea  nitrogen  was  40  mg,  falling  to  17  . 
mg  per  100  ml  three  days  later-  Esophagos-  | 
copy,  vagotomy,  and  pyloroplasty  were  per-  I 
formed  under  methoxyflurane-nitrous  oxide- 
oxygen  anesthesia  and  lasted  three  hours  and 
nine  minutes. 
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During  the  first  five  postoperative  days  the 
urine  volume  ranged  from  550  to  1150  ml. 
On  the  fourth  postoperative  day  the  urea  ni- 
trogen had  risen  to  52  mg,  and  to  a peak  of 
136  mg  by  the  16th  postoperative  day  at  which 
time  the  serum  creatinine  was  7.8  mg  per 
100  ml.  He  was  anuric  from  the  seventh  to 
12th  postoperative  day  and  this  coincided  with 
a left  upper  lobe  pneumonia.  Thereafter,  daily 
urine  volumes  ranged  from  600  ml  to  2,800 
ml.  Death  occurred  on  the  22nd  postoperative 
day,  at  which  time  the  urea  nitrogen  was  87 
mg,  serum  creatinine  5.4  mg  per  100  ml  and 
the  urine  volume  exceeded  1,000  ml.  The 
postoperative  course  was  complicated  by  bi- 
lateral bronchopneumonia  and  wound  infection 
which  occurred  following  deterioration  in  renal 
function. 

At  autopsy  both  kidneys  were  normal  in 
size  and,  microscopically,  showed  interstitial 
fibrosis  and  edema  with  many  dilated  tubules 
occluded  by  calcium  oxalate  crystals.  Extensive 
round  cell  infiltrates  were  present.  The  walls 
of  most  small  arteries  were  thickened  and  a 
moderate  number  of  glomeruli  were  hyalinized. 
(Figures  2 and  3). 


FIG.  2 (Case  2)  Low  power  view  of  section  of  kidney 
photographed  with  polarized  light  showing  extensive 
oxalate  deposition  (pole  areas). 


FIG.  3 (Case  2)  High  power  microphotogroph  with 
polarized  light  showing  calcium  oxalate  in  the  renal 
tubule. 


Discussion 

Methoxyflurane  (Penthrane)  is  2,  2-dichloro- 
1,  1-difluoro-ethyl  methyl  ether.  Synthesized 
by  Larsen  in  1958  and  used  clinically  in  1959, 
nephrotoxicity  was  not  clearly  recognized  until 
19661,  although  in  1964,  calcium  oxalate 
deposition  was  described  in  two  patients  who 
died  of  renal  failure  after  methoxyflurane 
anesthesia2.  In  anesthetic  concentrations  it 
is  non-flammable  and  non-explosive  in  air  or 
oxygen. 

Three  patterns  of  methoxyflurane  nephro- 
pathy have  been  recognized: 

a.  Pitressin  resistant  nephrogenic  diabetes 
insipidus  with  polyuria  and  hypernatrem- 
ia unless  appropriate  fluid  replacement  is 
given. 

b.  Nonoliguric  renal  failure  with  normal  to 
high  daily  urine  volumes  and  progression 
of  renal  failure,  even  with  adequate  fluid 
and  electrolyte  therapy- 

c.  Oliguric  renal  failure  which  is  generally 
irreversible. 
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The  histologic  appearances  associated  with 
renal  failure  have  included  severe  interstitial 
fibrosis  with  focal  and  diffuse  round  cell  in- 
filtrates tubular  necrosis,  and  dilatation  with 
abundant  crystalline  birefringent  material  re- 
sembling calcium  oxalate  and  with  occasional 
giant  cells  surrounding  the  crystals.  Some 
glomeruli  show  an  increase  in  mesangial  ma- 
trix, hypercellularity,  and  thickening  of  the 
capillary  basement  membrane.  After  develop- 
ment of  renal  failure  a progressive  shrinkage 
of  renal  mass  has  been  observed3. 

In  both  instances  postoperative  renal  failure 
developed  before  oliguria  or  anuria  occurred. 
A reduction  in  urine  volume  was  recorded  in 
Case  #2,  associated  with  pneumonia  but  this 
was  preceded  by  a rising  blood  urea  nitrogen. 
In  neither  patient  was  hypotension  or  hypovo- 
lemia documented  before,  during  or  imme- 
diately after  surgery.  Neither  patient  received 
potentially  nephrotoxic  antibiotics  before  de- 
veloping renal  failure  and  both  had  daily  urine 
volumes  in  excess  of  1 liter  at  the  peak  of 
urea  nitrogen  and  serum  creatinines.  Neither 
had  evidence  of  renal  vascular  occlusion  or 
ureteric  obstruction.  Case  #2  received  a blood 
transfusion  prior  to  surgery  but  renal  function 
was  normal  before  methoxyflurane  was  ad- 
ministered. 

Cases  of  prolonged  and  irreversible  oliguric 
and  polyuric  renal  failure  occurring  after  meth- 
oxyflurane have  been  reported  where  there 
was  no  other  obvious  case  for  acute  renal 
failure.  While  minor  degrees  of  renal  dysfunc- 
tion may  appear  in  10  to  20  days,  persistent 
renal  failure  has  been  documented  suggesting 
that  renal  failure  associated  with  methoxyflur- 
ane may  be  unusually  persistent.  Predisposing 
factors  include  prolonged  anesthesia,  exposure 
to  high  concentrations  of  methoxyflurane, 
obesity,  synergism  with  other  potential  nephro- 


toxins,  hypovolemia,  arterial  and  arteriolar 
nephrosclerosis.  Precautions  and  recommended 
restrictions  in  the  clinical  use  of  methoxyflurane 
have  been  emphasized4. 

Oxalate  crystal  deposition  in  renal  tubules 
can  occur  in  primary  oxalosis,  renal  failure, 
ethylene  glycol  poisoning  and  renal  transplants. 
The  amount  of  oxalate  deposition  in  the  present 
reported  cases  is  much  greater  than  is  usually 
seen  in  cases  of  renal  failure  unrelated  to 
oxalosis  or  ethylene  glycol  ingestion6. 

The  mechanism  for  methoxyflurane  nephro- 
toxicity has  not  been  conclusively  demon- 
strated. Two  metabolic  pathways  yielding 
oxalic  acid  and  fluoride  have  been  described. 
Fluoride  is  possibly  associated  with  the  syn- 
drome of  nephrogenic  diabetes  insipidus  while 
oxalate  deposition  with  tubular  necrosis  and 
obstruction  may  be  related  to  progressive 
renal  failure-  Nephrotoxicity  has  been  corre- 
lated with  the  dose  of  methoxyflurane  and 
serum  inorganic  fluoride  concentration4.  Ad- 
verse renal  effects  of  other  nephrotoxic 
agents,  including  tetracycline,  appear  to  in- 
crease the  toxicity  of  methoxyflurane.  It  should 
be  avoided  as  an  anesthetic  agent  in  the  elderly, 
prolonged  surgery,  and  where  potential  or  dem- 
onstrated renal  dysfunction  is  suspected. 

D.  G.  Martin,  M.D. 

D.  Nagar,  M.D. 

R.  Schacht,  M.D. 
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Public  Education  Program  on  the 
Early  Warning  Signs  of  Coronary  Heart  Attack 


Howard  B.  McWhorter,  M.D.* 


THIS  article  is  to  announce  a statewide 
public  education  program  on  the  early 
warning  signs  of  acute  myocardial  in- 
ifarction,  that  was  launched  January  1,  1974, 
by  the  Kentucky  Heart  Association.  This  pro- 
gram utilizes  newspaper  articles,  radio  and  tele- 
! vision  spots,  public  addresses,  and  will  con- 
tinue throughout  the  1974  calendar  year.  We 
: not  only  plan  to  instruct  the  public  as  to  the 
j early  warning  signs  of  coronary  heart  attacks, 
but  also  plan  to  stress  the  chest  symptoms 
! which  are  not  due  to  coronary  disease,  to 
prevent  overloading  the  medical  facilities  in 
our  State. 

Coronary  heart  disease  is  the  leading  cause 
of  death  in  the  United  States  today  and  claims 
more  lives  than  are  lost  to  cancer,  stroke,  and 
accidents  combined.  More  than  1,000,000  per- 
sons suffer  coronary  heart  attacks  each  year  in 
this  country.  Fortunately,  because  of  recent 
advances,  a large  and  increasing  number  of 
patients  survive  a first  and  even  a second  heart 
attack,  and  a majority  of  these  patients  return 
to  productive  lives.  But  we  must  do  better  than 
this,  as  675,000  Americans  died  from  coronary 
heart  attacks  in  1971.  Approximately  350,000 
of  these  deaths  occurred  before  patients  could 
reach  a hospital,  and  200,000  of  these  deaths 
occurred  in  persons  less  than  65  years  of  age.1 
Statistics  show  that  in  any  given  population  of 
100,000  Americans,  about  500  new  heart  at- 
tacks occur  each  year  and  293  of  these  will 
result  in  death.2  In  Kentucky  this  would  be  an 
estimated  16,000  coronary  heart  attacks  year- 
ly; 9,000  of  these  would  be  fatal;  and  5,400  of 
these  deaths  would  occur  outside  the  hospital 
and  before  these  individuals  could  reach  med- 
ical help  (Table  1). 


*President,  Kentucky  Heart  Association. 
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Advances  in  the  treatment  of  acute  coronary 
heart  attacks  indicate  that,  now  more  than  ever, 
the  hospital  is  the  place  for  a coronary  victim 
to  be.  In  the  early  1960’s,  before  coronary  care 
units  became  commonplace,  the  hospital  mor- 
tality for  patients  with  acute  myocardial  infarcts 
was  30-33%. 

The  first  hospital  coronary  care  unit  was 
established  in  1962.  Studies  in  the  next  few 
years  revealed  that  approximately  50%  of  the 
deaths  from  myocardial  infarcts  were  due  to 
one  of  the  two  fatal  arrhythmias  — ventricular 
fibrillation  or  ventricular  standstill.  These 
catastrophic  rhythms  were  found  to  be,  almost 
invariably,  preceded  by  more  minor  rhythm 
disturbances  which  could  be  treated  prophy- 
lactically  and  prevent  the  development  of  these 
fatal  rhythms.  Also,  effective  methods  were 
developed  to  treat  ventricular  fibrillation  or 
standstill  if  it  did  develop.  The  results  were 
so  effective  that  today  approximately  one-half 
of  this  nation’s  hospitals  have  coronary  care 
units,  and  the  hospital  mortality  has  been  re- 
duced from  33%  to  15-17% .3 

This  dramatic  decrease  in  hospital  mortality 
has  now  leveled  off,  leaving  any  further  reduc- 
tion in  mortality  to  finding  some  successful  way 
of  reaching  the  patients  who  die  before  they 
can  be  admitted  to  the  coronary  care  unit.  In 
the  past  several  years  there  have  been  numer- 
ous studies  of  the  “pre-hospital”  phase  of  heart 
attacks.  These  studies  reveal  that  approximately 
one-third  of  patients  with  acute  myocardial  in- 
farction died  outside  the  hospital,  and  account 
for  60%  of  the  total  deaths  from  this  disease.4"6 

In  one  study  from  Edinburgh  (Table  2), 
1,298  consecutive  patients  with  acute  myocard- 
ial infarction  were  followed  from  the  onset  of 
symptoms  for  the  next  four  weeks,  with  a 
total  mortality  of  42%.  Note  that  35%  of  the 
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total  deaths  occurred  in  the  first  hour,  50% 
of  the  deaths  occurred  in  the  first  two  hours, 
and  61%  occurred  outside  the  hospital  and 
without  medical  help.  You  will  also  note  that 
of  all  the  deaths  that  occurred  in  the  first  four 
weeks,  90%  occurred  within  the  first  24  hours.4 

Obviously,  the  first  few  hours  after  a cor- 
onary heart  attack  are  the  most  dangerous. 
Further  studies  have  revealed  that  the  vast 
majority,  and  probably  all,  of  these  early  deaths 
are  due  to  ventricular  fibrillation,  which  is  a 
treatable  and  reversible  arrhythmia.  Fatal  ven- 
tricular fibrillation  frequently  occurs  in  pa- 
tients with  very  mild  heart  attacks,  who  other- 
wise have  the  greatest  chance  of  long-term  sur- 
vival. The  survival  rate  following  primary  ven- 
tricular fibrillation  has  so  improved  today,  that 
if  a patient  is  within  range  of  immediate  treat- 
ment then  very  few  patients  should  be  lost. 
The  problem  lies  in  getting  the  patient  to  the 
defibrillator  in  time,  or  getting  the  defibrillator 
to  the  patient  fast  enough.3-7 

A number  of  cities  are  now  using  mobile 
coronary  care  unit  ambulances  to  bring  the 
lifesaving  benefits  of  cardiac  monitoring  and 
resuscitation  to  the  patient  at  the  point  where 
he  is  stricken.7-8  This  has  proven  to  be  quite 
effective,  but  it  is  very  expensive  and  is  not 
practical  for  most  of  the  communities  in  our 
State. 


Table  1 

Annual  Mortality  from  Acute  Myocardial  Infarction 


in  the  United  States  and 

Kentucky. 

U.S. 

KY. 

Coronary  Heart  Attacks,  1971 

1,000,000 

16,000 

Total  Deaths  From  Coronary 

Heart  Attacks 

675,000 

9,000 

Total  Deaths  Before  Patients 

Can  Reach  A Hospital 

350,000 

5,400 

The  most  practical  approach  to  reducing  the 
very  high  mortality  in  the  first  few  hours  is  to 
determine  why  these  victims  do  not  get  to  a 
hospital  or  doctor  in  time.  “Transportation 
time”  to  a hospital  is  usually  only  a very  small 
part  of  the  average  delay  in  reaching  treat- 
ment. A recent  report  from  Rochester,  N.Y., 
a city  of  350,000,  revealed  that  their  average 
transport  time  to  a hospital  was  less  than  30 
minutes.9  Numerous  other  studies  have  shown 
that  the  “red  tape”  delay  in  hospital' emergency 
rooms  or  admitting  offices  may  be  unduly  pro- 
longed, before  the  correct  diagnosis  is  made 
and  treatment  started.  Obviously,  this  admis- 


Table  2 


1,298  consecutive  acute  myocardial  infarcts,  followed  from 
the  onset  through  the  first  four  weeks. 

Mortality  Rate,  First  Four  Weeks  — 42  % 

35%  of  Total  Deaths 1st  hr. 

50%  of  Total  Deaths  1st  2 hrs. 

90%  of  Total  Deaths  1st  24  hrs. 

61  % of  Deaths  Occurred  Outside  the  Hospital. 


sion  delay  can  be  corrected  by  properly  in- 
structing our  hospital  personnel. 

However,  by  far  the  greatest  part  of  the  delay 
in  reaching  treatment  is  due  to  “patient  decision 
time”  before  starting  to  seek  help  (Figure  1). 
Various  studies  indicate  that  this  delay  may 
vary  from  3 to  24  hours  or  longer,  but  per- 
haps averages  3 to  6 hours.  Since  50%  of  the 
deaths  from  myocardial  infarction  occur  in  the 
first  two  hours,  then  patient  delay  alone  may 
easily  account  for  the  60%  of  deaths  which 
occur  before  reaching  adequate  treatment.8-11 

Certainly,  thousands  of  Americans  die  or 
risk  death  each  year,  simply  because  they  are 
unable  to  recognize  the  early  signs  of  a coronary 
heart  attack  and  to  seek  help  in  time.  Patients 
frequently  fail  to  distinguish  their  symptoms 
from  other  minor  complaints.  However,  most 
patients  who  die  in  the  pre-hospital  period  have 
previously  known  coronary  disease,  and  should 
certainly  be  expected  to  recognize  their  prob- 
lem.6 

Many  patients  delay  seeking  help  because 
they  are  psychologically  unwilling  to  face  the 
possibility  that  they  are  having  a coronary  heart 
attack  and  simply  deny  the  existence  of  the 
symptoms.  Most  of  us  have  such  an  ingrained 
fear  of  a heart  attack,  that,  when  the  pain 
strikes,  we  grasp  at  any  alternative  explanation 
— such  as  heartburn,  indigestion,  gas,  etc.  This 
brings  on  the  unfortunate  situation  where  “the 
patient  is  his  own  physician  during  the  period 
of  greatest  risk.”  Another  way  of  looking  at 
this  is  that,  at  the  present  time,  it  is  really  the 
“survival  of  the  fittest”  for  those  patients  who 


are  able  to  reach  a hospital 

in  time. 

PATIENT  DECISION  TIME  BEFORE 
STARTING  TO  SEEK  HELP 

TRANSPORT 

TIME 

HOSPITAL 

RED-TAPE 

DELAY 

-%-l  Hr- 


%-l  Hr 
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Figure  1.  This  Is  a composite  of  various  reports  of  the 
average  delay  between  onset  of  symptoms  and  admission 
to  a coronary  care  unit,  and  the  factors  accounting  for 
patient  delay. 
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Decision  delay  by  the  patient  or  his  relatives 
can  only  be  shortened  by  a widespread  public 
education  program  to  recognize  the  early  warn- 
ing signs  of  heart  attack,  and  to  realize  the 
importance  of  immediate  medical  care  as  a 
lifesaving  measure.  This  appears  to  be  the  only 
practical  means  of  decreasing  the  critical  peri- 
od of  patient  decision  delay,  and  narrowing 
the  gap  between  the  onset  of  symptoms  and 
the  beginning  of  treatment.  A public  education 
program  by  the  Missouri  Heart  Association  sev- 
eral years  ago  effectively  reduced  their  average 
patient  decision  time  by  nearly  one-half. 

The  Kentucky  Heart  Association  asks  the 
cooperation  of  all  members  of  the  Kentucky 
Medical  Association  in  this  public  education 
program.  Workers  throughout  the  state  will  be 
arranging  speaking  engagements  for  as  many 
public  groups  as  possible.  Speakers’  kits,  slides, 
! etc.,  will  be  provided  by  the  Kentucky  Heart 
Association.  Many  members  of  the  Kentucky 
Medical  Association  will  be  requested  to  speak 
to  public  groups  in  their  local  areas,  your  co- 


operation will  be  necessary  for  the  success  of 
this  endeavor.  We  feel  this  program  has  the 
potential  of  saving  as  many  lives  in  Kentucky 
as  our  coronary  care  units  have  done  in  the 
past. 
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Some  Approaches  to  Health  Care  Delivery: 
A Large  County  Society  Approach! 

McHenry  S.  Brewer.  M.D.* * 


IN  response  to  the  pressures  of  our  time  for 
improved  methods  of  health  care  delivery, 
many  of  the  larger  county  medical  societies 
have  formed  foundations  for  medical  care.  The 
Jefferson  County  Medical  Society  has  formed 
such  a foundation.  It  is  called  the  Medical  So- 
ciety Health  Plan. 

Stated  briefly,  the  purposes  of  a medical 
foundation  are  ( 1 ) the  delivery  of  high  quality 
prepaid  medical  care  at  reasonable  cost  and 
(2)  the  preservation  of  our  present  system  of 
medical  care  as  regards  free  choice  of  physician 
and  fee  for  service  payments.  To  put  it  very 
simply,  a foundation  for  medical  care  is  a 
group  of  doctors  who  band  together  and  agree 
to  furnish  prepaid  medical  care  to  some  cer- 
tain group  of  patients.  This  group  may  be  the 

t Presented  at  the  KM  A Interim  Meeting  at  Lake 
Barkley  State  Resort  Park  on  Thursday,  March  29, 
1973. 

*Immediate  Past  President,  Jefferson  County  Medical 
Society. 
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employees  of  a company  or  some  similar  group. 
A fee  schedule  is  agreed  upon.  The  doctors  in 
the  foundation  agree  to  exactly  what  fee  they 
will  charge  for  each  service.  The  foundation 
also  agrees  to  police,  through  appropriate  peer 
review,  the  quality  of  care,  the  proper  utiliza- 
tion of  care,  and  the  adherence  to  the  agreed 
fee  schedule. 

You  may  now  ask,  “If  the  foundation  is 
going  to  furnish  this  prepaid  medical  care,  who 
is  going  to  decide  how  much  any  group  of 
patients  will  pay  in  advance  for  this  service.” 
This  is  where  the  insurance  companies  come  in. 
With  actuarial  expertise  an  insurance  company 
can  determine  what  a group  must  prepay  for  a 
health  benefit  package  based  on  a certain  fee 
schedule  and  including  the  necessary  peer  re- 
view functions. 

Now  you  probably  are  still  having  a diffi- 
cult time  understanding  just  how  this  prepaid 
health  plan  works  out,  so  let  me  describe  for 
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you  a hypothetical  situation  to  illustrate  how  a 
foundation  for  medical  care  might  work. 

Let’s  suppose,  for  example,  that  all  the  doc- 
tors in  Jefferson  County  agreed  to  participate 
in  the  Medical  Society  Health  Plan.  Then,  sup- 
pose that  we  agreed  to  offer  the  International 
Harvester  Company  in  Louisville  a package  of 
medical  care  for  its  employees  to  include  spe- 
cific services  to  be  rendered  for  certain  speci- 
fied fees.  If  International  Harvester  expressed 
interest  in  purchasing  this  package,  a fiscal  in- 
termediary such  as  Blue  Cross-Blue  Shield 
would  be  called  in  to  actuarially  figure  out  how 
much  International  Harvester  would  have  to 
pay  for  the  package.  Maybe  several  insurance 
companies  would  bid  for  the  role  of  fiscal  in- 
termediary in  this  contract  between  the  Med- 
ical Society  Health  Plan  and  International  Har- 
vester. When  a figure  was  agreed  upon,  Inter- 
national Harvester  would  pay  to  Blue  Cross- 
Blue  Shield  this  “X”  number  of  dollars.  From 
that  point  forward,  an  employee  of  Internation- 
al Harvester  would  continue  to  go  to  the  physi- 
cian of  his  choice  in  Jefferson  County.  The 
physician  would  submit  his  bill  to  Blue  Cross- 
Blue  Shield  and  receive  payment  from  them. 
Prior  to  payment  the  claim  would  be  reviewed 
by  the  peer  review  mechanisms  set  up  by  the 
Medical  Society  Health  Plan. 

Thus  we  see  that  each  of  the  three  partici- 
pants in  this  adventure  in  health  care  delivery 
have  certain  responsibilities — (1)  The  pur- 
chaser, International  Harvester,  is  responsible 
for  paying  “X”  number  of  dollars  in  advance 
for  medical  care  for  its  employees  during  the 
ensuing  specified  period  of  time.  (2)  The  seller, 
the  Medical  Society  Health  Plan,  is  responsible 
for  furnishing  quality  medical  care  to  the  em- 
ployees of  International  Harvester  for  fees 
agreed  upon  in  advance.  It  is  also  responsible 
for  peer  review  of  the  quality  of  services  ren- 
dered, the  proper  utilization  of  services  and  the 
appropriateness  of  fees  therefor.  (3)  The  fiscal 
intermediary,  Blue  Cross-Blue  Shield,  would 
accept  the  money  from  International  Harves- 


ter, pay  the  doctors  and  be  at  financial  risk  re- 
garding the  actuarial  soundness  of  the  contract. 

Those  who  espouse  the  cause  of  foundations 
for  medical  care  believe  that  this  system  will 
achieve  several  admirable  results. 

( 1 ) It  will  permit  industry  to  purchase  com- 
prehensive prepaid  medical  care  for  its  em- 
ployees. 

(2)  It  will  lower  the  cost  of  medical  care  in 
the  following  ways : 

a)  The  fee  schedule  will  keep  all  fees 
within  a fair  but  reasonable  range. 

b)  Overutilization  of  the  services  of 
hospitals  and  physicians  will  be  cur- 
tailed by  the  peer  review  activities. 

(3)  It  will  raise  the  quality  of  medical  care 
through  application  of  peer  review  activities,  i 

This  foundation  concept  has  worked  well  in 
other  areas  of  this  country  particularly  in  the 
West.  The  first  foundation  for  medical  care 
was  founded  in  San  Joaquin  County,  California, 
in  1954.  It  was  formed  to  combat  the  threat  of 
a Kaiser  Permanente  take-over  of  medical  care 
in  that  County.  It  has  worked  quite  well  there. 
Whether  it  will  work  in  Jefferson  County,  Ken- 
tucky, remains  to  be  seen.  The  biggest  uncer-  < 
tainty  is  whether  the  majority  of  doctors  in  Jef-  1 
ferson  County  will  be  willing  to  band  together 
in  a foundation  to  offer  this  prepaid,  compre-  i 
hensive  medical  care.  Unless  the  vast  majority  1 
participate,  it  won’t  work. 

We  are  still  in  the  formative  stages  of  our 
Medical  Society  Health  Plan.  As  of  this  mo- 
ment there  is  no  immediate  threat  of  a Kaiser 
Permanente  type  of  operation  coming  into 
our  area.  It  may  be  that  we  will  furnish  only 
peer  review  services  in  the  immediate  future. 
At  any  rate,  it  is  an  interesting  new  concept  in  , 
health  care  delivery  which  would  change  very 
little  our  present  method  of  practicing  medi- 
cine. We  feel  fortunate  to  have  the  framework 
of  our  Medical  Society  Health  Plan  set  up  so 
that  we  can  use  it  as  seems  appropriate  in  the  , 
future. 
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PSRO 


THE  Bennett  Amendment — PSRO — be- 
came law  about  16  months  ago.  In  the 
interval  since  its  passage  a number  of 
important  actions  have  taken  place: 

( 1 )  The  Kentucky  Foundation  for  Medical 
Care  submitted  a proposal,  with  wide  support 
from  most  health-related  organizations  and 
► agencies  in  the  state,  for  a single  statewide 
PSRO  based  on  the  peer  review  mechanism 
; already  functioning  under  the  Foundation. 

(2)  The  KM  A House  of  Delegates  author- 
: ized  implementation  of  PSRO  by  granting  its 
i approval  to  the  Foundation  to  enter  into  a 
' contract  with  the  DHEW  while,  at  the  same 
time,  expressing  its  displeasure  with  the  law  and 
urging  efforts  to  effect  its  repeal. 

(3)  The  AM  A House  of  Delegates,  at  its 
December  meeting,  approved  a resolution  al- 
most identical  to  that  adopted  by  KMA. 

(4)  Kentucky  has  been  designated  as  one 
of  30  states  which  will  have  a single  statewide 
PSRO — which  is  exactly  what  KMA  and 
KFMC  leadership  worked  so  hard  to  obtain. 

And  yet,  there  are  physicians  in  Kentucky 
and  across  the  nation  who  are  still  protesting 
loudly  and  working  vigorously  to  prevent  the 
implementation  of  PSRO  and  bring  about  its 
repeal.  They  have  even  been  successful  in  per- 
suading a few  state  associations  to  adopt  a 
position  of  “non-participation”. 

It  is  argued  that  the  PSRO  law  will  have  a 
deleterious  effect  upon  the  quality,  confi- 
dentiality and  cost  of  medical  care.  A challenge 
to  be  specific  about  these  undesirable  effects 
seems  indicated.  If  they  are  valid  someone 


should  document  these  charges  so  that  every- 
one may  understand  the  issue. 

There  is  no  evidence  that  peer  review,  as  it 
has  been  conducted  by  the  medical  profession 
in  Kentucky  for  the  past  three  or  four  years, 
and  elsewhere  for  a longer  period  of  time,  has 
brought  about  a lowering  of  the  quality  of  care, 
increased  the  cost,  or  destroyed  the  confidenti- 
ality of  the  physician-patient  relationship. 
Quite  the  contrary  is  true,  to  the  credit  of  the 
many  physicians  who  have  contributed  their 
time  to  the  review  process  from  the  local  hos- 
pital level  to  the  State  committee. 

It  is  quite  doubtful  that  any  significant  num- 
ber of  physicians  who  have  been  involved  in 
medical  review  fear  PSRO  but,  contrariwise, 
one  might  suspect  that  those  who  oppose  PSRO 
so  vigorously  have  never  had  the  opportunity 
or  the  inclination  to  serve  on  a review  com- 
mittee. 

Kentucky  medicine  doesn’t  have  to  take  a 
back  seat  to  any  one.  It  is  foolhardy,  however, 
to  take  the  position  that  the  quality  of  medical 
care  in  Kentucky  cannot  be  improved,  or  that 
the  quality  is  on  the  same  level  in  all  areas,  or 
even  in  the  various  hospitals  in  the  same  com- 
munity. Conscientious,  effective  utilization  re- 
view— by  physicians — in  the  hospital  and  on 
the  county,  district,  and  state  levels  is  the  most 
logical  vehicle  to  improve  that  quality  and,  at 
the  same  time,  control  costs.  PSRO  gives  us 
that  opportunity,  for  the  next  two  years,  at 
least.  Let’s  make  it  work!  If  we  don’t — think 
of  the  alternatives! 

HBA 
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Rural  Kentucky  Medical  Scholarship  Fund— 
An  Asset  or  Liability? 


THE  Rural  Kentucky  Medical  Scholarship 
Fund  is  over  a quarter  of  a century  old 
and  has  served  a laudable  purpose.  It  has 
helped  many  students  in  financial  need  to  re- 
ceive a medical  education,  it  has  brought  medi- 
cal care  to  rural  areas  of  Kentucky  where  it 
was  needed,  and  it  has  shown  the  concern  of 
the  profession  to  assist  both  those  interested 
in  medical  careers  and  those  needing  medical 
care.  There  are  currently  194  recipients  in 
practice  in  86  counties  with  28  serving  in  des- 
ignated critical  counties.  Further,  its  success 
story  has  received  national  attention  on  numer- 
ous occasions. 

Now  comes  the  chant  from  some  individuals, 
both  KMA  members  and  Scholarship  Fund 
recipients,  that  the  Scholarship  program  is  out- 
dated and  changes  should  be  made.  A student 
today  has  many  more  sources  for  financial 
assistance  than  did  those  who  first  applied 
for  RKMSF  funds.  In  the  early  days,  the  Fund 
received  many  testimonials  of  gratitude. 

The  Scholarship  Fund  was  established  as  a 
means  of  providing  a better  distribution  of  phy- 
sicians in  rural  areas  of  Kentucky.  The  greatest 
success  has  been  in  the  area  of  family  practice. 
In  the  past  few  years,  the  emphasis  on  specialty 
training  has  created  many  problems. 

The  Fund  was  never  intended  as  a lending 
institution.  Equal  emphasis  has  always  been 
placed  on  the  practice  and  the  financial  obliga- 
tions. 

The  Scholarship  Fund’s  goal  is  to  help  edu- 
cate our  young  people  and  then,  as  a result,  to 
have  satisfied  doctors  of  medicine  in  rural 
communities.  If  frustrations  are  beginning  to 
show,  then  an  examination  of  the  Fund  is  in 
order,  and  corrective  action  should  be  taken 
if  the  need  is  indicated. 


Communicating  all  the  facts  is  really  a taskH 
no  one  should  take  on  because  it  is  an  impossi- 1 
ble  chore.  On  the  other  hand,  putting  out  the'* 
fires  is  essential. 

For  example,  how  do  you  respond  to  Schol- 
arship recipients  who  receive  their  degree,  start 
their  practice  and  demonstrate  a previously 
unidentified  independence  by  refusing  to  join 
KMA?  What  about  the  established  physician 
who  states  he  isn’t  going  to  pay  KMA  dues 
anymore  because  a Scholarship  recipient  is 
denied  the  privilege  of  joining  him  in  practice 
in  a restricted  geographic  area  as  spelled  out  - 
in  the  contract? 

This  might  be  compared  to  someone  who 
states  he  isn’t  going  to  church  anymore  be-  . 
cause  his  favorite  ball  team  is  on  a losing 
streak.  The  point  is  there  is  no  correlation  of 
the  above,  nor  is  there  when  comparing  KMA 
membership  and  Rural  Kentucky  Medical 
Scholarship  Fund  policies. 

The  Scholarship  Fund  is  a completely  sep- 
arate organization,  has  its  own  governing  body, 
and  makes  its  own  rules.  KMA  cannot  change 
them  nor  assume  control  of  the  Scholarship 
Board,  which  is  composed  of  people  from  all 
walks  of  life.  None  of  your  KMA  dues  money 
goes  to  the  Fund.  On  the  contrary,  out  of  in- 
terest monies  received,  the  Fund  pays  KMA 
and  the  fiscal  agent  for  the  housekeeping  serv- 
ices performed. 

The  Scholarship  Fund  is  currently  reviewing 
and  updating  its  programs  and  continues  to 
welcome  constructive  suggestions.  Whatever  is 
accomplished,  the  best  result  can  be  obtained 
if  we  all  work  together  as  part  of  a unit  and 
not  just  criticize  and  turn  our  backs.  Unani- 
mous we  will  never  be.  Unified  we  must 
be.  RGC 
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Health  Care  Important  Issue 
In  93rd  U.S.  Congress 

With  the  recent  passage  of  the  Health  Maintenance 
Drganization  Act  of  1973  and  talk  of  adoption  of 
some  type  of  national  health  insurance,  health  care 
anks  as  one  of  the  most  important  domestic  issues 
n the  93rd  Congress. 

The  HMO  bill,  PL  93-222,  which  was  adopted  in 
he  first  session,  will  establish  a five-year,  $375 
million  program  of  federal  subsidies  to  prepaid  group 
practices.  The  law  sets  forth  services  which  HMO’s 
would  be  required  to  provide  their  enrollment  groups, 
but  it  allows  the  HMO  to  charge  copayments  in 
amounts  approved  by  the  Secretary  which  may  be 
required  for  the  provision  of  specific  basic  health 
| services  in  order  to  control  total  program  costs  and 
utilization  of  services.  All  employers  having  25  or 
more  employees,  and  providing  health  insurance  as 
an  employee  benefit,  will  be  required  to  make  HMO 
enrollment  available  where  such  group  practices  are 
available.  The  law  further  calls  for  preemption  of 
certain  state  laws  dealing  with  the  corporate  structure 
of  prepaid  group  practices. 

A strong  effort  is  predicted  for  some  form  of 
national  health  insurance  to  pass  during  the  second 
session  of  the  93rd  Congress.  President  Nixon  has 
indicated  on  several  occasions  that  his  major  do- 
mestic initiative  for  1974  will  be  a comprehensive 
national  health  insurance  program. 

Digest  of  Board  of  Trustees  Minutes 
December  13,  1973 

The  second  regular  session  of  the  KM  A Board  of 
Trustees  was  held  on  December  13,  1973,  at  the 
Headquarters  Office.  Reports  of  the  President,  Head- 
quarters Office,  and  Delegates  to  AMA  were  reviewed 
and  accepted  for  information.  Laman  Gray,  M.D.,  a 
member  of  the  Comprehensive  Health  Planning 
Council,  reported  on  recent  activities  of  the  Council. 

The  Board  acted  on  numerous  committee  recom- 
mendations, such  as: 

V Discontinuing  the  voluntary  Orientation  Program. 

V Authorizing  appointment  of  a Cancer  Committee 
to  conduct  a program  that  would  encourage  women 
to  have  an  annual  pap  smear. 

V Announcing  that  administrative  duties  of  the 
Kentucky  Psychiatric  Association  would  be  assumed 
by  the  KM  A staff  effective  January  1. 

V Urging  the  Business  Management  and  Services 
Committee  to  finalize  plans  with  the  Quick  Action 
Committee  for  a spring  tour  for  KMA  members. 
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V Approving  numerous  programs  of  the  Public 
Relations  Committee,  including  a venereal  disease 
control  program  in  state  high  schools  and  colleges 
with  the  support  of  the  Kentucky  Jaycees;  a brochure 
for  all  KMA  members  regarding  Association  services 
and  activities;  a Workshop  for  New  Physicians  to  be 
held  April  22  and  23,  1974,  at  the  Headquarters 
Office  and  co-sponsored  by  AMA-ERF. 

V Urging  the  Governor  and  Legislature  to  provide 
adequate  funding  for  the  Kentucky  Medical  Ex- 
aminers System. 

V Appropriating  $500  to  help  defray  the  cost  of 
the  1974  Seminar  on  Medical  Aspects  of  Sports. 

V Approving  further  pursual  by  the  Hospital  Com- 
mittee of  the  physician  awareness  of  hospital  costs 
program  and  an  educational  program  on  proper 
emergency  room  usage. 

V Recognizing  the  Kentucky  Chapter,  American 
College  of  Emergency  Physicians  as  a specialty 
group  on  a provisional  basis. 

It  was  noted  that  the  final  resolution  on  PSRO 
approved  by  the  AMA  at  its  Clinical  Convention  in 
December  used  verbatim  some  of  the  wording  of 
KMA’s  PSRO  resolution  which  was  passed  by  the 
1973  House  of  Delegates  in  September  and  then 
submitted  to  the  AMA  House. 

In  other  action,  the  Board  heard  from  David  A. 
Hull,  M.D.,  President  of  the  Kentucky  Foundation 
for  Medical  Care,  regarding  approval  of  a single 
statewide  PSRO  in  Kentucky.  He  also  announced  that 
a two-day  seminar  on  PSRO  will  be  held  during 
March,  1974,  in  Louisville  and  Lexington  and  there 
were  plans  to  hold  mini-workshops  in  each  trustee 
district  at  a later  date. 

Kentucky  Named  as  PSRO  Area 

The  December  20,  1973,  issue  of  the  Federal 
Register  announced  PSRO  area  designations.  Ken- 
tucky, along  with  30  other  states  and  U.S.  Ter- 
ritories, was  named  as  a single  statewide  PSRO  area. 
A total  of  182  areas  were  announced  under  the 
Department  of  Health,  Education  and  Welfare  pro- 
posal. 


CORRECTION 

In  the  Abortion  Guidelines  printed  in  the  January 
issue  of  The  Journal  on  page  35,  standard  #8 
should  read:  “Abortions  should  be  done  by  stand- 
ard and  approved  methods  and  recorded  in  the 
patient’s  record.  Histologic  examination  of  the 
tissues  is  necessary.” 
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Ky.  Physicians  Are  Appointed 
To  AMA  Councils,  Committees 

Five  Kentuckians  were  either  appointed  or  re- 
appointed to  membership  on  councils  and  committees 
of  the  Board  of  Trustees  of  the  American  Medical 
Association  at  a recent  annual  review  made  by  the 
AMA  Board. 

Hoyt  D.  Gardner,  M.D.,  Louisville,  KMA  Presi- 
dent-Elect, was  reappointed  to  the  Council  on  Legis- 
lation. Reappointed  to  the  Committee  on  Insurance 
was  Henry  B.  Asman,  M.D.,  Louisville,  Associate 
Editor  of  The  Journal,  and  to  the  Committee  on 
Quackery,  was  David  B.  Stevens,  M.D.,  Lexington, 
KMA  Delegate  to  the  AMA. 

Two  faculty  members  of  the  University  of  Ken- 
tucky were  newly  appointed  to  serve  on  two  com- 
mittees formed  this  year  by  the  Board.  Robert  Straus, 
Ph.D.,  Lexington,  will  serve  on  the  AMA  Committee 
on  Alcoholism,  and  Donald  Jasinski  was  appointed 
to  the  Committee  on  Drug  Dependence. 


KMA  Executive  Director  Named 
To  PCMA  Board  of  Directors 

Robert  G.  Cox,  Executive  Director  of  KMA,  was 
recently  elected  to  the  Board  of  Directors  of  PCMA, 
a national  organization  of  professional  convention 
managers.  Made  up  primarily  of  medical  convention 
managers,  Mr.  Cox  will  be  serving  as  one  of  two 
state  medical  association  members  on  the  Board. 
The  election  took  place  at  the  annual  convention 
of  PCMA  held  jointly  with  the  Health  Care  Exhib- 
itors Association  in  Dallas,  January  6-10. 


What’s  Happening  in  Kentucky1 — 

A task  force  of  the  State  Comprehensive  Health 
Planning  Council,  recently  appointed  by  Chairman 
Wade  Mountz  of  Louisville,  has  begun  work  on  ways 
to  make  home  health  care  available  to  every  Ken- 
tuckian. The  task  force  will  determine  measures  to 
encourage  the  formation  of  new  home  health  agencies 
throughout  the  state.  Presently,  36  agencies  are  in 
operation  to  provide  services  such  as  occupational, 
physical,  and  speech  therapy  and  nursing  assistance 
to  patients  in  the  home. 

★★★★★★★★ 

Many  Kentuckians  are  being  certified  as  emergency 
medical  technicians  (EMT’s)  by  the  Kentucky  De- 
partment for  Human  Resources’  Bureau  for  Health 
Services  after  completing  a 1214 -week  course  given 
around  the  state.  The  EMT  course  is  part  of  a 
federally-funded  project  co-sponsored  by  the  Depart- 
ments for  Human  Resources  and  Law  and  Justice.  It 
covers  all  aspects  of  emergency  medical  care  and 
transportation  of  the  sick  and  injured.  In  the  last  two 
years,  more  than  1,000  ambulance  drivers  and  at- 
tendants, firemen,  policemen,  nurses,  rescue  squad 
members,  and  others  responsible  for  emergency  care 
of  the  public  were  certified. 


Fifth  Family  Medicine  Review 
To  Be  Presented  By  U.K. 


5 


The  University  of  Kentucky  College  of  Medicine 
will  present  two  identical  comprehensive  reviews 
designed  in  part  to  prepare  family  physicians  for  the 
annual  American  Board  of  Family  Medicine  exami 
nation  scheduled  for  late  October.  Approximate!; 
70-74  topics  will  be  presented  by  the  University  o 
Kentucky  and  guest  faculty. 

Dates  for  the  two  reviews  are  September  15-21 
1974,  and  October  6-12,  1974;  both  programs  will  bt 
held  at  the  University  of  Kentucky  Medical  Center 
Program  chairman  is  Frank  R.  Lemon,  M.D.  and  ; 
$195  registration  fee  has  been  set.  Fifty  hours  o 
AAFP  credit  have  been  requested.  For  further  inj](j 
formation,  contact  Ronald  D.  Hamilton,  M.D  i 
Director,  Continuing  Education,  College  of  Medicine  lilt 
University  of  Kentucky,  Lexington  40506. 


Dermatologists  Add  New  Service 

Ullin  W.  Leavell,  Jr.,  M.D.,  Lexington,  heads  th 
Task  Force  of  the  American  Academy  of  Dermatolog 
in  charge  of  a new  telephone  consultation  service 
Dermatologists  seeking  help  with  problem  cases  wil 
have  access  to  expertise  of  colleagues  via  telephon 
beginning  in  June,  1974.  A roster  of  experts  availabl 
for  consultation  will  be  distributed  before  the  Jun 
starting  date. 


In  Mmortam 


JOHN  J.  SHERMAN,  M.D. 

Martin 

1914-1973 

John  J.  Sherman,  M.D.,  died  on  December  6 t 
the  age  of  59.  Doctor  Sherman,  a 1941  graduate  t 
Rush  Medical  College,  had  belonged  to  the  Kentuck 
and  American  medical  associations,  as  well  as  tb 
Southern  Medical  Association  and  the  America 
Society  of  Abdominal  Surgeons.  He  was  a Fello' 
of  the  American  College  of  Surgeons  and  a Diplc , 
mate  of  the  American  Board  of  Surgery. 

FRANK  A.  BECHTEL,  M.D. 

Louisville 

1920-1974 

Frank  Alan  Bechtel,  M.D.,  a 53-year-old  radioh 
gist,  died  on  January  15.  A 1950  graduate  of  th 
University  of  Louisville  School  of  Medicine,  Doctc 
Bechtel  was  past  President  of  the  Kentucky  Chapte 
American  College  of  Radiology  and  had  served  iM 
a former  Kentucky  Councilor  to  the  College. 

Active  in  many  phases  of  organized  medicimjl 
Doctor  Bechtel  was  a former  member  of  the  BoarjA 
of  Directors  of  the  Kentucky  Foundation  for  Medic* 
Care  and  had  served  on  the  Jefferson  County  Medic* 
Society  Judicial  Council.  He  was  also  a member  (H 
the  American  Medical  Association. 
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Sign  of  a cold  sufferer 
Time  for  Omade 


:st  relief  of 

uper  respiratory  congestion 
(a  hypersecretion 
n th  convenient  b.i.d.  dosage. 


Each  capsule  contains  8 mg.  Teldrin® 

(brand  of  chlorpheniramine  maleate): 

50  mg.  phenylpropanolamine  hydrochloride; 
2.5  mg.  isopropamide.  as  the  iodide. 


i&F 

tith  Kline  & French  Laboratories 

ion  of  SnmthKline  Corp . Philadelphia,  Pa.  19101 


I e prescribing,  see  complete  prescribing  information  in  SK&F 
I are  or  PDR 

i ations:  Upper  respiratory  congestion  and  hypersecretion  associated 
|:he  common  cold;  acute  and  chronic  sinusitis:  vasomotor  rhinitis: 
lie  rhinitis  (hay  fever,  "rose  fever,”  etc.). 

Iraindications:  Hypersensitivity  to  any  component;  concurrent 
[ inhibitor  therapy;  severe  hypertension;  bronchial  asthma;  coronary 
r disease;  stenosing  peptic  ulcer;  pyloroduodenal  or  bladder  neck 
liction.  Children  under  6. 

t lings:  Caution  patients  about  activities  requiring  alertness  (e  g . 
iting  vehicles  or  machinery).  Warn  patients  of  possible  additive 

[s  with  alcohol  and  other  CNS  depressants. 

e in  Pregnancy:  In  pregnancy,  nursing  mothers  and  women  who 
It  bear  children,  weigh  potential  benefits  against  hazards,  inhibition 
I tation  may  occur. 

t on  PBI  Determination  and  I13'  Uptake:  Isopropamide  iodide  may 
BI  test  results  and  will  suppress  1 131  uptake.  Substitute  thyroid  tests 
cted  by  exogenous  iodides. 

utions:  Use  cautiously  in  persons  with  cardiovascular  disease, 
oma.  prostatic  hypertrophy,  hyperthyroidism, 
rse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or 
h;  nervousness,  or  insomnia  Also,  nausea,  vomiting,  epigastric 
•ss.  diarrhea,  rash,  dizziness,  weakness,  chest  tightness,  angina  pain, 
minal  pain,  irritability,  palpitation,  headache,  incoordination,  tremor, 
'ia.  difficulty  in  urination,  thrombocytopenia,  leukopenia,  convul- 
hypertension,  hypotension,  anorexia,  constipation,  visual  distur 
es.  iodine  toxicity  (acne,  parotitis), 
died:  Bottles  of  50  capsules. 


In  congestive  heart  failure... 

secondary  aldosteronisj 


How  hyperaldosteronism  leads  to  and  prolongs  edema 
in  congestive  heart  failure ' 


Chronic  liver  congestion 
impairs  degradation 
of  aldosterone 


a primary  factor 


"switch  off'  the  aldosterone  factor  in 
igestive  heart  failure 


Jdactone 

of 

ronolactone  25-mg.  tablets 

; only  specific 
iosterone  antagonist. . . 
sic  in  all  diuretic  therapy 

?e  ways  to  use  Aldactone  in 
jestive  heart  failure 

> the  only  diuretic 

ten  sufficient  alone, 
educes  gradual,  sustained  diuresis  by 
king  aldosterone  action  in  the  distal 
il  tubule. 

l/oids  potassium  loss. 

3 the  basic  daily  diuretic  with  an  ''add-on" 
rnate-day-diuretic  ("A.D.D."  schedule) 

in  be  administered  daily  as  basic 
apy  with  the  additional  agent 
Dsemide  or  ethacrynic  acid)  given 
ry  second  or  third  day. 
dactone  plus  "A.D.D.''  schedule 
imizes  potassium  deficiency  and 
sntiates  effect  of  "add-on"  diuretic.2 
voids  acute  volume  depletion  and 
osterone  rebound.2 

£ a daily  diuretic  in  combination  with 
lily  dose  of  a thiazide 

srmits  daily  additive  diuretic  effect 
ile  maintaining  potassium  balance. 


Indications— Essential  hypertension,  edema  or  ascites  of  congestive  heart  fail- 
ure, cirrhosis  of  the  liver  and  the  nephrotic  syndrome,  idiopathic  edema.  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a thiazide  diuretic. 

Contraindications— Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia. 

Warnings— Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in- 
dicated unless  a glucocorticoid  is  also  given.  Discontinue  potassium  supplemen- 
tation if  hyperkalemia  develops  Usage  of  any  drug  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur.  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists;  deaths  have  occurred.  Hyponatremia,  manifested  by  dry- 
ness of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics  Elevation  of  BUN  may  occur,  especially  when  pretreatment  hyper- 
azotemia exists.  Mild  acidosis  may  occur.  Reduce  the  dosage  of  other  antihyper- 
tensive drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action. 

Adverse  Reactions— Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro- 
intestinal symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti- 
caria, mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice.  Adverse  reactions  are  infrequent  and  usually  reversible 

Dosage  and  Administration— For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses.  Aldactone  may  be  combined  with  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner.  Adj ust  subsequent  dosage  according 
to  response  of  patient 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response;  add  a thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added.  A daily  dosage  of  Aldactone  considerably  greater  thon  75  mg.  may  be  given 
if  necessary. 

A glucocorticoid,  such  as  15  to  20  mg.  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a conventional  diuretic.  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary  Such 
patients  frequently  have  an  associated  hyponatremia— restriction  of  fluid  intake  to 
1 liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function).  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  "sterilize"  the  gastrointestinal  tract. 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  althouqh  useful  for  diuresis,  will  not  directly  affect  the  basic  potholoqic 
process. 

For  children  the  daily  dosage  should  provide  1.5  mg  of  Aldactone  per  pound 
of  body  weight. 

References:  1.  Coodley,  E Consultant  1_2: 1 06- 1 07,  109,  111,  113,  115  (July) 
1972.  2.  Thorn,  G.  W , and  Lauler,  D.  P.  Am.  J Med  53.673-684  (Nov.)  1972 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department 

Box  51 10,  Chicago,  Illinois  60680 


SEARLE 


Placidyf 

(ETHCHLORVYNOL) 

Brief  Summary 

Indications— Placidyl  (ethchlorvynol)  is  indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  insomnia. 

Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Warnings— Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
of  possible  combined  exaggerated  effects  with 
alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
other  hazardous  operations  requiring  alertness  af- 
ter taking  the  drug.  ADMINISTER  WITH  CAUTION 
TO  PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
DO  NOT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
DRUG.  Adjustment  of  the  dosage  of  oral  anticoag- 
ulants might  be  necessary  when  beginning  ethchlor- 
vynol therapy,  during  therapy,  or  after  stopping 
therapy.  This  drug  is  not  recommended  for  use  in 
children.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
THE  DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
PHYSICAL  DEPENDENCE.  INSTANCES  OF  SE- 
VERE WITHDRAWAL  SYMPTOMS,  INCLUDING 
CONVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
ILAR TO  THOSE  SEEN  WITH  BARBITURATES, 
HAVE  BEEN  REPORTED  IN  PATIENTS  TAKING 
REGULAR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
OVER  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
SUDDENLY  DISCONTINUED.  PROLONGED  AD- 
MINISTRATION OF  THE  DRUG  IS  NOT  RECOM- 
MENDED. Addiction-prone  patients  or  those  who 
are  likely  to  increase  dosages  of  the  drug  on  their 
own  initiative  should  be  observed  for  evidence  of 
signs  or  symptoms  which  may  indicate  possible 
early  withdrawal  or  abstinence  symptoms.  Signs 
and  symptoms  associated  with  withdrawal  and  ab- 
stinence include  unusual  anxiety,  tremor,  ataxia, 
slurring  of  speech,  memory  loss,  perceptual  dis- 
tortions, irritability,  agitation  and  delirium.  Other 
less  well  defined  signs  and  symptoms,  not  neces- 
sarily due  to  withdrawal  and  abstinence,  may  in- 
clude anorexia,  nausea  or  vomiting,  weakness, 
dizziness,  sweating,  muscle  twitching  and  weight 
loss.  Abrupt  discontinuance  of  Placidyl  following 
prolonged  overdosage  may  result  in  convulsions 
and  delirium. 

Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
patients  receiving  MAO  inhibitors  or  antidepres- 
sants. Caution  should  be  exercised  in  patients 
with  impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
hol, or  who  exhibit  excitement  and  release  of  inhi- 
bition in  association  with  such  agents,  may  also 
react  in  this  way  to  Placidyl.  Rarely,  patients  may 
exhibit  symptoms  suggestive  of  an  unusual  sus- 
ceptibility to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria, 
or  syncope  without  marked  hypotension.  Transient 
giddiness  or  ataxia  may  occur. 

Adverse  Reactions— Hypotension,  nausea  or  vom- 
iting, gastric  upset,  aftertaste,  blurring  of  vision, 
dizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
Placidyl  administration.  Mild  "hangover”  and  symp- 
toms of  mild  excitation  have  occurred  in  some 
patients.  There  have  been  rare  reports  of  cholestatic 
jaundice  occurring  in  patients  taking  ethchlorvynol. 
A few  cases  of  thrombocytopenia  have  been  re- 
ported in  patients  receiving  ethchlorvynol.  305432 


Give  us  her  nights. 


Prescribe  Placidyl.  Chances  are,  we’ll  give  her  a 
good  night’s  sleep. 

Insomnia  is  often  suffered  by  the  elderly.  Anxiety 
and  agitation  might  be  the  cause.  Or  the  effect. 

In  time  that  can  be  determined.  But  tonight  one  fact 
is  painfully  clear:  she  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years. 

Placidyf  © 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


Physician-Population  Ratio  of  Kentucky  Counties  Noted  for  1973 


The  Rural  Kentucky  Medical  Scholarship  Fund,  in 
letermining  the  “critical”  and  “semi-critical”  counties 
>f  Kentucky,  in  terms  of  physician-population  ratio, 
lave  used  1970  census  figures  in  drawing  the  follow- 
ing statistics. 

In  the  United  States,  the  physician-population  ratio 
Is  one  physician  to  every  599  persons  according  to 


AMA.  The  Kentucky  average  is  one  physician  to  every 
1 ,002  persons. 

It  should  be  noted  that  the  statistics  include,  not 
only  practicing  physicians,  but  also  government  facili- 
ties, teaching  institutions,  hospitals,  etc.  The  only 
physicians  excluded  in  the  figures  are  interns  and 
public  health  officers. 


County 

1970 

Population 

October,  1973* 
Physician  Population 

1973  Physician- 
Population  Ratio 

Category** 

4dair 

12,749 

7 

1,821 

C 

Mien 

12,393 

5 

2,479 

c 

Anderson 

9,231 

4 

2,308 

c 

Mallard 

7,969 

3 

2,656 

c 

3arren 

27,676 

24 

1,112 

B 

lath 

9,041 

4 

2,260 

C 

Sell 

31,604 

37 

892 

B 

Boone 

32,272 

23 

1,403 

B 

Bourbon 

18,035 

16 

1,002 

B 

Boyd 

50,838 

61 

833 

A 

Boyle 

20,351 

33 

617 

A 

Bracken- 

Robertson 

9,1 19 

2 

4,560 

D 

Breathitt 

13,863 

3 

4,621 

D 

Breckinridge 

14,369 

7 

2,053 

C 

iullitt 

25,002 

7 

3,571 

D 

Butler 

9,432 

1 

9,432 

E 

Caldwell 

12,603 

5 

2,521 

C 

Calloway 

27,206 

19 

1,432 

c 

Campbell 

88,149 

67 

1,316 

B 

Carlisle 

5,230 

2 

2,615 

C 

Carroll 

8,387 

5 

1,677 

C 

Carter 

19,496 

4 

4,874 

D 

Casey 

12,608 

5 

2,522 

C 

Christian 

55,539 

48 

1,157 

B 

Clark 

24,473 

15 

1,631 

C 

Clay 

17,601 

7 

2,514 

c 

Clinton 

7,704 

2 

3,852 

D 

Crittenden 

8,253 

2 

4,126 

D 

Cumberland 

6,681 

1 

6,681 

E 

Daviess 

78,327 

77 

1,017 

B 

Edmonson 

8,482 

2 

4,241 

D 

Elliott 

5,721 

1 

5,721 

E 

Estill 

12,526 

3 

4,175 

D 

Fayette 

172,927 

670 

258 

A 

Fleming 

10,398 

3 

3,466 

D 

Floyd 

34,751 

19 

1,830 

C 

Franklin 

32,749 

41 

798 

A 

Fulton 

10,132 

9 

1,126 

B 

Gallatin 

3,992 

1 

3,992 

D 

Garrard 

9,311 

3 

3,103 

C 

Grant 

9,485 

4 

2,741 

C 

Graves 

30,745 

20 

1,537 

c 

Grayson 

15,880 

6 

2,646 

c 

Green 

9,970 

• 

1,246 

B 

Greenup 

33,200 

9 

3,688 

D 

Hancock 

6,832 

1 

6,832 

E 

Hardin 

76,614 

37 

2,071 

C 

Harlan 

35,596 

48 

741 

A 

Harrison 

13,959 

9 

1,552 

C 

Hart 

13,448 

5 

2,689 

C 

Henderson 

35,329 

31 

1,081 

B 

Henry 

10,593 

4 

2,747 

C 

Hickman 

5,874 

2 

2,937 

c 

Hopkins 

37,090 

59 

629 

A 

Jackson 

9,796 

2 

4,898 

D 

Jefferson 

689,975 

186 

590 

A 

Jessamine 

16,760 

8 

2,095 

C 

Johnson 

16,845 

13 

1,295 

B 

Kenton 

128,655 

143 

900 

B 

Knott 

15,306 

5 

3,061 

C 

Knox 

23,547 

12 

1,962 

C 
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1970 

October,  1973* 

1973  Physician- 

County 

Population 

Physician 

Population 

Population  Ratio 

Category** 

Larue 

10,566 

4 

2,642 

C 

Laurel 

26,913 

12 

2,243 

c 

Lawrence 

10,407 

10 

1,041 

B 

Lee 

6,400 

1 

6,400 

E 

Leslie 

1 1,383 

6 

1,897 

C 

Letcher 

22,590 

21 

1,076 

B 

Lewis 

12,176 

3 

4,058 

D 

Lincoln 

16,053 

3 

5,351 

E 

Livingston 

7,391 

5 

1,478 

C 

Logan 

21,501 

10 

2,150 

C 

Lyon 

5,126 

1 

5,126 

E 

McCracken 

58,571 

71 

825 

A 

McCreary 

12,201 

2 

6,101 

E 

McLean 

8,789 

3 

2,929 

C 

Madison 

43,629 

33 

1,322 

B 

Magoffin 

9,782 

3 

3,261 

C 

Marion 

16,064 

9 

1 ,785 

C 

Marshall 

19,639 

10 

1,964 

C 

Martin 

9,150 

3 

3,050 

C 

Mason 

17,157 

12 

1,430 

B 

Meade 

17,948 

2 

8,974 

E 

Menifee 

3,936 

0 

3,936 

D 

Mercer 

15,716 

10 

1,572 

C 

Metcalfe 

7,797 

2 

3,899 

D 

Monroe 

1 1,353 

7 

1,622 

C 

Montgomery 

15,226 

10 

1,523 

C 

Morgan 

9,736 

3 

3,245 

c 

Muhlenberg 

27,074 

13 

1,934 

c 

Nelson 

23,167 

9 

2,574 

c 

Nicholas 

6,379 

4 

1,595 

c 

Ohio 

18,213 

8 

2,277 

c 

Oldham 

14,104 

9 

1,567 

c 

Owen 

7,248 

2 

3,624 

D 

Owsley 

4,839 

2 

2,420 

c 

Pendleton 

9,722 

6 

1,620 

c 

Perry 

24,373 

26 

937 

B 

Pike 

58,876 

61 

965 

B 

Powell 

7,630 

2 

3,815 

D 

Pulaski 

34,541 

32 

1,080 

B 

Robertson  (See  Bracken) 

Rockcastle 

12,054 

3 

4,018 

D 

Rowan 

16,364 

19 

861 

A 

Russell 

10,279 

3 

3,426 

D 

Scott 

18,073 

8 

2,260 

C 

Shelby 

18,869 

9 

2,096 

C 

Simpson 

12,542 

7 

1,792 

C 

Spencer 

5,414 

3 

1,805 

c 

Taylor 

16,898 

7 

2,414 

c 

Todd 

10,761 

3 

3,587 

D 

Trigg 

8,397 

5 

1,678 

c 

Trimble 

5,1 14 

2 

2,557 

c 

Union 

15,587 

7 

2,291 

c 

Warren 

53,916 

68 

793 

A 

Washington 

10,533 

5 

2,106 

c 

Wayne 

13,91 1 

5 

2,782 

c 

Webster 

12,765 

5 

2,553 

c 

Whitley 

23,501 

23 

1,022 

B 

Wolfe 

5,347 

1 

5,347 

E 

Woodford 

14,121 

8 

1,765 

C 

♦Physician 

figures  obtained  from  October 

1 973  report 

submitted  by  Kentucky  State  Medical 

Licensure  Program. 

♦♦Category  Explanation: 

A — 10  counties  with  highest  physician-population  ratio  (A — 258-861  ) 

B— 11th  through  30th  counties  with  next  to  highest  physician-pop.  ratio  (B — 892-1,430) 
C — 60  counties  in  middle  classification  category  (C — 1,432-3,245) 

D — 11th  through  30th  counties  next  to  lowest  in  physician-pop.  ratio  (D — 3,426-4,898) 

E — 10  counties  with  lowest  physician-population  ratio  (E — 5,126-9,432) 
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What's  in  the  future 
ir  mental  health  care  and  how 
will  it  affect  you? 

Your  guides  into  the  future:  many  prominent  experts  including 
Drs.  Ewald  Busse  and  J.M.  Stubblebine.  Topics  you’ll  cover: 
the  role  of  private  and  public  sectors  in  mental  health  care; 

PSROs;  health  insurance  coverage;  therapeutic  trends;  and 
service  capabilities  of  state  and  local  facilities. 

Do  plan  to  attend  this  enlightening  first  conference  sponsored 
by  the  American  Medical  Association  Council  on  Mental  Health 
and  the  State  Association  committees  responsible  for  mental 
health  in  the  states  of  Florida,  Georgia,  Kentucky,  North 
Carolina,  South  Carolina,  and  Tennessee.  Co-sponsors  are 
the  Southern  Regional  Education  Board,  District  Branches  of 
the  American  Psychiatric  Association  and  the  State  Chapters 
of  the  American  Academy  of  Physicians  in  the  above  six  states. 

Acceptable  for  8 credit  hours  in  Category  1 for  the  Physician’s 
Recognition  Award  of  the  AMA  and  approved  for  8 prescribed 
hours  by  the  AAFP. 


Register  Now! 

AMA-Southeast  Regional  Mental  Health  Conference 
Marriott  Hotel  / Atlanta,  Georgia 
April  5-6,  1974 


Return  to:  Dept,  of  Mental  Health;  AMA;  535  N. 
Dearborn  St.;  Chicago,  III.  60610 

□ Yes. ..please  send  me  details  on  the  AMA-South- 
eastern  Regional  Mental  Health  Conference  in 
Atlanta,  April  5-6. 

□ Registration  fee  of  $25  enclosed.  (Make  check 
payable  to  AMA) 

□ I will  pay  at  conference. 

Name 

Address  


Affiliation 

City/State/Zip 


What’s  on  yoi 
patient’s  face 

may  be  more  important  than 
his  chief  complaint 


Patient  ET.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cry  osurgical  and 
electrosurgical 
procedures. 


Patient  ET.*  seen  on 
6/12/67, seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 


le  lesions  on  his  face 
; solar/actinic— 
called  "senile”  keratoses... 
d they  may  be  premalignant. 


; r,  actinic  or  senile  keratoses 

fusions  may  be  called  by  several  names,  but  they 
2 can  be  identified  by  the  following  characteris- 
I e typical  lesion  is  flat  or  slightly  elevated,  of  a 
i di  or  reddish  color,  papular,  dry,  rough,  adherent 
rply  defined.  They  commonly  occur  as  multiple 
chiefly  on  the  exposed  portions  of  the  skin. 

tence  of  therapy— 

•tivity  of  response 

veral  days  of  therapy  with  Efudex®  (fluorouracil), 
na  may  begin  to  appear  in  the  area  of  the  lesions; 
ction  usually  reaches  its  height  of  unsightliness 
comfort  within  two  weeks,  declining  after  dis- 
tation of  therapy.  This  reaction  occurs  in  affected 
iince  the  response  is  so  predictable,  lesions  that 
respond  should  be  biopsied. 

jptable  results 

ent  with  Efudex  provides  highly  favorable  cos- 
esults.  Incidence  of  scarring  is  low.  This  is  par- 
y important  with  multiple  facial  lesions.  Efudex 
be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivil' 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnane; 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi 
ately.  Apply  with  care  near  eyes,  nose  and  mouth.  Lesior; 
failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,hydroxypropyl  cellulose,  parabens  (methyj 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


<“> 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


lis  patient’s  lesions  were  resolved  with 

Efudex 

luorouracil/Roche 

5%cream/solution...a  Roche  exclusive 


EYES  RIGHT! 

.to  SOUTHERN  OPTICAL 


LOUISVILLE 


ST.  MATTHEWS 
NEW  ALBANY 
BOWLING  GREEN 
OWENSBORO 


Southern  Optical  Bldg.  — 640  S.  4th 
Contact  Lenses  — 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1 1 69  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
Medix  Bldg.  — Adj.  S.S.  Mary  & Elizabeth  Hosp. 
313  Wallace  Center  and  108  McArthur  Drive 
Professional  Arts  Bldg.,  1919  State  Street 
524  East  Main  Street 
Doctors  Bldg.,  1001  Center  Street 


Optijcd 


CHARGE  ACCOUNTS 

INVITED 
BankAmericard 
Master  Charge 


CONTINUOUSLY 

Since  1899 


LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Road  Mall  Office  Center 
, 400  Sherburn  Lane 

Telephone:  ( Area  Code  502 ) 895-5501 
Mailinq  Address:  P.O.  Box  20065,  Louisville,  Kentucky  40220 


Butisol 

(SODIUM  BUTABARBITAL) 


The  Rx  that  says 
“ “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect; 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non* 
cumulative  action:  begins  to  work  within  30  minutes. ..yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a “roller-coaster”  nor  a “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

‘Based  on  surveys  of  average  daily  prescription  costs. 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.d. 

- For  hypnosis,  50  mg.  to  100  mg. 

[CNEILI  Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc. 

■ — ' (alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 

/ ieil  Laboratories,  Inc.,  fort  Washington,  Pa.  19034  © mcn  1971  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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Banana-Flavored  Donnagel  PG 

re  civilized  solution  to  the  age-old  problem  of  diarrhea. 

P evolution  of  Donnagel4-  PG:  DonnagelPG 

. . . . . , , , , re  Donnagel  with  paregoric  equivalent. 

)hn  and  pectin  to  provide  demulcent-detoxicant  effects.  Each  30cc.  contains: 

ladonna  alkaloids  for  antispasmodic  benefits.  p^1." 142  g 

vdered  opium,  the  therapeutic  equivalent  of  paregoric— without  Hyoscyamine  sulfate ^ ^37  ,ng' 

unpleasant  taste-to  promote  the  production  of  formed  stools  and  hydrobromide.' ! ! ! i olooes  Zl 

>en  the  urge.  Powdered  opium,  USP 24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

da  delicious  banana  flavor  good  enough  for  the  most  discriminating  (warning:  may  be  habit  forming) 

-gg  Sodium  benzoate 

(preservative) 60.0  mg. 

together  in  the  evolutionary  discovery  that’s  the  best-tasting  way  Alcohol,  5% 

..  . (v  Available  on  oral  prescription  or  without  prescription 

lO  treat  acute,  non-speciric  diarrheas.  in  compliance  with  applicable  state  and  local  law. 

/FH-flOBINS 

»uit«y  of  Ringimg  Brothers &Bamum& Bailey  Combined  Shows,  inc  A H.  Robins  Company.  Richmond.  Virginia  23220 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  @ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  "coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide  7.5  mg. 


the  Robitussin® 
-Tract”  Formulation 
.Treats  Your  Patient’s 
Mual  Coughing  .< 

r.:  Op 


0°<P 


<8* 


, ov  $ 


c£'<& 


v-' 

USSIN®  • 

* 

USSIN  A-C®  • 

* 

* 

USSIN-DM®  • 

* 

USSIN-PE®  • 

* 

H CALMERS®  ■ 

■ 

m 

■ 

handy  chart  as  a guide  in  aelecting  the  formula  that  provides  the  benefits  you  want  for  your  patient. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


AHf^OBINS 

A.  H.  Robins  Company,  Richmond,  Virginia  23220 


It’s  time  for  action  to  defend  the  lai 
and  regulations  that  protect  your 
patients  against  drug  substitution 

These  professional  and  trade  organizations  are  uni 
in  supporting  antisubstitution  statutes  and  regulat 


The  American  Academy  of  Derrm 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 
The  American  College  of  Allergist 

The  Executive  Committee  of  the 
American  College  of  Obstetrician 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 


The  Board  of  Trustees  of  the 
American  Dental  Association 


The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Assc 
The  Executive  Committee  of  tl 


National  Association  of  Retail 
Druggists 
The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggist 
Association 


I- 
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I,  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
rm  the  support  of  the  participat- 
ganizations  for  the  laws,  regula- 

and  professional  trad  it  ions  which 
bit  the  unauthorized  substitution 
jg  products. 

Traditionally,  physicians,  den- 
jnd  pharmacists  have  worked 
aratively  to  serve  the  best  inter- 
; )f  patients.  Productive  coopera- 
las  been  achieved  through 
s al  respect  as  well  as  a common 
. am  for  the  ideals  of  public 
: :e.  This  mutual  respect  has  been 
;ted,  in  part,  by  joint  support 
11  the  years  for  the  adoption  and 
cement  of  laws  and  regulations 
ifically  prohibiting  unauthorized 
titution  and  encouraging  joint 
ussion  and  selection  of  the 
,:e  of  supply  of  drug  products, 
i )asic  principles  of  medical,  den- 
ld  pharmacy  practice  are  thus 
ed  and  preserved  in  the  interest 
scftient  welfare. 

' The  antisubstitution  laws  have 
bstructed  enhancement  of  the 
jssional  status  of  pharmacy  any 
3 than  they  have  in  and  of  them- 
; ;s  guaranteed  absolute  protec- 
from  unsafe  drugs,  or  freed 
5tiicians,  dentists  and  pharmacists 
their  responsibilities  to  patients, 
practical  matter,  however,  such 
and  regulations  encourage  inter- 
essional  communications  regard- 
ing product  selection  and  assure 
i profession  the  opportunity  to 
cise  fully  its  expertise  in  drug 
>e,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
rged  to  increase  the  frequency 
regularity  of  their  contacts  with 
'macists  in  selection  of  quality 
l products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 

Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
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!5  mg.,  0.05  mg..  0.1  mg., 
mg , 0.5  mg.,  scored  and 
* 100,  500.  and  1000. 
jphilized  active  ingredient 
U.S.P.,  in  10ml.  single-dose 
Sodium  Chloride  Injection, 


Synthn  >id-l4 


FLINT  LABORATOR 


DIVISION  OF  TRAVtNOL  LABORATORY.  INC 


Deerfield.  lllinoHHHHB 


Supplied:  Tablets: 
0.15  mg..  0.2  mg. 
color-coded  in  bottles 
Injection:  500  meg  I 
and  10  mg.  of  Mannitol 
vial,  with  5 ml.  vial  of 
U.S.P.as  a diluent. 


5 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 

high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  coli , Klebsiella-Enterobacter,  Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


prescribing,  please  consult  complete  product 
lation,  a summary  of  which  follows: 
tions:  Chronic  urinary  tract  infections  (primarily 
lephritis,  pyelitis  and  cystitis)  due  to  susceptible 
sms  (usually  E.  coli,  Klebsiella-Enterobacter „ 
is  mirabilis,  and,  less  frequently,  indole-positive 
is  species). 

The  increasing  frequency  of  resistant  organisms 
he  usefulness  of  antibacterials,  especially  in 
c and  recurrent  urinary  tract  infections, 
vindications:  Hypersensitivity  to  trimethoprim 
onamides;  pregnancy;  nursing  mothers, 
ngs:  Deaths  from  hypersensitivity  reactions, 
ilocytosis,  aplastic  anemia  and  other  blood  dys- 
. have  been  associated  with  sulfonamides.  Expe- 
with  trimethoprim  is  much  more  limited  but 
onal  interference  with  hematopoiesis  has  been 
ed  as  well  as  an  increased  incidence  of  throm- 
iia  in  elderly  patients  on  diuretics,  primarily 
Jes.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
igns  of  serious  blood  disorders.  Frequent  CBC's 
commended;  therapy  should  be  discontinued 
nificantly  reduced  count  of  any  formed  blood 
nt  is  noted.  Data  are  insufficient  to  recommend 
infants  and  children  under  12. 
utions:  Use  cautiously  in  patients  with  impaired 
or  hepatic  function,  possible  folate  deficiency, 

/ or  bronchial  asthma;  and  in  those  with  glucose- 
sphate  dehydrogenase  deficiency,  where  he- 
is  may  occur.  During  therapy,  maintain  adequate 
ntake  and  perform  frequent  urinalyses,  with 
il  microscopic  examination,  and  renal  function 
particularly  where  there  is  impaired  renal 
on. 

se  Reactions:  All  major  reactions  to  sulfona- 
and  trimethoprim  are  included,  even  if  not 
ted  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
aplastic  anemia,  megaloblastic  anemia,  throm- 
lia,  leukopenia,  hemolytic  anemia,  purpura, 
Hothrombinemia  and  methemoglobinemia. 
ic  reactions:  Erythema  multiforme,  Stevens- 
on syndrome,  generalized  skin  eruptions, epider- 
scrolysis,  urticaria,  serum  sickness,  pruritus, 
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of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 
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Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


I 


*j 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation  ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings : Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication;  abrupt  withdrawal 
be  associated  with  temporary  in 
crease  in  frequency  and/or  sev( 
of  seizures.  Advise  against  sirml 
taneous  ingestion  of  alcohol  am* 
other  CNS  depressants.  Withdr;  4 
symptoms  (similar  to  those  witl  f 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  disc( 
tinuance  (convulsions,  tremor, : 
dominal  andmusclecramps,von 
and  sweating).  Keep  addiction-; 
individuals  under  careful  surve 
lance  because  of  their  predispofl 
to  habituation  and  dependence,  il 
pregnancy,  lactation  or  women  , , 
childbearing  age,  weigh  potentiaj  .\ 
benefit  against  possible  hazard.  T 


hen  you  determine  that  the 
e>ressive  symptoms  are  associated 
ih  or  secondary  to  predominant 
^niety  in  the  psychoneurotic 

Jient,  consider  Valium  (diazepam) 
ddition  to  reassurance  and 
nseling,  for  the  psychotherapeutic 

(port  it  provides.  As  anxiety  is 
wed,  the  depressive  symptoms 
rable  to  it  are  also  often  relieved 
educed. 

The  beneficial  effect  of  Valium  is 
ually  pronounced  and  rapid, 
rprovement  generally  becomes 
^dent  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


j 


] ecautions:  If  combined  with 
p syehotropics  or  anticonvul- 
•onsider  carefully  pharma- 
of  agents  employed;  drugs 
fc;  phenothiazines,  narcotics, 

( irates,  MAO  inhibitors  and 
t ntidepressants  may  poten- 

(s  action.  Usual  precautions 
ed  in  patients  severely  de- 
I,  or  with  latent  depression, 

|j  suicidal  tendencies.  Observe 
irecautions  in  impaired  renal 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  N J 07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


(diazepam) 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported;  should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 
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TOPIC:  PATHOGENESIS  AND  MANAGEMENT  OF  RHEUMATIC  DISEASES 

This  symposium  emphasizes  pathogenesis  and  management  of  various  rheumatic 
diseases.  Topics  will  include  osteoarthritis,  extra-articular  complications  of  rheuma- 
toid arthritis,  systemic  lupus  erythematosus,  gout  and  pseudogout,  ankylosing  spondy- 
litis and  seronegative  arthritides,  such  as  psoriatic  arthropathy  and  Reiter’s  syndrome. 
Panel  discussions  with  audience  participation  on  diagnostic  and  therapeutic  problems 
will  conclude  the  morning  and  afternoon  sessions. 


PROGRAM  DIRECTOR:  DAVID  H.  NEUSTADT,  M.D. 
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12th  ROBERT  N.  McLEOD,  JR.,  500  Bourne  Ave.,  Somerset  42501  (606)  678-8155  1974 

13th  J.  WESLEY  JOHNSON,  2301  Lexington  Ave.,  Ashland  41101  (606)  325-1 151  1976 

14th  BALLARD  W.  CASSADY,  Pikeville  Med.  Bldg.,  Pikeville  41501  (606)  437-6698  ..1974 


15th  HAROLD  L.  BUSHEY,  406  Knox  St.,  Box  770,  Barbourville  40906  (606)  546-3024  1975 


BUYERS  GUIDE 

MARCH  BUYERS  GUIDE  FOR  JOURNAL  OF  KMA  1974 


Abbott  Laboratories  125 

Burroughs  Wellcome  Company  160 

Dorsey  Laboratories  121 

Flint  Laboratories  166-167 

General  Leasing  Corporation  170 

Hospital  Corporation  of  America  162 

Kentucky  Arthritis  Foundation  116 

Lilly,  Eli  and  Company  128 

Marion  Laboratories  168-169 

McNeil  Laboratories  124 


Medical  Protective  Company  172 

Pharmaceutical  Manufacturers  Association  126-127 

Poythress,  Wm.  P.,  Company  163 

Roche  Laboratories  114-115,  164-165,  173-174 

Searle  Laboratories  158-159 

Smith  Kline  A French  Laboratories  157 

Southern  Optical  Company  172 

U.S.  Air  Force  . , 123 

Vick  Chemical  Company  :. . . 171 
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MESSAGE 
FROM  THE 
PRESIDENT 


AMA- KMA— What  Do  They  Do  For  You? 

HAVING  been  active  in  KMA  activities  for  some  time,  I have  long  been  im- 
pressed by  our  physical  plant,  our  most  capable  staff,  and  our  efficient  op- 
eration, to  say  nothing  of  the  vast  amount  of  committee  work  which  goes 
on  all  year  for  the  benefit  of  all  physicians.  Recently,  I had  the  opportunity  to 
tour  AMA  Headquarters  and  to  sit  in  on  a meeting  of  the  AMA  Board  of 
Trustees.  I was  impressed  with  both — perhaps  awed  by  the  vast  operation  of  AMA, 
(to  say  nothing  of  the  unbelievable  number  of  services  available  for  AMA  mem- 
bers), the  physical  plant,  and  the  number  of  employees.  If  only  each  physician 
would  tour  KMA  Headquarters  and  AMA  Headquarters  to  observe  the  day-to- 
day  operation  grinding  out  benefits  not  only  for  each  of  us,  but  for  the  general 
public,  then  we  would  no  longer  hear  “what  has  organized  medicine  done  for  me?” 
One  only  needs  to  review  recent  events  to  become  aware  that  organized  medicine 
quietly  and  unoffendingly  does,  in  fact,  represent  each  physician  in  all  levels  and 
all  fields — and  for  those  services  we  reap  great  benefit  and  pay  relatively  little. 
What  are  some  of  those  recent  events? 

AMA 

1.  Threatened  suit  against  Secretary  of  HEW  Weinberger  to  prevent  preadmission  certifica- 
tion for  Medicare  and  Medicaid  patients.  The  Secretary  has  since  withdrawn  this  directive. 

2.  Sued  the  Cost  of  Living  Council  seeking  permanent  injunction  against  discriminatory 
Phase  IV  regulations. 

3.  Offered  to  join  component  state  societies  in  suits  to  have  set  aside  undesirable  area 
designations  of  PSRO. 

4.  Presented  testimony  requesting  exemption  for  physicians  from  gasoline  rationing  con- 
tingency plan. 

5.  Met  with  President  Nixon  to  oppose  pre-certification  requirement. 

KMA 

1.  Communicated  twice  with  HEW  and  our  Congressional  delegation  opposing  preadmission 
certification  requirements  ( Title  XVIII  and  Title  XIX). 

2.  Presented  testimony  to  the  Cost  of  Living  Council  and  contacted  our  Congressional 
delegation  requesting  elimination  of  physician  fee  controls  under  Phase  IV. 

3.  Petitioned  the  governments  in  Washington  and  Frankfort  to  allow  sufficient  gasoline 
for  physicians  in  the  event  of  gasoline  rationing. 

4.  Instituted  a survey  of  the  U.S.  Congressmen  from  Kentucky  of  viability  of  PSRO 
repeal  efforts. 

5.  Working  virtually  daily  in  Frankfort  on  current  legislative  proposals  and  making  a 
concerted  effort  to  revamp  and  improve  the  Medicaid  program. 

Without  AMA  and  KMA  where  would  we  turn  for  organized  efforts? 

Fred  C.  Rainey,  M.D. 


MATERNAL  MORTALITY 


From  the  Files  of  the  KMA  Maternal 
Mortality  Study  Committee 


— Edited  by  John  W.  Greene,  Jr.,  M.D. 


THIS  31-year-old  married  Oriental  gravida 
I,  para  O last  menstural  period  was  De- 
cember 5,  1971.  The  patient  was  found 
to  have  a pelvic  mass  on  routine  obstetrical 
evaluation  at  13  weeks  gestation.  X-ray  exami- 
nation of  abdomen  showed  displacement  of 
sigmoid  colon. 

An  exploratory  laparatomy  was  done  March 
14,  1972  (at  14  weeks  gestation)  and  bilateral 
ovarian  masses  were  found.  The  right  ovarian 
mass  was  10-12  cm  in  diameter  with  the  left 
mass  measuring  6-7  cm.  A pathology  diagnosis 
of  mucin  producing  papillary  cystadenocarcino- 
ma  was  made  following  bilateral  salpingo- 
oophorectomy. 

Before  surgery  both  the  patient  and  her 
husband  made  it  quite  clear  that  they  did  not 
want  the  pregnancy  sacrificed. 

Chemotherapy  was  started  March  19,  1972, 
five  days  following  surgery,  with  50  mg  of 
Alkeran  being  given  in  equal  doses  of 
10  mg  X 5 days.  A second  course  of  Alkeran 
was  started  April  10,  1972,  with  a third  course 
started  April  27,  1972.  A fourth  course  of 
Alkeran  was  started  May  22,  1972.  The  patient 
had  no  response  to  her  Alkeran  therapy  and 
had  a progressively  deteriorating  course  over 
the  next  two  months.  She  was  readmitted  to  the 
hospital  June  28,  1972  in  a mentally  confused 
state  and  in  liver  failure.  The  patient  became 
comatose  July  1,  1972  and  expired  July  7, 
1972.  No  autopsy  was  performed.  The  cause 
of  death,  metastatic  spread  papillary  cystadeno- 


carcinoma.  Pregnancy  undelivered. 

Comments 

The  Committee  felt  that  this  was  an  indirect 
obstetric  death  with  no  preventable  factors.  In 
the  discussion  the  patient  had  been  examined, 
and  felt  to  have  a normal  pelvic  examination 
approximately  four  weeks  before  the  discovery 
of  the  mass.  In  four  weeks  time  the  mass  had 
grown  from  a size  with  which  it  was  not  palpa- 
ble to  one  that  was  compatible  with  approxi- 
mately 20  weeks  gestation.  The  tumor  was 
widespread  when  surgery  was  performed,  and 
total  resection  was  impossible. 

The  only  debatable  point  in  the  management 
of  this  case  is  the  decision  of  the  attending 
physician  to  leave  the  pregnancy  and  uterus  in 
situ.  This  was  in  accord  with  the  husband  and 
the  patient’s  wishes  even  though  they  had  been 
advised  that  this  tumor  could  be  malignant  be- 
fore the  surgery  was  performed.  It  was  felt  that 
leaving  the  uterus  in  no  way  interfered  with  the 
therapy  of  the  patient  subsequent  to  surgery 
since  chemotherapy  was  initiated.  A search  of 
the  literature  by  the  physicians  in  attendance 
did  not  reveal  any  reported  cases  of  direct  fetal 
malformation  subsequent  to  Alkeran  therapy. 
Unfortunately,  the  patient’s  malignancy  was 
resistant  to  the  Alkeran  therapy  and  she  had  a 
rapidly  deteriorating  course,  which  resulted  in 
her  death  only  three  months  after  the  initial 
diagnosis. 
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Triaminic*  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

When  an  antitussive  is  also  desired,  the  same  formulation  plus  1 0 mg.  codeine  phosphate  is  available 

as  Triaminic  Expectorant  with  Codeine.  (A  Schedule  V Controlled  Substance.) 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/ Division  of  Sandoz-Wander,  Inc./ Lincoln,  Nebraska  68501 


BO-SB 


POSTGRADUATE  OPPORTUNITIES 


IN  KENTUCKY 

MARCH 

20-21  Symposium  on  Cardiovascular  Diseases,  Heart 
Association  of  Louisville  and  Jefferson  Coun- 
ty, Stouffer’s  Inn,  Louisville 

26- 27  Colposcopy  Seminar*,  University  of  Kentucky 

Medical  Center;  Registration:  $200;  Lexington 

APRIL 

4 Annual  Spring  Conference,  “Recent  Advances 
in  the  Management  of  Pulmonary  Diseases,” 
Lexington  Clinic  and  Lexington  Clinic  Foun- 
dation, Lexington. 

5 “A  Current  Evaluation  of  an  Old  Problem: 
Diabetes  Mellitus”*,  University  of  Kentucky 
Medical  Center;  Registration:  $15;  Lexington 

22-23  Practice  Management  Workshop  for  New 
Physicians.  Registration,  $35  for  KMA  mem- 
bers and  $60  for  non-members.  KMA  Head- 
quarters Office,  Louisville. 

MAY 

1-2  Annual  Meeting,  Kentucky  ENT  Society,  Ra- 
mada  Inn/Bluegrass  Convention  Center,  Louis- 
ville. 

1-3  Symposium  on  Bone  and  Joint  Radiology*, 
University  of  Kentucky  Medical  Center,  Lex- 
ington 

9 Postgraduate  Symposium  on  Rheumatic  Dis- 
eases (10th  Annual),  Health  Sciences  Center, 
University  of  Louisville  School  of  Medicine, 
Louisville 

15-18  Annual  Assembly,  Kentucky  Academy  of  Fami- 
ly Physicians,  Ramada  Inn/Bluegrass  Conven- 
tion Center,  Louisville. 

27- 31  “Practical  Therapeutics  in  Internal  Medi- 

cine”*, University  of  Kentucky  Medical  Cen- 
ter, Co-sponsored  by  American  College  of 
Physicians,  Lexington 

30- 31  Emergency  Health  Care  Seminar,  Ramada 

Inn/Bluegrass  Convention  Center,  Louisville 

31- June  1 Fourth  Biennial  Symposium,  “Cancer  in 

Women,”  and  Annual  Meeting  of  Kentucky 
Obstetrical  and  Gynecological  Society,  Galt 
House,  Louisville 


*For  further  information  contact  Ronald  D.  Hamil- 
ton, M.D.,  Director,  Continuing  Education,  College 
of  Medicine,  University  of  Kentucky,  Lexington  40506 


IN  SURROUNDING  STATES 


1-3 


5-6 


APRIL 


AMA  Third  National  Congress  on  the  Quality 
of  Life,  Marriott  Motor  Hotel,  Chicago. 


AMA-Southeast  Regional  Mental  Health  Con- 
ference, Marriott  Hotel,  Atlanta. 


22-25  Spring  Session,  American  Academy  of  Pedi- 
atrics, Bal  Harbour,  Fla. 


29-May  2 Clinical  Meeting,  American  College  of 
Obstetricians  and  Gynecologists,  Las  Vegas 


I 
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SCHEDULE  OF  UPCOMING  PROGRAMS  ON 
NETWORK  FOR  CONTINUING 
MEDICAL  EDUCATION 

(For  listing  of  stations,  see  October  issue,  page  676) 


March  1 1 -March  24 

THE  BREAST  EXAMINATION,  Angelo  J.  De- 
Palo,  M.D.,  Assistant  Attending  Surgeon,  Memorial 
Hospital  for  Cancer  and  Allied  Diseases,  New  York 
City. 

IS  IT  SINUSITIS?  Melvin  E.  Sigel,  M.D.,  Clinical 
Associate  Professor  of  Otolaryngology,  University  of 
Minnesota  Medical  School,  Minneapolis. 

AN  EFFECTIVE  WAY  TO  CONTROL  PSORIASIS, 
Paul  Lazar,  M.D.,  Associate  Professor  of  Derma- 
tology, Northwestern  University;  Chairman  of  the 
Audio-Visual  Committee  at  the  American  Academy 
of  Dermatology;  and  Chairman  of  the  AMA  Task 
Force  on  Cosmetics,  Evanston,  111. 

March  25-April  7 

ALOPECIA  IN  DIAGNOSIS,  Norman  Orentreich, 
M.D.,  Clinical  Associate  Professor  of  Dermatology 
and  Syphilology,  New  York  University  School  of 
Medicine,  New  York  City. 

THE  MEDICAL  MANAGEMENT  OF  METAS- 
TATIC BREAST  CANCER,  Justin  J.  Stein,  M.D., 
Professor  of  Radiology  and  President  of  the  Ameri- 
can Cancer  Society,  University  of  California,  Los 
Angeles. 

THE  DIFFERENTIAL  DIAGNOSIS  OF  SYSTEM- 
IC LUPUS  ERYTHEMATOSUS,  Naomi  F.  Roth- 
field,  M.D.,  Professor  of  Medicine  and  Chief,  Arthri- 
tis Division  at  the  University  of  Connecticut  School 
of  Medicine,  Farmington,  Conn. 
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Jr  Force  Medicine 


*ou  can  as  a United  States 
i.ir  Force  Officer! 


lition  to  the  excellent  salary,  a very  comprehensive  benefits 
{id  the  full  scope  to  practice  your  specialty,  the  Air  Force 
:you  the  position  and  prestige  due  your  profession.  Weigh 
:nfinement  of  your  present  practice  against  the  travel 
I'ofessional  freedom  you’ll  enjoy  as  a commissioned 
•.  If  you’re  a fully  qualified  physician,  osteo- 
i physician,  dentist,  veterinarian  or  optometrist, 
worth  a few  minutes  of  your  time  to  investigate 
iportunities  your  United  States  Air  Force  can 
1 to  you?  You  may  find  your  private  practice  in 
r Force. 

all  the  facts  on  Air  Force 
Ith  Care  opportunities 
se  mail  in  the  coupon 


ir  Force  Opportunities 
ox155 

antoul,  Illinois  61866 


ease  send  me  more  information.  I understand  there  is 
d obligation. 


ime 


(IULD  YOU  1AKE 
Dl  DAYS  VACATION 
/EAR  AWAY  FROM 
IMJR  PRESENT  PRACTICE? 


BUTISOL  Sodium  saves  your  patients  money: 
costs  less  than  half  as  much  as  most  commonly  prescr 
sedative  tranquilizers.* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pa- 
just  a little  slower.  Its  gentle  daytime  sedative  action  is 
all  that's  needed  to  help  the  usually  well-adjusted  patie 
cope  with  temporary  stress. 

’Based  on  surveys  of  average  daily  prescription  costs. 


BUTISOL  Sodium  provides  highly  predictable  sedative 

minor  dosage  adjustments  are  usually  all  that’s  needec 
produce  the  desired  degree  of  sedation.  (With  3 dosagi 
and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  no 
cumulative  action:  begins  to  work  within  30  minutes., 
because  of  its  intermediate  rate  of  metabolism,  genera 
neither  a "roller-coaster”  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  li 
of  unexpected  reactions. 


Butiisol 

(SODIUM  BUTABARBITAL) 


I Me  NEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  © mcn  1971 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  i 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  dir  I 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  c I 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  exces:* 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  de  tj 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  n 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  d 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  II 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 
Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q .. 
For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  p 3 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


acidyl 

HCHLORVYNOL) 

ief  Summary 

cations— Placidyl  (ethchlorvynol)  is  indicated 
hort-term  hypnotic  therapy  in  the  management 
tsomnia. 

traindlcatlons— Drug  hypersensitivity  and  por- 
ia. 

nlngs— Not  recommended  during  the  first  and 
>nd  trimester  of  pregnancy.  Caution  patients 
oossible  combined  exaggerated  effects  with 
hoi,  barbiturates,  tranquilizers  or  other  CNS 
■essants.  Exaggerated  effects  might  result  in 
ring  of  vision,  paralysis  of  accommodation  and 
ound  hypnosis.  Caution  patients  concerning 
ing  a motor  vehicle,  operating  machinery,  or 
»r  hazardous  operations  requiring  alertness  af- 
taking  the  drug.  ADMINISTER  WITH  CAUTION 
PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
NOT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
PG-  Adjustment  of  the  dosage  of  oral  anticoag- 
Tts  might  be  necessary  when  beginning  ethchlor- 
ol  therapy,  during  therapy,  or  after  stopping 
apy.  This  drug  is  not  recommended  for  use  in 
dren.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
: DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
It'S  I CAL  DEPENDENCE.  INSTANCES  OF  SE- 
1E  WITHDRAWAL  SYMPTOMS,  INCLUDING 
NVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
R TO  THOSE  SEEN  WITH  BARBITURATES, 
/ E BEEN  REPORTED  IN  PATIENTS  TAKING 
3ULAR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
ER  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
DDENLY  DISCONTINUED.  PROLONGED  AD- 
\IISTRATION  OF  THE  DRUG  IS  NOT  RECOM- 
NDED.  Addiction-prone  patients  or  those  who 
likely  to  increase  dosages  of  the  drug  on  their 
t initiative  should  be  observed  for  evidence  of 
ns  or  symptoms  which  may  indicate  possible 
ly  withdrawal  or  abstinence  symptoms.  Signs 
1 symptoms  associated  with  withdrawal  and  ab- 
lence  include  unusual  anxiety,  tremor,  ataxia, 
rring  of  speech,  memory  loss,  perceptual  dis- 
tions,  irritability,  agitation  and  delirium.  Other 
s well  defined  signs  and  symptoms,  not  neces- 
ily  due  to  withdrawal  and  abstinence,  may  in- 
de  anorexia,  nausea  or  vomiting,  weakness, 
ziness,  sweating,  muscle  twitching  and  weight 
s.  Abrupt  discontinuance  of  Placidyl  following 
ilonged  overdosage  may  result  in  convulsions 
p delirium. 

jcautions— Toxic  amblyopia  has  been  reported 
h long-term  continuous  use  of  ethchlorvynol. 
rmanent  visual  defects  have  been  observed,  al- 
rugh  amblyopia  has  improved  after  discontinua- 
n of  the  drug.  Drug  dosage  should  be  limited 
elderly  and  debilitated  patients  to  the  smallest 
ective  amount.  If  pain  is  present,  this  drug 
ould  only  be  given  if  insomnia  persists  after 
in  is  controlled  with  analgesics.  Caution  is  ad- 
red  in  prescribing  the  drug  for  patients  who  are 
ing  treated  with  either  MAO  inhibitors  or  anti- 
pressants.  Transient  delirium  has  been  reported 
th  the  combination  of  Placidyl  and  amitryptyline. 
ug  dosage  should  be  reduced  if  prescribed  for 
tients  receiving  MAO  inhibitors  or  antidepres- 
nts.  Caution  should  be  exercised  in  patients 
th  impaired  hepatic  or  renal  function.  Patients 
to  respond  unpredictably  to  barbiturates  or  alco- 
>1,  or  who  exhibit  excitement  and  release  of  inhi- 
tion  in  association  with  such  agents,  may  also 
act  in  this  way  to  Placidyl.  Rarely,  patients  may 
hibit  symptoms  suggestive  of  an  unusual  sus- 
rptibility  to  the  drug;  such  as  prolonged  hypnosis, 
ofound  muscular  weakness,  excitement,  hysteria, 
syncope  without  marked  hypotension.  Transient 
ddiness  or  ataxia  may  occur. 

Jverse  Reactions— Hypotension,  nausea  or  vom- 
ng,  gastric  upset,  aftertaste,  blurring  of  vision, 
zziness,  facial  numbness,  and  allergic  reaction 
pified  by  urticaria  have  been  reported  following 
acidyl  administration.  Mild  ''hangover"  and  symp- 
ms  of  mild  excitation  have  occurred  in  some 
tients.  There  have  been  rare  reports  of  cholestatic 
undice  occurring  in  patients  taking  ethchlorvynol. 
few  cases  of  thrombocytopenia  have  been  re- 
irted  in  patients  receiving  ethchlorvynol.  304431 


Give  us  his  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  him 
a good  night’s  sleep. 

Insomnia  may  often  accompany  surgical 
convalescence.  During  those  long  nights  following 
surgery,  sleep  can  be  as  elusive  as  it  is  vital. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years. 

Placidyl®  @ 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


\ 


It’s  time  for  action  to  defend  the  tau 
and  regulations  that  protect  your 
patients  against  drug  substitution . 


These  professional  and  trade  organizations  are  unite 


in  supporting  antisubstitution  statutes  and  regulatio 


The  American  Academy  of  Dermatc 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 
The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 
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The  Board  of  Trustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associ 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 
The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


1 1 Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
firm  the  support  of  the  participat- 
l[  irganizations  for  the  laws,  regula- 

,,  ;andprofessionaltraditions which 

ibit  the  unauthorized  substitution 
ug  products. 

Traditionally,  physicians,  den- 
and  pharmacists  have  worked 
)eratively  to  serve  the  best  inter- 
of  patients.  Productive  coopera- 
has  been  achieved  through 
ual  respect  as  well  as  a common 
. ;ern  for  the  ideals  of  public 

: ice.  This  mutual  respect  has  been 

jcted,  in  part,  by  joint  support 
$ ' the  years  for  the  adoption  and 
ircement  of  laws  and  regulations 
cifically  prohibiting  unauthorized 
stitution  and  encouraging  joint 
ussion  and  selection  of  the 
rce  of  supply  of  drug  products, 
basic  principles  of  medical,  den- 
ind  pharmacy  practice  are  thus 
zed  and  preserved  in  the  interest 
ci  [atient  welfare. 

The  antisubstitution  laws  have 
obstructed  enhancement  of  the 
fessional  status  of  pharmacy  any 
-e  than  they  have  in  and  of  them- 
nes  guaranteed  absolute  protec- 
ii  from  unsafe  drugs,  or  freed 
'sicians,  dentists  and  pharmacists 
n their  responsibilities  to  patients, 
a practical  matter,  however,  such 
I s and  regulations  encourage  inter- 
fessional  communications  regard- 
drug  product  selection  and  assure 
:h  profession  the  opportunity  to 
ircise  fully  its  expertise  in  drug 
ige,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
; urged  to  increase  the  frequency 
i j regularity  of  their  contacts  with 
qrmacists  in  selection  of  quality 
jg  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 

Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator . 


Pharmaceutical  Manufacturers  Association 
1 1 55  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 
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Pararenal  Pseudocysts  as  a Result  of  Pelvic 

Surgeryt 

Harold  J.  Schupbach,  M.D.  and  Irvin  Bensman,  M.D. 

Owensboro,  Kentucky 


The  case  reported  cites  an  instance  of 
pararenal  pseudocyst  which  followed 
pelvic  surgery  and  is  believed  to  have 
resulted  from  injury  to  the  distal  ureter. 

Retroperitoneal  extravasation  of  urine  with 
the  resultant  formation  of  a pseudocyst 
in  the  region  of  the  kidney  has  been 
described  as  a complication  of  external  trauma 
or  as  a result  of  urological  intervention,  par- 
ticularly pyelolithotomy  and  other  procedures 
performed  upon  the  renal  pelvis  and  upper 
ureter. 

The  following  case  report  cites  an  instance 
of  pararenal  pseudocyst  which  followed  pelvic 
surgery  and  is  believed  to  have  been  the  result 
of  inadvertent  injury  to  the  distal  ureter. 

Case  Report 

A 23-year-old  housewife  underwent  a hy- 
sterectomy, bilateral  salpingo-oophorectomy, 
and  appendectomy  for  retroversion  and  dy- 
spareunia.  She  experienced  a stormy  postop- 
erative course  with  fever,  malaise,  abdominal 
swelling,  and  distention.  On  the  seventh  post- 
operative day,  a left  pleural  effusion  was  noted 
(Fig.  1.)  Aspiration  of  the  effusion  disclosed 
many  pus  cells  but  no  bacterial  growth  oc- 
curred. She  had  received  2 gm  of  tetracycline 
per  day  from  the  time  of  surgery  up  until  the 

t From  the  Departments  of  Internal  Medicine  and 
Urology,  Owensboro-Daviess  County  Hospital, 
Owensboro 


time  of  occurrence  of  the  pleural  effusion.  She 
was  then  given  carbenicillin  in  a dose  of  30  gm 
a day  and  200  mg  a day  of  colistin  with  gradual 
recovery  and  clearing  of  the  effusion  and  slow 
subsidence  of  abdominal  swelling  and  disten- 
tion. 

She  returned  for  follow-up  evaluation  of 
her  pulmonary  status  35  days  after  operation 


Figure  1 
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Figure  2 


and  complained  at  the  time  of  left  flank  pain. 
The  lungs  were  now  clear  but  a large  left 
abdominal  mass  was  noted  extending  medially 
to  the  midline  and  inferiorly  to  the  iliac  crest. 
An  intravenous  urogram  was  obtained  which 
showed  normal  renal  function  and  architecture 
on  the  right.  Faint  dye  output  and  apparent 
hydronephrosis  were  present  on  the  left  (Fig. 
2)  Retrograde  catheterization  was  then  per- 
formed with  the  finding  of  a complete  ob- 
struction of  the  left  ureter  10  cm  above  the 
ureterovesical  junction  (Fig.  3). 

Forty-one  days  following  the  initial  surgery, 
a left  flank  exploration  was  undertaken.  Upon 
entering  the  retroperitoneal  space,  a large  mass 
was  found  occupying  the  entire  area  and  was 
adherent  to  the  peritoneum  anteriorly  and  to 
the  abdominal  wall  posteriorly.  During  manipu- 
lation, the  mass  accidentally  ruptured  and  ap- 
proximately 500  cc  of  clear  fluid  drained.  The 
cystic  mass  and  kidney  were  then  removed. 

Tissue  submitted  for  pathological  study  con- 
sisted of  the  left  kidney,  attached  cyst,  and  a 
portion  of  the  ureter.  The  cyst  wall  Was  com- 
posed of  thick  fibrous,  hemorrhagic  granula- 
tion and  inflammatory  tissue  and  showed  no 


evidence  of  a serosal  lining  (Fig.  4).  The  actual 
communication  between  cyst  wall  and  ureter 
was  not  demonstrated.  Microscopic  sections  of 
the  kidney  showed  normal  appearing  glomeruli, 
tubules,  and  vessels.  There  was  some  scarring 
and  chronic  inflammation  in  the  area  of  the 
renal  pelvis.  Sections  of  the  ureter  showed  some 
thickening  of  the  wall  and  absence  of  epitheli- 
um in  some  areas. 


Comment 

Confusion  as  to  the  origin  of  the  fluid  con- 
taining tumefactions  adjacent  to  the  kidney  is 
commonplace.  This  confusion  stems  in  part 
from  the  rarity  of  such  disorders.  It  is  also 
derived  from  the  failure  to  differentiate  his- 
tologically true  cystic  structures  from  those  not 
actually  possessing  a secretory  lining  and  lastly 
may  result  from  terminology  that  fails  to  es- 
tablish the  anatomical  location  of  the  cystic 
mass  in  relation  to  the  kidney.  Sauls  and  Nes- 
bit1  have  clarified  and  separated  the  entity 
resulting  from  urinary  extravasation  by  ap- 
propriate descriptive  terminology.  Their  des- 
ignation “pararenal  pseudocyst”  describes  an 
abnormal  swelling  in  the  vicinity  of  the  renal 
structure  having  the  superficial  appearance  of 


Figure  3 
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Figure  4 


cyst  but  lacking  an  internal  secretory  or  epi- 
thelial membrane.  Such  cyst-like  structures  ap- 
pear to  result  from  extravasation  of  urine  from 
the  kidney,  renal  pelvis  or  ureter.  The  usual 
course  of  events  following  urinary  extravasation 
is  resorption  but  if  sufficient  loculation  should 
occur,  tissue  inflammatory  reaction  may  result 
in  a fibrous  cyst-like  structure  surrounding  the 
accumulation  of  urine.  The  most  common  cause 
of  such  urinary  extravasation  is  trauma  such 
as  pyelotomy,  ureterotomy,  or  external  trauma 
resulting  in  tears  or  avulsion  of  the  kidney, 
pelvis,  or  ureter.2  In  such  instances,  urinary 
extravasation  and  probably  some  measure  of 
obstruction  (perhaps  due  to  clots)  result  in  suf- 
ficient leakage  to  produce  a localized  accumu- 
lation of  urine  about  which  tissue  reaction 
forms  a sac-like  pseudocyst. 

The  occurrence  of  ureteral  injury  during 


pelvic  surgery  is  well  known.  The  usual  con- 
sequences, unless  promptly  recognized,  are 
either  hydronephrosis  and  the  destruction  of 
the  kidney  or  the  formation  of  a uretero-vaginal 
fistula.3 

Spriggs4  in  his  discourse  on  Perinephric 
Cysts  attributes  obstruction  as  a cause  of  peri- 
nephric extravasation  of  urine  and  states  that 
“a  blood  clot  in  the  pelvis  or  ureter,  or  cicatri- 
cial ureteric  stenosis,  prevents  the  urine  se- 
creted by  the  kidney  from  descending  by  the 
natural  passage,  and  the  raised  urinary  pres- 
sure forces  urine  through  a rent,  . . .”  Such  an 
event,  apparently  extravasation  of  urine  from 
the  ureter  as  a result  of  increased  hydrostatic 
pressure  secondary  to  ureteral  obstruction, 
would  seem  to  be  the  mechanism  in  the  present 
case.  This  must  be  an  exceedingly  uncommon 
occurrence  but  it  should  be  considered  a possi- 
ble consequence  of  ureteral  injury  complicating 
pelvic  surgery. 

It  is  probable  that  the  pleural  effusion  oc- 
curring in  the  present  case  was  directly  related 
to  the  infradiaphragmatic  inflammatory  proc- 
ess. If  its  significance  had  been  suspected  earli- 
er, this  might  have  led  to  earlier  urologic  in- 
vestigation with  the  possibility  for  salvage  of 
the  affected  kidney. 

Conclusion 

We  have  presented  an  unusual  sequela  of 
ureteral  injury  due  to  pelvic  surgery.  A para- 
renal pseudocyst  occurred  following  obstruc- 
tion of  the  distal  ureter.  Its  occurrence  was 
accompanied  by  a left  pleural  effusion.  Earlier 
recognition  of  the  disorder  might  have  allowed 
re-anastomosis  of  the  ureter  and  preservation 
of  the  kidney. 
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Hypertensive  Intracranial  Hemorrhage*}" 

Paul  J.  Arena,  M.D.  and  J.  Thomas  Murrow,  M.D. 

Louisville,  Kentucky 


A 35-year-old  male  presented  with  hyper- 
tension, intracranial  hemorrhage  and 
myocardial  insufficiency.  Medical  man- 
agement of  hypertension  and  surgical  de- 
compression resulted  in  favorable  out- 
come. 

SURVIVAL  after  hypertensive  intra- 
cranial bleeding  is  poor.  The  favorable 
outcome  in  our  present  case  instru- 
mented through  a multidisciplinary  approach 
prompted  this  case  report. 

Case  History 

A 35-year-old  Caucasian  male  postal  worker 
was  admitted  through  the  emergency  room 
with  a blood  pressure  of  268/170.  At  the  time 
of  admission,  he  was  unable  to  move  his  left 
arm  and  leg  and  he  also  had  left  lower  facial 
weakness. 

The  past  history  was  significant;  the  patient 
had  Bright’s  Disease  at  age  16  with  hyper- 
tension and  hematuria.  Later  in  adult  life  he 
was  noted  to  have  hypertension  on  physical 
examination  for  the  postal  service,  and  he  was 
treated  with  anti-hypertensives.  There  was  no 
family  history  of  hypertension  or  renal  disease. 

Physical  exam:  Temp.  98°  F.,  Respiration 
22.  B/P,  left  arm  268/179,  right  arm  270/165, 
Pulse  100-regular.  Examination  of  the  head 
revealed  no  signs  of  trauma;  the  eyes  showed 
pinpoint  pupils  which  reacted  sluggishly  to 
light  and  the  extraocular  muscles  were  intact. 
Funduscopic  examination  revealed  marked 
arteriolar  narrowing  bilaterally  with  flame- 
shaped hemorrhages  and  haziness  of  the  disc 
margins. 

The  neck  was  supple  without  an  enlarged 
thyroid.  There  was  jugular  venous  distention  to 
8 cm.  The  chest  was  clear  to  percussion; 


t From  the  Department  of  Medicine,  St.  Joseph  In 
firmary,  Louisville 


auscultation  revealed  bilateral  crepitant  rales. 

Abdominal  exam:  Negative.  Neurological 
exam:  There  was  nuchal  rigidity,  a left  lower 
facial  weakness,  left  hemiplegia,  and  a Babinski 
sign  on  the  left.  Pupils  were  pinpoint  with  slow 
reaction  to  light;  speech  was  slurred. 

Laboratory:  Hgb  15.9  gms  % ; WBC  12,000;  . 
Polys  88;  Stabs  5;  Monos  6;  Eos  1.  VMA  and 
Catecholamine  studies-normal.  Urine:  30 

mg  % protein;  S.G.  1.007;  WBC,  Bact.  RBC,  j 
-Zero.  BUN  23;  Na  142;  K+  3.8;  C02  27;  : 

Cl  102;  Creatinine  2.1.  Chest  x-ray  (Fig.  1) 
showed  a prominent  left  ventricle.  EKG:  Left 
atrial  enlargement,  left  ventricular  hypertrophy 
(Fig.  2).  A lumbar  puncture  was  not  done. 


Hospital  Course 


FIG.  1 


Bedside  Chest:  There  is  cardiac  enlargement  with  primarily 
left  ventricular  prominence.  Also  noted  is  increased  vas- 
culature consistent  with  congestive  heart  failure. 
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FIG.  2 


hypertrophy  and  ischemia. 

EKG:  Sinus  rhythm,  ventricular  rate  80,  PR  0.19,  QRS— 
0.08  seconds.  Impression— consistent  with  left  ventricular 

Hydralazine  20  mg  led  to  a prompt  reduction 
in  blood  pressure  to  150/90.  Both  drugs  were 
continued  at  four-  to  six-hour  intervals  with 
tapering  of  the  Furosemide  dose.  The  patient 
was  digitalized  and  maintained  on  0.25  mg 
Digoxin  p.o.  daily.  Because  of  fluctuating  blood 
pressure  (systolic  150-200)  (diastolic  90-110) 
neurosurgical  consultation  was  called.  An 
arteriogram  (Fig.  3)  revealed  a mass  consist- 
ent with  a hematoma  in  the  area  of  the  right 
putamen  and  caudate  nucleus. 

After  initial  steroid  premedication  the 
patient  was  taken  to  surgery  with  craniotomy; 
and  evacuation  of  the  intracranial  hematoma 
was  carried  out.  The  patient  was  then  placed 
on  Alpha  Methyl-Dopa  250  mg  qid  and  Hy- 
dralazine 10  mg  qid  with  maintenance  of  his 
diastolic  B/P  at  90  mm.  The  left  hemiplegia 
persisted  and  he  was  started  on  a program  of 
occupational  therapy  with  passive  exercises  of 
his  extremities.  Seventeen  days  postoperatively 
the  patient  developed  pain,  warmth  and  a posi- 
tive Homan’s  sign  in  his  left  calf.  However, 
because  of  his  postoperative  neurosurgical 
status,  anticoagulants  were  withheld.  Three 
days  later,  the  patient  complained  of  chest  pain 
with  hemoptysis  and  a lung  scan  revealed  two 
areas  in  the  chest  consistent  with  pulmonary 
infarction.  Despite  only  conservative  measures 
the  patient  continued  to  improve. 

He  was  discharged  three  weeks  after  surgery 
on  Hydralazine  10  mg  qid,  Alpha  Methyl-Dopa 
250  mg  qid,  Furosemide  40  mg  daily,  and 
Digoxin  0.25  mg  daily. 


Discussion 

The  most  common  cause  of  cerebral 
hemorrhage  is  hypertension  and  the  most 
common  site  of  bleeding  is  the  internal  cap- 
sule.1 The  approach  in  our  present  case  was 
problematical  since  diagnosis  required  ex- 
clusion of  the  possibility  of  a ruptured  cerebral 
aneurysm.  However,  the  history  of  previous 
glomerulonephritis,  hypertension  in  adulthood 
with  myocardial  insufficiency,  and  involve- 
ment in  the  capsule  strongly  suggested  hyper- 
tensive hemorrhage. 

Agents  selected  in  controlling  hypertension 
were  Hydralazine,  Alpha  Methyl-Dopa,  and 
Furosemide.  Hydralazine2  acts  directly  on 
arterioles  causing  relaxation  of  the  vessel  wall.2 
An  increased  cardiac  output  ensues  as  well  as 
enhanced  splanchnic  and  renal  flow.  Alpha 
Methyl-Dopa  interferes  with  aromatic  amino 
acid  decarboxylation  and  hence  synthesis  of 


FIG.  3 


Right  retrograde  brachial  arteriogram  with  additional 
right  carotid  by  direct  puncture:  The  anterior  cerebral  is 
displaced  from  the  midline  toward  the  left  side  a dis- 
tance of  5 mm.  The  ascending  branches  of  the  middle 
cerebral  and  the  angiographic  point  as  seen  in  the  AP 
view  appear  to  be  displaced  laterally  throughout  their 
course  with  a widened  space  between  the  middle  cerebral 
vessels  and  the  anterior  cerebral  vessels. 


Medical  Association  • March  1974 


133 


Hypertensive  Intracranial  Hemorrhage — Arena  and  Murrow 


norepinephrine.2  Moreover,  a false  neurotrans- 
mitter (L  methyl-norepinephrine)  is  formed 
which  may  displace  norepinephrine.  Diuretic 
action  involves  changes  in  water  and  electro- 
lyte content  of  the  arteriolar  walls  with  con- 
sequent decrease  in  peripheral  vascular  resist- 
ance. Immediate  effects  related  to  changes  in 
total  intravascular  volume  may  also  play  a role. 

A recent  report  has  described  successful 
surgical  therapy  in  five  patients  with  cerebral 
herniation.3  Of  importance  in  these  cases  was 
the  rapid  institution  of  medical  and  surgical 
therapy — including  control  of  increased  intra- 
cranial pressure  with  hyperventilation  and 
steroids3  as  was  utilized  in  the  present  case. 

Surgical  decompression  has  a dual  role  since 


decrease  in  cerebral  pressure  releases  a sym- 
pathetic hypertensive  stimulus  to  posterior 
brain  structures.4 

This  experience  suggests  that  rapid  diagnosis 
along  with  medical  and  surgical  intervention 
in  selected  cases  of  contained  intracranial 
hemorrhage  may  prove  lifesaving. 
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Occupational  Bladder  Cancerf 

Lloyd  B.  Tepper,  M.D.* * 

Rockville,  Maryland 


It  has  been  suggested  that  the  majority  of  all  "1 
neoplasms  in  man  have  their  underlying 
etiology  in  chemical  or  physical  influences 
of  the  environment.1  Accordingly  a concerted 
effort  is  being  made  to  understand  these  in- 
fluences and  the  manner  in  which  they  bring 
forth  disease  in  man,  an  outcome  which  re- 
flects both  the  specific  characteristics  of  the 
agent  and  of  the  target.  Occupational  or  en- 
vironmental cancers  of  the  urinary  system, 
especially  of  the  bladder,  provide  an  instructive 
example  of  environmental  carcinogenesis. 
Moreover,  this  particular  category  of  disease 
merits  the  attention  of  the  practicing  physician 
since  he  may  have  responsibility  for  the  care 
of  patients  who  are  vulnerable  because  of  their 
occupational  placement.  Additionally  there  is 
an  important  preventive  medical  aspect,  where- 
in the  physician  has  a central  role. 

This  brief  overview  will  focus  on  some  of 
the  more  practical  aspects  of  occupational 
bladder  cancer  as  may  be  of  importance  to  the 
practicing  physician.  Various  theories  as  to 
mechanisms  of  carcinogenesis  and  discussions 
of  the  bladder  cancer  problem  in  Africa  related 
to  the  prevalence  of  parasitic  infestations  by 
Schistosoma  hematobium  have  been  examined 
in  comprehensive  publications2-3-4  but  are  out- 
side the  scope  of  this  presentation.  We  are 
therefore  talking  about  chemical  carcinogenesis 
that  may  arise  in  the  domestic  chemical  in- 
dustry. 

There  is  nothing  morphologically  or  anatom- 
ically specific  about  these  tumors;  they  do 
not  have  the  almost  etiology-specific  character 
that  associates  asbestos  and  mesothelioma, 
radium  and  carcinoma  of  the  nasal  sinuses  and 
mastoid  air  spaces,  or  coal  tar  and  carcinoma 
of  the  scrotum. 

Of  the  occupational  tumors  of  the  urinary 
system,  over  90%  arise  in  the  bladder.  This 
localization  may  reflect  the  anatomical  and 
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functional  characteristics  of  the  urinary  tract 
which  cause  the  urine,  presumably  containing 
the  active  carcinogens,  to  remain  in  prolonged 
contact  with  the  bladder  mucosa.  Indeed  the 
erect  posture  of  man  promotes  contact  especial- 
ly with  the  trigone,  where  the  majority  of  oc- 
cupational bladder  cancers  occur.  Interestingly, 
experimental  cancer  of  this  type  in  animals 
involves  primarily  the  sides  and  vault  of  the 
bladder,  the  more  dependent  and  more  exposed 
areas  in  these  species. 

Inasmuch  as  occupational  bladder  cancers 
present  little  if  anything  which  is  distinctive 
from  the  clinical  points  of  view,  it  would  be 
most  profitable  in  the  limited  time  available  to 
stress  the  epidemiological,  occupational,  and 
preventive  medical  aspects  of  the  disease. 
Nevertheless,  a few  clinical  points  are  appro- 
priate as  an  introduction. 

First  with  respect  to  symptoms,  experience 
from  a variety  of  sources  shows  that  subjective 
complaints  are  the  exception  rather  than  the 
rule.  Not  until  a definite  anatomical  lesion  ap- 
pears are  there  symptoms  such  as  pain  or 
hematuria.  Confusion  sometimes  arises  because 
certain  aromatic  amines  such  as  aniline  can 
cause  cystitis  with  hematuria  and  painful  urina- 
tion. In  an  employee  population  suspected  of 
exposure  to  bladder  carcinogens,  these  mani- 
festations attributable  to  a non-carcinogen  can 
create  apprehension  and  diagnostic  uncertain- 
ty. 

With  a greater  reliance  upon  cystoscopy  in 
both  clinical  follow-up  and  preventive  medical 
surveillance,  the  evolution  of  disease  has  been 
subjected  to  direct  examination.  The  earliest 
manifestation  in  man,  as  in  the  experimental 
animal,  is  the  appearance  of  “hemorrhagic 
spots”  consisting  of  zones  of  ectatic  capillaries 
with  radiating  engorged  larger  vessels  beneath 
the  epithelial  lining.  Small  hemorrhagic  extra- 
vasations may  be  present.  Localized  mucosal 
thickenings,  flat  or  elevated  and  brown-red  to 
blanched  in  color,  may  show  surface  roughness 
and  a tendency  to  bleed.  Sequential  examina- 
tion shows  that  such  thickenings  may  spon- 
taneously regress,  but  progression  to  a clearly 
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neoplastic  lesion  is  more  common.  Such  thick- 
enings are  not,  however,  a requisite  antecedent 
of  tumors,  most  of  which  arise  on  tissues  which 
had  been  previously  normal  to  inspection. 

A tumor  may  appear  first  as  a small  edema- 
tous polyp.  Developed  tumors  are  most  often 
papillomatous,  either  pedunculated  or  sessile, 
with  plump  villi,  some  of  which  may  show 
hemorrhagic  tips  or  sloughing.  Multicentric 
growths  may  be  present.  Malignant  tumors 
show  extension  through  the  bladder  wall  to 
adjacent  tissues  more  commonly  than  metasta- 
tic dissemination. 

Histological  examination  of  these  neoplasms 
shows  variety  in  structure  including  papillomas 
with  benign  morphology,  combinations  of  be- 
nign and  malignant  cells,  papillary  carcinomas 
of  transitional  cell  type,  and  less  commonly, 
nodular  infiltrative  carcinomas  of  transitional 
cell,  squamous  cell,  or  glandular  structure  or 
even  sarcomas.  The  ratio  of  benign  to  malig- 
nant bladder  tumors  of  occupational  etiology 
varies  with  different  observers;  however,  a 
summary  would  suggest  that  malignant  tumors 
predominate  by  a ratio  of  two  or  three  to  one. 
It  is  not  clear  that  any  particular  tumor  type 
is  strongly  associated  with  any  particular  chemi- 
cal agent.  Multifocal  neoplastic  and  pre- 
neoplastic changes  in  the  bladder  epithelium 
are  common  and  complicate  accurate  assess- 
ment of  whether  or  not  an  apparent  “recur- 
rence” is  in  fact  renewed  growth  from  a pre- 
viously recognized  and  treated  site  or  a frankly 
new  growth  not  previously  noted. 

There  is  nothing  distinctive  with  respect  to 
the  recommended  treatment  of  occupational 
bladder  tumors,  and  figuration,  surgical  re- 
section, cystectomy,  and  ureteral  transplanta- 
tion have  all  been  indicated  in  individual  pa- 
tients. The  frequent  involvement  of  the  bladder 
floor  often  necessitates  relatively  radical  treat- 
ment. The  prognosis  is  obviously  influenced 
by  the  intensity  of  follow-up,  especially  because 
of  the  high  rate  of  recurrence  or  development 
of  additional  tumors.  Experience  shows  that 
over  the  course  of  five  years  after  surgery, 
perhaps  one  half  of  all  patients  will  develop 
new  (or  recurrent)  growths. 

The  central  part  of  this  discussion  deals  with 
the  work  environment  in  which  occupational 
bladder  tumors  arise  and  the  steps  which  are 
appropriate  in  the  medical  control  of  the 


hazard.  As  you  know,  we  are  talking  about 
the  so-called  “aniline”  dye  industry,  a some- 
what misleading  designation  since  it  is  doubtful 
that  aniline  itself  has  anything  to  do  with  the 
induction  of  tumors.  Nevertheless,  there  is  a 
series  of  aromatic  amines  and  related  azo  com- 
pounds which  are  known  to  be  causally  asso- 
ciated with  tumors  of  the  urinary  system  in 
man  or  in  animals  and  which  are  associated 
with  this  segment  of  the  chemical  industry. 

The  historical  background  of  these  tumors 
rests  upon  the  observations  of  Rehn,  a surgeon 
of  Frankfort-am-Main,  who  in  1895  reported 
to  the  German  Surgical  Society  three  men  with 
bladder  tumors  out  of  45  workers  in  fuchsin 
synthesis.  As  might  be  anticipated,  there  was 
much  skepticism  as  to  the  validity  of  this  re- 
port, and  indeed  the  existence  of  hemorrhagic 
cystitis  from  various  non-carcinogenic  amines 
may  have  confused  the  picture.  By  1906  Rehn 
had  accumulated  38  cases  of  bladder  tumors 
in  seven  factories  producing,  in  addition  to 
aniline  and  fuchsin,  benzidine  and  naphthyl- 
amine.  Subsequent  reports  from  Switzerland 
and  elsewhere  in  Germany  soon  confirmed  the 
carcinogenic  potential  of  several  of  these  com- 
pounds. American  complacency  with  respect  to 
this  disease  was  dispelled  in  1934,  when 
Gehrmann  reported  27  cases,  the  first  of  which 
followed  by  16  years  the  development  of  a 
significant  domestic  coal-tar  dye  industry.  By 
1937,  almost  3,000  cystoscopic  examinations 
had  been  performed  revealing  85  cases  of 
bladder  cancer.  The  current  estimate  approxi- 
mates 600  cases2  for  the  United  States  with 
several  hundred  additional  workers  or  ex- 
workers under  current  medical  surveillance. 

The  total  number  is  perhaps  less  impressive 
than  the  attack  rate,  for  in  some  industrial 
establishments  essentially  all  exposed  workers 
appear  to  have  developed  the  disease  over  the 
course  of  years.2  In  other  situations  a smaller 
proportion  of  workers  have  developed  bladder 
tumors;  however  the  fraction  invariably  in- 
creases as  the  period  of  observation  is  ex- 
tended, with  or  without  additional  exposure.  In 
a 1973  report  13  of  25  benzidine  workers  at  a 
single  plant  had  developed  bladder  tumors.5 
In  other  words:  these  are  clearly  carcinogens 
of  unusual  potency.  The  risk  appears  to  be 
highest  among  those  whose  exposure  com- 
mences at  an  early  age,  especially  under  20. 8 
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The  duration  of  exposure  related  to  the  inci- 
dence of  bladder  tumors  is  highly  variable, 
usually  some  10-20  years,  and  is  of  uncertain 
significance  inasmuch  as  intensity  of  exposure 
during  that  period  is  undoubtedly  also  relevant. 
There  is  some  evidence  to  support  the  view 
that  the  first  five  years  of  exposure  actually 
initiate  the  tumorgenic  process  and  that  ex- 
posure subsequent  to  this  period  does  not  addi- 
tionally influence  the  risk.7 

Tumors  of  this  type  do  not  appear  promptly 
upon  exposure,  and  a latent  period  separates 
the  initiation  of  exposure  and  evidence  of  dis- 
ease. This  latent  period  may  be  as  short  as 
several  years,  but  it  is  typically  longer,  usually 
10-20  years. 

AROMATIC  AMINO  COMPOUNDS 


4-AMI  NO  DIPHENYL  4,4-DIAMINODIPHENYL 

(BENZIDINE) 


2-NAPHTHYLAMINE 


PIG.  1.  Aromatic  Amino  Compounds  Carcinogenic  in  Man 

At  least  three  aromatic  amines  are  known 
to  be  causally  associated  with  occupational 
neoplasms  of  the  urinary  system  in  man: 
4-aminodiphenyl  (xenylamine) 
4,4'-diaminodiphenyl  (benzidine) 
2-naphthylamine  (/3-naphthylamine) 

It  is  more  than  likely  that  other  related 
compounds  have  similar  cancer-inducing  po- 
tential for  man;  animal  experiments  show  that 
this  is  highly  probable.  For  a number  of  these 
compounds,  industrial  exposure  to  combined 
or  impure  materials  is  the  rule,  so  that  a sus- 
pect carcinogen  may  be  contaminated  by  a 
known  carcinogen,  such  as  benzidine.  Accord- 
ingly, epidemiological  interpretations  are  dif- 
ficult. 

At  this  moment  a technical  committee 
formed  at  the  request  of  the  Labor  Department 
is  considering  a list  of  14  compounds,  including 
bladder  carcinogens  which  we  have  been  dis- 
cussing, with  a view  toward  prohibiting  any 
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industrial  use  of  the  listed  materials  outside  a 
closed  system.  While  totally  enclosed  opera- 
tions are  familiar  to  the  nuclear  energy  and 
chemical  industries,  conventional  manufactur- 
ing practices  are  rarely  of  this  sort.  According- 
ly there  is  much  dispute  as  to  the  proper  course 
of  administrative  action.  But  the  evidence  for 
the  carcinogenic  potency  of  these  compounds 
and  the  high  attack  rate  among  workmen  in- 
dicate that  strict  control  of  exposure  is  surely 
warranted  and  must  be  achieved  by  suitable 
means. 

As  to  the  specific  industries  in  which  ex- 
posure to  aromatic  amines  may  occur,  the  list 
extends  far  beyond  the  basic  chemical  industry 
in  which  these  compounds  are  produced,  used 
as  intermediates  in  the  production  of  other 
compounds,  and  processed  for  distribution. 
Even  in  the  chemical  industry,  however,  ex- 
posure may  not  be  apparent  in  the  case  of 
workers  who  operate  tar  stills,  repair  equip- 
ment, or  dispose  of  barrels  or  drums.  The 
compounds  under  discussion  are  basic  to  the 
production  of  dyes  and  rubber  (antioxidants), 
and  may  find  use  in  the  production  of  leather 
and  textiles,  pigments  and  paint,  paper,  and  in 
the  laboratory.  Most  physicians  will  recall  the 
almost  universal  use  of  benzidine  solution  in 
the  once  standard  test  for  occult  blood  in  bio- 
logical materials.  The  mortality  rate  from 
urinary  tract  cancer  has  been  found  to  be 
elevated  as  compared  to  the  predicted  rate 
based  upon  controls  in  the  dyestuffs,  rubber, 
and  leather  industries  and  among  industrial 
workers  manufacturing  paint  and  organic 
chemicals.8  Epidemiological  evaluations  of 
this  type  indicate  that  approximately  20%  of 
bladder  cancer  in  man  may  be  attributed  to 
occupational  exposure. 

Obviously  the  first  line  of  defense  against 
potentially  injurious  exposure  to  these  bladder 
carcinogens  rests  in  the  prohibition  of  their 
production  and  the  use  of  alternative  com- 
pounds to  achieve  the  desired  technical  effect. 
When  this  is  not  possible,  reliance  must  be 
placed  upon  appropriate  engineering  controls. 
Whether  or  not  a totally  enclosed  production 
system  should  be  mandatory  is  discussable,  but 
the  fact  remains  that  the  dose-effect  curve  for 
these  potent  agents  is  not  established.  It  is  also 
clear  that  absorption  may  occur  via  the  respira- 
tory tract  or  through  the  intact  skin,  so  that 
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protective  equipment  must  be  carefully  de- 
signed and  maintained. 

A wide  variety  of  available  engineering  con- 
trols focus  attention  upon  ventilation,  process 
layout,  use  of  appropriate  building  materials, 
laundry  management,  and  locker  room  and 
shower  practices.  A code  of  recommended 
precautions  and  hygienic  practices  for  workers 
who  handle  aromatic  amines  has  been  prepared 
by  the  Chester  Beatty  Research  Institute. 
Meticulous  attention  to  employment,  health, 
and  exposure  records  is  part  of  an  acceptable 
program. 

The  physician  is  properly  asked  to  provide 
guidance  with  respect  to  medical  surveillance, 
treatment  of  clinical  manifestations,  and  active 
control  when  the  index  of  suspicion  as  to  the 
causation  of  disease  in  a worker  suggests  that 
fellow  workers  are  being  adversely  exposed  in 
an  occupational  setting  without  their  knowledge 
or  the  knowledge  of  their  employers.  The  wide- 
spread utility  of  many  of  these  compounds, 
known  or  possible  bladder  carcinogens,  outside 
the  “aniline”  dye  industry  may  serve  to  conceal 
their  biological  properties  from  the  toxicologi- 
cally  unsophisticated. 

Experience  has  shown  annual  cystoscopy  and 
the  cytological  examination  of  urinary  sedi- 
ments to  be  effective  tools  in  the  surveillance 
of  exposed  populations.  Workers  without 
tumors  are  rarely  willing  to  undergo  routine 
cystoscopy  in  the  absence  of  symptoms  or 
widely  prevalent  disease  among  their  associates. 
Exfoliative  cytology  is  therefore  regarded  as  an 
indispensable  method  of  choice  in  the  screen- 
ing of  workers  who  incur  the  risk  of  occupa- 
tional bladder  tumors.  The  ease  and  conveni- 
ence of  the  examination  encourages  regular 


participation,  which  would  be  uncommon  if 
cystoscopy  were  to  be  required.  Simple  micro- 
scopic inspections  of  urine  sediment  for  red 
blood  cells  have  not  proved  useful. 

Once  disease  has  been  identified,  or  when 
there  is  potential  for  recurrences,  periodic 
endoscopic  examination  of  the  bladder  wall  is 
more  acceptable  to  those  at  risk.  The  1973 
series5  indicated  an  average  of  25  examina- 
tions for  each  worker.  The  prognosis  is  un- 
doubtedly related  to  the  adequacy  of  medical 
surveillance,  for  early  diagnosis  and  treatment 
with  regular  follow-up  is  basic  to  the  limitation 
of  tumor  progression. 

This  brief  presentation  has  been  intended 
primarily  to  raise  your  index  of  suspicion  with 
respect  to  the  etiology  of  tumors  of  the  urinary 
tract  to  the  end  that  adverse  exposure  to 
chemicals  and  the  risk  of  related  disease  can 
be  limited.  The  basic  message,  however,  ex- 
tends to  tumors  in  general  and  suggests  that 
alert  practitioners  and  adequate  epidemiologi- 
cal appraisal  of  large  population  groups  can 
contribute  significantly  in  the  control  of  serious 
occupational  disease. 
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The  Prophylaxis  of  Infection 
Following  Operative  Procedures! 
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SINCE  the  time  of  Semmelweiss  and  per- 
haps long  before  that,  it  has  been  the 
goal  of  individuals  involved  in  care  of 
wounds — whether  inflicted  with  the  benefit 
and  expertise  of  anesthetists  or  without — to 
control  infection  in  such  wounds.  At  times,  it 
has  seemed  a never  attainable  mirage;  at 
other  times  control  has  appeared  to  be  nearly 
at  hand.  The  mechanism  by  which  this  mil- 
lennium was  to  be  achieved  has  varied  from 
the  time  of  Lister  to  the  present.  The  purpose 
of  this  review  is  to  put  in  proper  perspective 
the  opportunity  to  prevent  infection  follow- 
ing operative  procedures  by  the  judicious  and 
timely  use  of  conventional  antibiotics. 

The  initial  studies  in  this  area  put  the  whole 
concept  in  an  unfortunate  perspective.  The 
studies  were  largely  retrospective  and  almost 
never  randomized.  Antibiotics  were  generally 
begun  postoperatively  and  inevitably,  in  many 
of  the  studies,  the  patients  clinically  selected 
for  antimicrobial  therapy  were  those  who,  ac- 
cording to  other  criteria,  were  generally  sicker 
than  those  from  whom  antibiotics  were  with- 
held. One  may  summarize  a 20-year  period 
of  investigation  by  saying  that  the  results  were 
peculiarly  equivocal.  As  many  studies  failed  to 
confirm  the  usefulness  of  antibiotics  as  did 
those  finding  in  favor  of  antibiotic  therapy  as 
a method  for  reducing  the  rate  of  infection. 
Indeed,  it  was  not  rare  for  such  a lengthy  study 
to  conclude  that  the  rate  of  infection  in  the 
patients  treated  with  antibiotics  was  higher  than 
in  the  untreated  group.  Thus,  one  certainly 
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could  draw  the  conclusion,  based  upon  stud- 
ies accomplished  and  reported  by  1965,  that 
antibiotics  had  little,  if  any,  place  in  the  pre- 
vention of  the  clinical  wound  sepsis. 

However,  laboratory  studies  were  rather 
startingly  contrary  to  the  clinical  studies.  Vir- 
tually every  investigative  report  showed  that 
infection  caused  by  sensitive  organisms  was 
regularly  aborted  when  antibiotics  were  given 
to  animals  before  or  concomitant  with  the 
test  microbes. 

The  keystones  of  this  observation  are  the 
experiments  which  Miles,  Miles,  and  Burke 
conducted  some  years  ago.1  They  showed 
rather  conclusively  that  antibiotics  given  be- 
fore or  simultaneously  with  a local  bacterial 
challenge  (with  bacteria  sensitive  to  the  anti- 
biotic in  question)  were  highly  effective;  in- 
deed, appropriately  timed  antibiotics  proved 
almost  as  effective  as  if  the  organisms  per  se 
had  been  autoclaved.  In  parallel,  these  investi- 
gators found  that  antibiotics  given  as  late  as 
four  hours  after  the  microbes  had  been  innocu- 
lated  were  essentially  worthless,  producing  le- 
sions similar  to  those  in  untreated  animals. 
Based  upon  these  studies,  one  could  infer  that 
a clinically  significant  degree  of  protection 
could  be  anticipated  if  antibiotics  were  ad- 
ministered before  or  simultaneously  with  the 
bacterial  challenge.  Indeed,  between  the  simul- 
taneous administration  and  the  totally  inef- 
fective period  of  therapy  beginning  four  hours 
after  bacterial  innoculation,  there  is  a rather 
straight-line  relationship  indicating  a decreas- 
ing effectiveness  of  antibiotic  therapy  with 
passing  time  as  one  goes  through  one,  two,  and 
three  hours  after  bacterial  innoculation  (Table 
1 ).  From  these  studies,  one  would  hypothesize 
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Table  I 

THE  CONCEPT  OF  THE  DECISIVE  PERIOD 
Size  of  Infective  Lesion  (mm) 


0*  1 23  4-6 

3 2 2 3 2 3 

4 6 7 8 11  11 

9 11  10  9 10  11 


^Simultaneous 

that  a proper  clinical  study  would  require  that 
antibiotics  be  given  preoperatively  if  one  is  to 
achieve  any  degree  of  control. 

Criteria  for  Preventive  Treatment 

The  criteria  for  the  prophylaxis  of  surgical 
infection  are  multiple  (Table  2).  First,  one 
must  identify  that  the  patient  in  question  bears 
a genuine  enhanced  risk  of  acquiring  an  in- 
fection after  the  procedure  in  question;  this 
enhanced  risk  may  reflect  either  the  frequency 
of  infection  or  its  severity  or  be  a function  of 
both.  As  an  example,  infection  frequently  fol- 
lows operations  on  the  colon  and  is  a source 
of  substantial  morbidity  that  very  seldom  leads 
to  death.  Conversely,  following  open-heart  re- 
placement of  the  aortic  valve  with  a pros- 
thetic device,  infection  occurs  very  seldom,  but 
when  it  does  is  frequently  associated  with  death 
attributable  to  that  infection.  Apparently, 
either  situation  represents  a high-risk  state — 
the  one  manifesting  high  risk  in  terms  of  fre- 
quency and  the  other  in  terms  of  severity. 
Surely  this  question  must  be  answered  intelli- 
gently before  one  considers  prophylaxis.  For 
example,  infection  after  inguinal  herniorrhaphy 
occurs  so  seldom  as  to  not  exceed  the  likeli- 
hood of  an  adverse  reaction  from  virtually  any 
antibiotic  known  to  man.  In  other  words,  in 
that  situation  the  risk  of  infection  is  so  low 
that  the  chosen  preventive  technic  bears  a risk 
greater  than  that  of  the  disease  to  be  pre- 
vented. 

One  must  also  establish  predictability  for 
proper  prophylaxis.  Predictability  involves  a 
moment  at  which  contamination  is  likely  to 
occur  so  that  one  can  take  advantage  of  the 
foregoing  observations  and  be  certain  that  an- 
tibiotic therapy  is  initiated  before  contact  with 
infecting  microbes.  Secondly,  one  should  have 


Antibiotic  begun 
hours  post  bacterial 
challenge 

Autoclaved  bacteria  2 

Bacteria  + antibiotic  3 

Bacteria  without  , n 
antibiotic 


an  understanding  and  appreciation  of  the  likely 
organisms  in  any  given  institution  and  for  any 
given  operation  so  that  an  appropriate  selec- 
tion of  antimicrobial  agents  is  feasible.  Finally, 
the  preventive  method  selected  must  be  prac- 
tical and  its  risk  rate  must  be  sufficiently  low 
to  be  acceptable  when  the  clinician  applies  his 
inevitable  evaluation  of  risk  and  rewards. 


ei 


Modern  Clinical  Studies 

Perhaps  the  first  well-designed  study  of  an 
effort  to  prevent  surgical  infection  based  on 
prophylactically  administered  antibiotics  was 
that  of  Bernard  and  Cole.2  In  their  investiga- 
tion, antibiotics  of  three  different  types,  in- 
cluding very  broad  spectrum  antibiotics,  were 
administered  preoperatively  and  for  five  days 
postoperatively  to  a series  of  patients  under- 
going so-called  potentially  contaminated  op- 
erations on  the  gastrointestinal  and  biliary 
tracts.  Bernard  and  Cole’s  study2  fell  onto 
several  unsuspected  complications.  The  first 
involved  a lack  of  sufficient  control  of  the 
patients  in  question  so  as  to  be  certain  that  the 
protocol  was  followed  and,  most  specifically, 
that  other  antibiotic  therapy  was  avoided.  The 
authors’  conclusions  were  slightly  in  favor  of 
those  patients  treated  with  antibiotics  but  not 
to  a striking  degree. 

Subsequent  to  that  time  a paper  appeared 
from  the  general  surgical  services  at  Bellevue 
Hospital  which  found  no  protection  in  antibi- 
otic-treated patients.  Again  the  patients  re- 
ceived the  antibiotics  preoperatively  and  for  a 
variable  period  of  time  postoperatively.  The 
most  striking  flaw  in  this  study  was  the  com- 
parison of  patients  undergoing  operations  with 
greatly  variable  rates  of  infection  in  both  the 
treated  and  placebo  groups,  but  to  a strikingly 
different  degree.  For  example,  patients  under- 
going inguinal  herniorrhaphy  were  compared 

Table  2 

CRITERIA  FOR  PROPHYLAXIS 

Establish  high  risk  state 
Frequency 
Severity 
Predictability 
Timing 
Organisms 
Preventive  technic 
Practical 
Low  risk 
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with  patients  undergoing  colostomy  closures; 
patients  undergoing  biliary  tract  operations 
were  compared  with  patients  undergoing  re- 
vascularization of  ischemic  extremities. 

In  an  effort  to  correct  the  deficiencies  of 
these  studies,  a prospective  randomized  evalu- 
ation was  undertaken  with  the  following  char- 
acteristics.4 Only  elective  operations  on  the 
esophagus,  stomach,  small  bowel,  and  colon 
were  studied.  Consecutive  patients  on  a ward 
service  under  the  direction  of  the  senior  author 
were  studied.  All  other  antimicrobial  therapy 
was  withheld,  and  all  patients  underwent  a 
careful  series  of  pre-,  intra-  and  postoperative 
bacteriologic  studies  designed  to  determine  car- 
rier state  and  other  variables  which  have  been 
alleged  to  influence  rates  of  infection.  Either  an 
active  antibiotic  (1  g cephaloridine)  or  placebo 
was  given  preoperatively  on  call  to  the  op- 
erating room;  two  additional  doses  were  given 
postoperatively  at  six-hour  intervals.  This  par- 
ticular study  showed  a striking  degree  of  pro- 
tection for  the  antibiotic-treated  patients.  The 
difference  was  maintained  when  one  excluded 
the  few  patients  in  whom  any  error  in  the  pro- 
tocol occurred  and  any  subdivision  of  the 
study  examined  in  detail,  such  as  gastro-duo- 
denal  operations  as  opposed  to  colonic  op- 
erations. Since  that  time,  an  additional  600- 
odd  patients  were  studied  consecutively  on  the 
same  service  with  a maintenance  of  the  wound 
infection  rate  in  the  treated  patients  at  7%, 
a level  which  had  been  achieved  in  the  initial 
study.  This  is  perhaps  notable  because  it  rep- 
resented the  continuing  usage  of  a single  anti- 
biotic on  a single  ward  of  a large  general  hos- 
pital for  five  years  without  change  in  degree  of 
effectiveness  against  bacteria  which  were  re- 
sident flora  in  that  facility.  More  than  a testi- 
monial to  the  efficacy  of  the  agent,  this  finding 
reflects  the  benefits  of  the  extremely  short  dos- 
age plan  employed  in  the  study.5  Such  brief 
usage  does  not  allow  time  or  opportunity  for 
the  development  of  resistant  forms  to  colonize 
either  other  patients  or  the  inanimate  objects 
on  the  ward  in  question. 

Since  moving  to  the  University  of  Louisville 
and  the  Louisville  General  Hospital,  this  same 
protocol  has  been  practiced  under  the  author’s 
supervision  on  nearly  200  consecutive  patients. 
Our  data  in  a new  institution  with  similar  pa- 
tient populations  indicate  that  the  6 to  8% 


wound  infection  rate  for  potentially  contam- 
inated alimentary  tract  operations  has  been 
maintained.  It  should  be  underlined  that  the 
patients  undergoing  such  operations  receive 
no  other  antimicrobial  therapy  during  the  peri- 
od of  the  study  and,  most  specifically,  so-called 
antimicrobial  “bowel  preparations”  were  not 
employed  in  any  colon  operation. 

Some  related  observations  have  since  been 
made  which  may  expand  the  realm  of  docu- 
mented verification  of  prophylaxis.  The  first 
of  these  is  the  report  of  Ledger  and  associates 
who  found  a similar  agent  and  dose  regimen 
useful  in  controlling  pelvic  cellulitis  and  pelvic 
abscess  formation  in  younger  women  under- 
going vaginal  hysterectomy.6  The  documenta- 
tion of  risk  group  here  was  rather  carefully 
done,  and  the  assessment  of  the  efficacy  of 
the  drug  both  in  terms  of  “degree  days  of 
fever”  and  of  actual  drainable  pus  is  im- 
pressive. 

For  some  years  Altemeier  has  editorially 
and  philosophically  espoused  the  usefulness 
of  preoperative  therapy,  and  recently  he  and 
Fullen  and  colleagues  made  a very  interesting 
report  on  a series  of  patients  undergoing  sur- 
gical treatment  of  penetrating  wounds  of  the 
gastrointestinal  tract.7  This  study  was  non- 
randomized  and  retrospective  but  showed  a 
striking  degree  of  protection  for  patients  with 
penetrating  wounds  of  the  abdomen  in  whom 
antibiotic  therapy  was  begun  preoperatively, 
i.e.,  in  the  emergency  room  on  admission  to 
hospital.  Although  mortality  rates  were  un- 
changed, morbidity  attributable  to  infection 
was  strikingly  reduced  in  those  patients  in 
whom  antibiotic  therapy  was  initiated  very 
early.  These  observations  may  be  construed  as 
contrary  to  the  “decisive  period”  concept  of 
Miles,  Miles,  and  Burke;  indeed,  antibiotic 
therapy  here  begins  after  the  time  of  bacterial 
contamination.  However,  one  may  study  their 
patients  or  our  own  and  find  that  patients  with 
penetrating  abdominal  trauma  seek  hospital 
care  very  promptly;  virtually  all  of  them  have 
reached  the  emergency  room  less  than  an  hour 
after  infliction  of  the  wound.  They  are  pre- 
senting themselves  for  care  in  a period  when 
antibiotic  therapy,  if  initiated  early  in  their 
emergency  room  evaluation,  is  more  effective 
than  no  treatment.  Clearly  one  may  draw  a 
distinction  between  these  patients  and  those 
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who  have  a perforated  duodenal  ulcer  or  a 
sigmoid  diverticulum  12  or  more  hours  before 
systemic  antibiotic  therapy.  Here,  the  antibi- 
otic alters  the  frequency  of  sepsis  very  little. 

The  careful  reader  will  note  that  the  author 
has  avoided  discussing  biliary  tract  operations 
because  of  their  diversity  in  terms  of  predict- 
ability of  infection.  The  patient  undergoing  an 
elective  cholecystectomy  for  a solitary  stone 
in  a functioning  “blue”  gallbladder  has  a very 
low  frequency  of  infection.  The  patient  under- 
going cholecystectomy  for  a sub-acutely  in- 
flammed  gallbladder,  which  may  or  may  not 
require  common  duct  exploration,  has  an  infec- 
tion risk  of  much  greater  magnitude.  Because 
we  could  not  define  these  groups  sufficiently 
preoperatively,  we  chose  to  omit  them  from 
our  study. 

Chetlin  and  Elliott  have  recently  dealt  with 
this  difficult  clinical  problem  in  a very  thought- 
ful way.8  Using  previous  studies  of  biliary 
tract  bacteriology,  they  identified  four  high- 
risk  groups  (Table  3).  Once  these  high-risk 
individuals  were  identified,  they  applied  the 
same  drug  protocol  which  we  had  found  useful 
(preoperative  cephaloridine  1 g IM  followed 
by  two  postoperative  doses)  and  discovered 
a striking  degree  of  protection  in  a randomized 
study  of  placebo-  and  antibiotic-treated  pa- 
tients. Such  a finding  would  appear  to  indicate 
that  antibiotic  therapy  is  useful  in  patients  who 
represent  genuine  high  risks  for  infection  in  bi- 
liary tract  surgery,  but  their  study  is  clouded 
by  the  fact  that  the  substantial  difference  be- 
tween the  groups  fell  into  a category  of  “likely 
sepsis”,  manifested  by  fever  without  drainable 
pus.  This  is  a less  objective  characteristic,  but 
the  differences  between  the  antibiotic-treated 
and  placebo-treated  patient  groups  were  most 
notable. 


Discussion 

In  the  foregoing  modern  perspective  studies, 
genuinely  high-risk  groups  appear  to  receive  a 
substantial  benefit  from  preoperative  antimi- 
crobial prophylaxis.  The  very  brief  dosage  per- 
iod found  effective  in  many  of  these  studies  is 
significant.  Indeed,  we  have  no  data  to  sug- 
gest that  one  might  not  accomplish  just  as 
much  good  with  a single  preoperative  dose  of 
the  antibiotic  agent.  The  postoperative  dura- 
tion of  some  18  hours  of  antibiotic  coverage 


Table  3 

High  Risk  Patients  — Biliary  Tract  Operations 

1 . Patients  over  70  Years  of  Age 

2.  Patients  with  Acute  Cholecystitis 

3.  Patients  with  Obstructive  Jaundice 

4.  Choledocholithiasis  Without  Jaundice 

were  based  on  animal  experiments  performed 
by  the  author  of  a related  area,  but  experi- 
ments which  have  a very  tenuous  relationship 
to  the  clinical  situation.9  Clearly,  no  more 
than  three  doses  are  necessary,  and  the  addi- 
tion of  antibiotic  therapy  for  two,  three,  or 
even  five  days  only  serves  to  cloud  the  situation 
in  terms  of  clinical  judgment  of  subsequent  in- 
fections. Furthermore,  such  long-term  therapy 
with  broad-spectrum  agents  does  indeed  pro- 
mote the  emergence  of  resistant  forms,  as  is 
now  rather  clearly  appreciated. 

Two  areas — cardiovascular  surgery  partic- 
ularly that  involving  prostheses,  and  pulmon- 
ary surgery  involving  transection  of  contam- 
inated tissue  such  as  the  bronchus — would  be 
worthy  of  study.  Although  it  seems  antibiotics 
are  likely  to  be  effective  therein,  none  of  the 
studies  have  been  so  appropriately  controlled 
as  to  lead  one  to  firm  conclusions  in  these 
fields. 

One  can  certainly  question  whether  local  ad- 
ministration of  antibiotics  in  the  wound  might 
be  as  effective  as  systemic  therapy.  Labora- 
tory experiments  some  years  ago  by  Waterman 
at  the  University  of  Louisville  showed  a rather 
clear  effect  of  topical  antibiotics  in  laboratory 
wounds  when  the  infective  organisms  were 
sensitive  to  the  agent  in  question.10  Indeed,  a 
number  of  clinical  studies  tend  to  confirm  this, 
perhaps  the  most  extensive  being  that  of  Stone 
and  Hester.11  Dealing  with  emergency  laparot- 
omy in  contaminated  patients,  they  found  a 
high  rate  of  infection  (49%)  in  patients  whose 
wounds  were  sutured  primarily.  This  wound 
infection  rate  could  be  cut  by  two-thirds  if 
delayed  primary  closure,  the  method  intro- 
duced to  civilian  practice  by  Coller  and  Valk12, 
was  employed.  Subsequently,  the  investigators 
found  that  one  might  take  similarly  contam- 
inated wounds,  spray  them  thoroughly  with  an 
antibiotic  mixture  (Neosporin)  and  achieve 
primary  closure  with  a wound  infection  rate 
no  higher  than  if  the  wound  had  been  left  open 
for  delayed  primary  closure.  These  observa- 
tions are  impressive.  The  author  continues  to 
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think  that  there  are  benefits  related  to  suffusing 
both  intra-abdominal  and  other  tissues  with 
antibiotics  for  the  brief  period  in  question,  but 
the  advocates  of  local  treatment  of  wounds  for 
the  control  of  infection  have  much  laboratory 
and  clinical  data  to  support  their  stand. 

Finally,  a review  of  the  prevention  of  op- 
erative wound  infection  would  be  incomplete 
without  considering  new  technics,  particularly 
regarding  the  control  of  airborne  infection.  To- 
day, airborne  infection  in  most  modern  oper- 
ating rooms  is  a small  contributor  to  surg- 
ical sepsis.  However,  for  certain  kinds  of  op- 
erations, airborne  bacteria  represent  a sub- 
stantial proportion  of  all  which  contaminate 
wounds.  Examples  include  patients  undergo- 
ing open-heart  replacement  of  cardiac  valves, 
hip  prosthesis,  including  total  hip  replacement, 
and  craniotomy.  These  refined  clean  proce- 
dures in  which  no  contaminated  viscus  is  tran- 
sected would  lend  themselves  to  the  control 
of  infection  by  mechanical  devices. 

A committee  of  the  American  College  of 
Surgeons  has  issued  an  opinion  that,  as  of  this 
moment,  laminar  flow  devices  are  of  unproved 
value  in  the  control  of  infection.  Although  the 
author  participated  in  this  decision  and  con- 
curs with  it  for  the  moment,  it  may  be  useful 
to  reconsider  a related  experience  with  ultra- 
violet light.  Present  reports  of  efficacy  from 
orthopedic  centers  are  as  yet  entirely  testi- 
monial and  unsupported  by  meaningful  data. 
Some  years  ago,  the  surgical  services  at  Duke 
University  found  a very  favorable  effect  of  ul- 
traviolet light  in  its  ability  to  control  infection 
in  the  operating  rooms  in  that  particular  insti- 
tution.13 Subsequently,  the  National  Research 
Council  undertook  an  extensive,  multiple  hos- 
pital study  which  was  published  as  a supple- 
ment to  the  Annals  of  Surgery.14  This  study 
concluded  that  ultraviolet  light  was  of  no  ben- 
efit. Since  then,  Hart15  and  the  neurosurgical 
group  at  Massachusetts  General  Hospital16 
have  restudied  their  experience,  confining  their 
review  to  patients  undergoing  refined,  clean 
operations  (e.g.,  craniotomy),  and  have  found 
statistically  significant  decreases  in  wound  in- 
fection rates  in  the  presence  of  ultraviolet  light 


administration  in  the  wound.  This  experience 
may  indicate  that  when  one  studies  laminar 
flow  devices  on  the  most  appropriate  patient 
population  they  may  be  more  useful  than  is 
apparent  at  the  present  time. 


Summary 

The  prophylaxis  of  surgical  infection  has 
been  a dream  of  all  physicians  for  a long  time. 
Present  application  depends  upon  truly  careful 
assessment  of  the  degree  of  risk  for  the  pa- 
tient involved,  a most  judicious  selection  of 
agents  used  for  control  of  infection,  and  the 
certainty  that  those  agents  are  used  in  a setting 
and  in  a manner  designed  to  maximize  their 
efficacy  and  to  minimize  their  adverse  effects. 
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This  Journal  foature  will  bo  presented  altomatoly  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subject*  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


Cleft  Lip  and  Palate 


WHEREAS  the  definitive  management 
of  patients  with  cleft  lips  and  cleft 
palates  requires  the  effort  and  co- 
operation of  professionals  representing  several 
disciplines,  the  initial  recognition  of  the  de- 
formity and  the  early  appropriate  disposition  of 
the  afflicted  neonate  usually  depends  upon  the 
family  physician  or  pediatrician.  Our  experi- 
ence in  managing  these  patients  has  led  us  to 
recognize  several  problem  areas  faced  by  the 
primary  physician.  The  ensuing  discussion  pro- 
vides background  material  and  a rationale  for 
overall  treatment  planning  while  giving  em- 
phasis to  those  problem  areas. 

Attitudes  toward  cleft  defects  in  other  times 
and  cultures  have  ranged  in  extremes  from  re- 
jection and  banishment  to  holy  regard  for  the 
cleft-deformed  child.  In  our  society  cleft 
anomalies  are  regarded  as  serious  cosmetic  and 
functional  deformities  which,  however,  are 
amenable  to  rehabilitation  through  a combina- 
tion of  modalities  including  surgery. 

Pathology  and  Anatomy 

The  lip-palate  complex  is  commonly  de- 
scribed as  consisting  of-  two  basic  components, 
the  primary  palate  (lip  and  premaxilla-alveolar 
ridge)  and  secondary  palate  (posterior  hard 
palate  and  all  of  soft  palate).  The  anatomical 
landmark  which  divides  the  two  components  is 
the  incisive  foramen  (Fig.  1).  The  congenital 
defect  may  be  unilateral  or  bilateral;  it  may  be 
of  any  degree  of  severity  ranging  from  a notch 
in  the  lip  to  a complete  cleft  involving  the  en- 
tire lip/palate  complex  (Fig.  2 and  3).- 

Clefts  occur  with  a frequency  of  about  one 
per  750  live  births.  The  most  frequent  deformi- 
ty is  a unilateral  complete  cleft  lip  and  palate 


(35-40%),  i.e.,  complete  cleft  of  both  the 
primary  and  the  secondary  palate  (more  com- 
mon in  males).  The  second  most  common  de- 
fect is  a complete  cleft  of  the  secondary  palate 
without  a cleft  in  the  primary  palate  (25-30%); 
this  defect  is  more  common  in  females  than  in 
males.  Cleft  deformities  are  more  common  in 
whites  than  blacks  (1.3/1000  vs  0.4/1000). 
Unilateral  clefts  are  more  common  on  the  left 
than  the  right  with  a ratio  of  3:2. 

Associated  anomalies  include  ancephalic, 
spina  bifida,  Apert’s  syndrome,  hydrocephalus, 
club  foot,  micrognathia  and  various  cardiac 
abnormalities. 

The  familial  tendency  for  cleft  deformities 
can  be  summarized  as  follows: 

(a)  Existing  cleft  deformity  in  one  sibling 
or  parent  gives  1:25  chance  of  another 
cleft 

(b)  Existing  cleft  deformity  in  two  siblings 
gives  1:10  chance  of  another  cleft 

(c)  Existing  cleft  deformity  in  one  sibling 
and  parent  gives  1:5  chance  of  another 
cleft. 


Incisive 

Foramen 


Soft 

Palate 


FIG  1 Diagrammatic  representation  of  palate  anatomy. 


144 


March  1974  • The  Journal 


Cleft  Lip  and  Palate 


FIG  2 Incomplete  cleft  of  lip  plus  notch  in  alveolar  ridge 
(Primary  palate) . 


Initial  Management 

Frequent  questions  arise  as  to  the  urgency 
for  treatment  of  a newborn  infant  with  a cleft 
deformity.  The  routine  measures  to  stabilize  the 
newborn  should  be  carried  out  with  some  spe- 
cial attention  to  the  airway  and  accurate  and 
complete  determination  of  the  defect.  This  is 
done  by  inspection  of  the  lip  and  palate  as  well 
as  insertion  of  a finger  into  the  mouth  for  the 
detection  of  submucous  palatal  clefts.  One 
should  also  look  for  the  presence  of  hypoplastic 
mandible  and  glossoptosis  (Pierre  Robin  syn- 
drome), central  nervous  system  anomalies,  and 
cardiac  abnormalities. 

The  information  yielded  by  this  complete 
evaluation  then  allows  the  physician  to  discuss 
the  problem  with  the  parents  and  to  put  into 
proper  perspective  the  implications  of  the  de- 
fect with  respect  to  the  total  health  of  the  in- 
fant. 

Such  a thorough  evaluation  and  the  resulting 
appreciation  of  the  infant’s  basic  underlying 
good  health  may  also  forestall  an  unnecessary 
urgent  transfer  of  the  infant  to  another  hospital 


away  from  the  mother.  However,  there  are  cir- 
cumstances in  which  either  associated  anoma- 
lies or  insurmountable  feeding  difficulties  may 
require  early  transfer. 

In  an  infant  with  no  abnormalities  other 
than  a cleft  lip  or  palate,  little  special  nursing 
care  is  necessary.  The  major  nursing  problem 
of  feeding  the  infant  can  be  accomplished  in  a 
variety  of  ways,  the  final  choice  lying  with  the 
simplest  effective  method.  The  three  common 
means  of  feeding  cleft  palate  babies  are:  (1) 
bottle  fitted  with  a large  soft  nipple;  the  hole 
may  be  enlarged;  (2)  asepto  syringe  with  a 
small  soft  rubber  tubing  attached  to  allow  the 
feeding  to  be  placed  on  the  back  of  the  tongue 
in  small  amounts;  (3)  nasogastric  tube  feeding 
to  be  utilized  only  if  the  other  modalities  will 
not  work.  Additionally,  these  infants  require 
frequent  bubbling  for  the  large  amount  of  air 
that  is  swallowed.  An  infant  who  cannot  be  fed 
by  one  of  these  means  should  be  suspected  of 
having  a significant  underlying  central  nervous 
system  or  cardiac  anomaly. 

If  the  mother  learns  one  of  these  feeding 


FIG  3 Complete  bilateral  cleft  of  lip  and  palate  (Primary 
plus  secondary  palate). 
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techniques  in  the  first  few  days,  she  is  more 
likely  to  accept  the  child  with  his  correctable 
defect  and  has  little  time  to  reflect  on  her  mis- 
fortune. 


Surgical  Therapy 

Consultation  with  the  parents  in  the  first  few 
weeks  is  desirable  so  that  they  may  be  coun- 
selled with  regard  to  the  child’s  future  rehabili- 
tation. 

Early  evaluation  is  particularly  useful  in 
patients  with  cleft  palates  in  order  to  ascertain 
the  need  for  a dental  prosthesis.  Such  an  ex- 
pansion appliance  (Fig  4)  is  often  vital  pre- 
operatively  in  correcting  midfacial  collapse  or 
protruding  premaxilla.  The  realignment  of  un- 
derlying skeletal  structures  not  only  facilitates 
the  lip  repair,  but  also  maintains  the  dental 
arch  in  proper  relationship  during  early  growth 
and  development. 


FIG  4 Expansion  appliance  which  is  stapled  to  hard  palate 
and  expanded  by  turning  of  central  jack-screw. 


A common  timetable  for  repairs  is:  (a)  lip 
at  10-12  weeks;  (b)  palate  12-18  months;  and 
(c)  posterior  pharyngeal  flap  as  needed  at  age 
5-12  years. 

The  initial  surgery  is  usually  not  undertaken 
until  the  child  has  demonstrated  a normal 
growth  curve,  stable  hemoglobin,  and  attains 
an  appropriate  size  that  contributes  to  technical 
ease  of  the  procedure  (Fig  5 and  6).  The 
usual  parameter  of  “10’s”  (Hemoglobin 
10  gm%,  weight  10  pounds,  age  10  weeks)  is  a 
time  honored  guideline. 

Approximately  25%  of  children  will  have 
significant  residual  nasality  as  the  result  of 
velopharyngeal  incompetence  in  spite  of  palate 
repair.  This  deficit  usually  requires  speech 


FIG  5 Intraoperative  markings  for  cleft  lip  repair  in  three- 
month-old  with  complete  unilateral  cleft  of  lip  and 
palate. 


therapy,  posterior  pharyngeal  flap  reconstruc- 
tion, prosthesis,  or  combination  of  these  modal- 
ities in  order  to  obtain  optimal  speech.  Cor- 
rection of  the  typical  cleft  lip  nasal  deformities 
is  usually  postponed  until  puberty  so  that  the 
growth  and  development  of  nasal  structures  is 
not  disturbed. 


At  the  time  of  any  operative  procedures  and 
at  frequent  intervals  otoscopic  examinations  are 
essential;  75-90%  of  patients  with  cleft  palates 
have  serous  otitis  that  may  require  myringo- 
tomy. The  increased  incidence  of  middle  ear 
disease  in  cleft  palate  patients  is  thought  to  be 
related  to  the  abnormal  action  of  the  tensor 
palati  muscle  which  originates  at  the  orifice  of 
the  Eustachean  tube. 

Cleft  Palate  Team 

As  the  patient  matures  four  major  areas  are 
monitored  and  treated  as  needed:  (a)  cosmetic 
deformities  of  the  lip  and  nose;  (b)  dentition 
and  occlusion;  (c)  speech;  and  (d)  hearing. 

In  order  to  ensure  that  none  of  these  areas  is 


FIG  6 Patient  from  Fig  5 two  months  postoperative. 
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[overlooked,  the  patients  are  reviewed  at  a 
monthly  Cleft  Palate  Clinic.  The  patients  and 
families  are  seen  by  the  surgeon,  pedodontist, 
orthodontist,  speech  therapist,  and  social  work- 
er. This  approach  provides  an  integrated  and 
complete  program  of  therapy  for  the  long  term 
rehabilitation  of  the  cleft  palate  patient. 


Summary 

The  early  evaluation  of  cleft  lip/palate  pa- 
tients and  general  management  principles  are 
reviewed.  The  utilization  of  a Cleft  Palate 
Team  is  essential  in  the  effective  and  economi- 
cal rehabilitation  of  patients  with  these  de- 
formities. 


W.  M.  Bryant,  M.D. 
W.  L.  Dowden,  M.D. 


Watch  for  upcoming 
Journals  and  "Communicator' 

for  details  of 

^ 1974  Emergency  Health  Care  Seminar 

May  30-31 

★ 1974  KM  A Annual  Meeting 

September  24-26 
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SPECIAL  ARTICLES 


Kentucky  Medical  Association 
Position  Paper 


on 

Professional  Standards  Review  Organizations 


KMA  House  of  Delegates  Resolution  on  PSRO 

WHEREAS,  Public  Law  92-603  stipulates  the  requirements  for  Professional 
Standards  Review  Organizations,  and 

WHEREAS,  the  Board  of  Trustees  of  the  KMA  on  March  28,  1973,  approved 
the  concept  of  a single  statewide  Professional  Standards  Review  Organization  for 
Kentucky  to  be  developed  by  the  Kentucky  Foundation  for  Medical  Care,  and 
WHEREAS,  a PSRO  implementation  plan  was  drafted  and  endorsed  by  many 
medical  and  health  related  organizations  in  the  state,  and 

WHEREAS,  on  August  30,  1973,  at  a PSRO  area  designation  hearing  conducted 
by  the  Department  of  Health,  Education,  and  Welfare,  all  organizations  repre- 
sented again  endorsed  the  KFMC  proposal,  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  support  the  concept  of  a single  state- 
wide PSRO  for  Kentucky  as  indicated  in  the  KFMC  implementation  plan  and 
confirm  the  position  taken  by  the  KMA  Board  of  Trustees  in  this  regard,  and  be 
it  further 

RESOLVED,  that  the  KFMC  may  enter  into  a provisional  contractual  agree- 
ment to  serve  PSRO  purposes  if  no  substantial  changes  are  made  in  the  plans  sub- 
mitted by  the  Kentucky  Foundation  for  Medical  Care  to  HEW,  and  be  it  further 
RESOLVED,  that  if  major  changes  occur,  the  new  plan  be  approved  by  the 
House  of  Delegates  at  a regular  or,  if  necessary,  special  called  meeting,  and  be 
it  further 

RESOLVED,  that  this  House  of  Delegates,  as  individual  physicians  and  through 
its  Public  Relations  Committee  and  the  Committee  on  Legislative  Activities  of 
KMA,  work  to  inform  the  public  and  legislators  as  to  the  potential  deleterious 
effects  of  this  law  on  the  quality,  confidentiality , and  cost  of  medical  care,  and 
be  it  further 

RESOLVED,  that  this  House  of  Delegates  request  and  petition  the  Kentucky 
Congressional  delegation  and  every  member  of  both  Houses  of  the  U.S.  Congress 
and  the  Kentucky  Legislature  to  work  for  the  repeal  of  PSRO  and  a copy  of 
this  resolution  be  forwarded  to  these  legislative  bodies,  and  be  it  further 

RESOLVED,  that  this  House  of  Delegates  instruct  its  Delegates  to  the  American 
Medical  Association  to  introduce  a similar  resolution  in  that  House. 


On  October  31,  1973,  the  KMA  Executive  Com- 
mittee met  to  implement  actions  of  the  House  of 
Delegates.  The  above  resolution  was  a major  item 
of  business  and  the  Executive  Committee  directed  that 
copies  of  the  resolution  with  an  accompanying  letter 


be  immediately  sent  to  all  members  of  the  United 
States  Congress  and  the  Kentucky  General  Assembly. 
This  was  accomplished  during  the  1973  calendar  year 
and  other  PSRO  actions  were  appropriately  referred. 
The  Executive  Committee  recognized  that  corn- 
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Iplete  implementation  of  this  resolution  must  be  an 
ongoing  process  and  must  be  coupled  with  a con- 
tinuous exercise  of  information  gathering  and  dis- 
semination, and  interpretation  of  KMA’s  PSRO  ac- 
tivities with  regard  to  changing  developments. 

By  means  of  ten  recent  articles  in  the  KMA 
Journal,  nine  Trustee  District  meetings  devoted  to 
the  topic  during  1973,  and  through  other  seminars, 
attempts  have  been  made  to  advise  the  membership 
on  PSRO.  Thorough  PSRO  discussions  and  policy  con- 

* * 

Introduction 

The  Social  Security  Amendments  Act  of 
1972,  Public  Law  92-603,  was  enacted  by  the 
U.S.  Congress  in  October,  1972.  This  law  con- 
tains requirements  for  Professional  Standards 
Review  Organizations. 

Professional  Standards  Review  Organiza- 
tions (PSRO’s)  are  to  be  established  by  profes- 
sional associations  of  doctors  of  medicine  and 
osteopathy  within  designated  geographical 
areas  and  are  to  review  all  services  provided  to 
recipients  of  the  Title  XVIII  (Medicare)  and 
Title  XIX  (Medicaid)  programs.  Review  of 
such  services  is  to  be  undertaken  to  determine 
whether  the  services  rendered  were  medically 
necessary,  if  the  quality  of  the  services  met 
professionally  recognized  standards,  and  to  de- 
termine if  care  provided  in  a hospital  or  other 
health  care  facility  on  an  in-patient  basis  could 
have  been  administered  on  an  out-patient  basis 
or  more  economically  in  a facility  of  a different 
type. 

Preceding  enactment  of  this  law,  the  Ameri- 
can Medical  Association  on  behalf  of  organized 
medicine  opposed  similar  proposed  legislation. 
Section  249f  (the  actual  PSRO  portion)  of  the 
law  constitutes  a compromise  between  various 
earlier  suggestions  by  Senator  Wallace  Bennett 
(R-Utah)  and  the  Department  of  Health,  Edu- 
cation, and  Welfare.  The  essential  component 
that  AMA  fought  for,  and  ultimately  achieved, 
with  respect  to  this  legislation  is  that  medical 
care  review  be  placed  in  the  hands  of  practicing 
physicians  rather  than  federal  review  teams. 

Since  the  enactment  of  this  law,  the  Ken- 
tucky Medical  Association  and  its  subsidiary, 
the  Kentucky  Foundation  for  Medical  Care, 
have  devoted  much  activity  to  studying  PSRO 
requirements,  and  developing  a suggested  im- 
plementation plan  for  Kentucky.  The  culmina- 
tion of  these  efforts  was  reflected  in  the  actions 


siderations  have  taken  place  during  ten  meetings 
of  the  KMA  Board  of  Trustees  and  KFMC  Board 
of  Directors,  and  KMA  officials  have  attempted  to 
become  as  knowledgeable  of  PSRO  as  possible  through 
reading,  attending  local,  state,  and  national  meet- 
ings, and  by  conducting  special  sessions  with  allied 
groups  and  governmental  agency  representatives. 

As  part  of  this  information  process  the  Executive 
Committee  finalized  the  following  position  paper  on 
February  21  and  directed  its  publication  in  the  KMA 
Journal  for  the  benefit  of  the  membership. 

* * 

of  the  1973  KMA  House  of  Delegates  which 
passed  a PSRO  resolution  that  was  a composite 
of  several  resolutions  and  reports.  The  final 
resolution  directs  the  organization  (KMA- 
KFMC)  to  conduct  PSRO  in  the  state  and  to 
work  for  the  repeal  of  the  law. 

This  position  paper  has  been  prepared, 
therefore,  to  serve  to  clarify  the  position  of  the 
Association  with  regard  to  PSRO  and  to  in- 
terpret and  analyze  directed  implementing  ac- 
tions. 

PSRO  Legislative  History 

In  late  1969,  the  federal  administration  ini- 
tiated legislation  which  would  require  the  re- 
view of  the  quality  and  quantity  of  services 
provided  under  Medicare.  As  hearings  and  re- 
view progressed,  the  Senate  Finance  Committee 
expressed  interest  in  Medicare  and  Medicaid 
review  by  physicians  and  medical  societies. 

In  August,  1970,  Senator  Bennett  first  in- 
troduced the  concept  of  Professional  Standards 
Review  as  Amendment  851  to  H.R.  17550. 
This  bill  was  passed  by  the  Senate  but  because 
House  of  Representatives  and  Senate  versions 
of  the  bill  differed,  it  died  because  those  dif- 
ferences could  not  be  resolved  before  the  ad- 
journment of  the  91st  Congress. 

In  early  1972,  hearings  were  resumed  on  the 
legislation  and  Senator  Bennett  reintroduced 
his  PSRO  amendment.  In  October,  1972,  a 
joint  conference  committee  of  the  House  and 
Senate  finally  agreed  on  all  parts  of  H.R.  1 
which  contained  the  PSRO  provision  and  on 
October  30,  1972,  Public  Law  92-603  was 
signed. 

Activities  of  Record 

During  the  legislative  process,  the  PSRO  re- 
quirement was  closely  followed,  and  after  be- 
coming law,  the  Kentucky  Foundation  for  Med- 
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ical  Care  began  a detailed  study  of  the  new  re- 
view requirement  and  considered  the  feasibility 
of  the  Foundation  acting  as  an  implementing 
agency  for  PSRO  in  Kentucky.  Between  No- 
vember, 1972,  and  March,  1973,  the  various 
Foundation  committees  were  assigned  PSRO 
study  areas  related  to  their  routine  activities. 
Committee  research  on  various  parts  of  PSRO 
were  to  be  used  in  considering  implementation 
feasibility. 

An  interim  report  of  the  KFMC  studies  was 
presented  to  the  KMA  Board  of  Trustees  in 
December,  1972,  and  was  accepted  for  infor- 
mation. In  the  same  month,  the  KFMC  Board 
of  Directors  directed  that  work  be  initiated  on 
drafting  a PSRO  implementation  plan  for  the 
state  based  on  earlier  research  of  the  law. 

During  the  period  between  February  and 
March,  1973,  as  implementation  studies  were 
being  undertaken,  contacts  were  made  with 
allied  health  groups  to  ascertain  their  opinions 
and  desires  with  regard  to  PSRO. 

At  the  meeting  of  the  KMA  Board  of  Trust- 
ees on  March  28,  1973,  the  President  of  the 
Foundation  reported  that  studies  and  contacts 
with  allied  groups  suggested  that  the  KMA- 
KFMC  should  request  designation  as  the  PSRO 
for  the  state  of  Kentucky  utilizing  a statewide 
review  system  concept  based  on  past  review  ex- 
perience. At  this  meeting,  the  KMA  Board 
voted  approval  for  the  KFMC  to  act  as  the 
PSRO  for  the  state  and  sought  formal  recogni- 
tion and  support  for  this  concept  from  the  state 
Comprehensive  Health  Planning  Council  and 
other  health  groups. 

In  April,  1973,  a final  suggested  draft  for 
PSRO  implementation  was  completed  and  sent 
to  the  members  of  the  KMA  Board  of  Trustees, 
the  KFMC  Board  of  Directors,  and  representa- 
tives of  health  organizations  concerned  with  or 
likely  to  be  associated  with  PSRO. 

On  May  16,  1973,  in  open  forum,  members 
of  the  KMA  Board,  KFMC  Board,  and  rep- 
resentatives of  associated  allied  health  organi- 
zations discussed  the  drafted  implementation 
plan  and  considered  modifications.  Modifica- 
tions to  the  PSRO  proposal  were  then  made 
and  the  revised  plan  resubmitted  to  KMA  and 
KFMC  Board  members  and  others  who  at- 
tended the  May  16  meeting. 

Association  officials  met  with  HEW  rep- 
resentatives on  May  23,  1973,  to  discuss 
PSRO  operations  in  Kentucky  with  particular 


emphasis  on  the  designation  of  the  state  as  a 
single  area. 

On  August  30,  1973,  at  a hearing  conducted 
by  the  Atlanta  office  of  the  Department  of 
Health,  Education,  and  Welfare  to  determine 
opinions  on  area  designations,  all  hearing  at- 
tendees supported  the  plan  authored  by  the 
KFMC  as  well  as  the  single  statewide  PSRO 
concept.  No  other  implementation  or  area  des- 
ignation proposals  were  suggested  at  this  meet- 
ing. At  that  time,  HEW  officials  advised  that 
final  PSRO  determinations  for  Kentucky  would 
be  based  on  the  outcome  of  the  hearing. 

1973  KMA  Annual  Meeting 

Two  reports  and  four  separate  resolutions 
on  PSRO  were  submitted  to  the  1973  KMA 
House  of  Delegates.  Reports  were  submitted  by 
the  Chairman  of  the  KMA  Board  of  Trustees 
and  by  the  Kentucky  Foundation  for  Medical 
Care.  Resolutions  submitted  were  G,  I,  L,  and 
N. 

The  reports  essentially  described  the  PSRO 
activities  of  KMA  and  KFMC  and  were  ac- 
cepted for  information. 

Resolution  G called  on  the  House  to  accept 
responsibility  to  implement  the  PSRO  law,  for 
physicians  to  continue  to  provide  the  best  care 
possible  under  it,  to  educate  the  public  and 
legislators  of  the  potential  deleterious  effects  of 
the  law,  and  to  work  for  its  repeal. 

Resolution  I called  on  KMA  to  declare 
PSRO  ill-conceived  and  dangerous. 

Resolution  L supported  the  KFMC-PSRO 
proposal  and  called  on  the  Association  to  work 
for  PSRO  repeal. 

Resolution  N supported  the  statewide  PSRO 
concept  and  implementation  plan  submitted  by 
the  Foundation,  directed  the  KFMC  to  enter 
into  contractual  agreements  with  HEW  to  per- 
form PSRO,  and  called  on  KMA  to  pursue  ap- 
propriate amendments  to  the  law  to  preserve 
high  quality  care. 

Record  length  discussions  were  held  during 
the  reference  committee  meeting  and  the  Com- 
mittee Chairman  did  not  limit  debate. 

During  the  last  session  of  the  1973  House  of 
Delegates  the  reference  committee  offered  a 
substitute  resolution  based  on  discussions  held. 
The  substitute  resolution  called  on  the  House 
to  support  the  concept  of  a single  statewide 
PSRO  for  Kentucky  as  indicated  in  the  KFMC 
implementation  plan,  called  on  the  KFMC  to 
enter  into  provisional  contractual  agreements  to 


150 


March  1974  * The  Journal 


serve  PSRO  purposes  providing  no  substantial 
changes  were  made  to  the  plan  as  submitted, 
directed  that  if  major  changes  did  occur,  they 
be  approved  by  the  House  of  Delegates  at  a 
regular  or  special  called  meeting,  asked  that  the 
House,  as  individual  physicians  and  through  the 
Public  Relations  and  Legislative  Activities 
Committees,  to  work  to  inform  the  public  and 
legislators  as  to  the  potential  deleterious  effects 
of  the  law,  and  instructed  KMA  Delegates  to 
the  AMA  to  introduce  a similar  resolution  to 
that  House. 

During  House  deliberations,  a floor  amend- 
ment was  proposed,  retracted,  and  reproposed 
which  called  on  the  House  to  request  and  peti- 
tion state  and  U.S.  legislators  to  work  for  the 
repeal  of  PSRO,  and  directed  that  a copy  of  the 
resolution  be  forwarded  to  state  and  federal 
legislative  bodies.  With  this  additional  provi- 
sion, the  substitute  resolution  authored  by  the 
reference  committee  was  passed. 

Interpretation  of  Position 

The  final  resolution  passed  by  the  1973 
KMA  House  of  Delegates  delineates  four  basic 
principles  which  are: 

I.  Support  of  the  concept  of  a single  state- 
wide PSRO  to  be  administered  by  the 
Kentucky  Foundation  for  Medical  Care 
based  on  its  implementation  plan  and  a 
confirmation  of  the  position  taken  by  the 
KMA  Board  of  Trustees  in  this  regard. 

II.  That  the  Foundation  enter  into  provi- 
sional contractual  agreements  with  the 
Department  of  HEW  based  on  the  im- 
plementation plan  submitted;  substantial 
changes  to  this  plan  to  be  approved  by 
the  House  of  Delegates. 

HI.  That  the  public  and  legislators  be  in- 
formed of  the  potential  deleterious  ef- 
fects of  PSRO  on  the  cost,  quality,  and 
confidentiality  of  medical  care  through 
the  KMA  Public  Relations  and  Legisla- 
tive Activities  Committees  and  through 
the  membership  as  individual  physicians. 

IV.  To  work  for  repeal  of  the  law  through 
the  Kentucky  and  United  States  legisla- 
tive bodies. 

I.  SUPPORT  OF  STATEWIDE  CONCEPT 
— Records  of  the  1973  Annual  Meeting  indi- 
cate overwhelming  support  for  KMA-KFMC 
PSRO  activities  to  date.  From  these  records,  it 
is  apparent  that  KMA  is  committed  to  the 
concept  of  peer  review,  that  the  membership 


supports  KMA-KFMC  operated  review  activi- 
ties that  are  based  on  past  experience,  and  that 
the  Foundation’s  plan  for  PSRO  operations 
does  have  wide  support  from  associated  organi- 
zations. 

In  developing  the  implementation  proposal, 
many  efforts  were  made  to  publicize  PSRO 
activities  as  they  occurred.  When  completed, 
the  plan  was  made  available  as  broadly  as 
feasible.  In  the  drafting  stages,  the  implementa- 
tion proposal  was  specifically  oriented  to  as- 
sure physician  control  of  review  efforts  and  to 
restrict  federal  involvement  in  medical  practice. 

The  plan  relied  on  the  use  of  the  existing 
statewide  peer  review  mechanism  and  called 
for  the  development  of  diagnostic  criteria 
guidelines  at  the  local  level  to  insure  local 
autonomy  while  providing  central  supervision 
through  the  KFMC.  The  major  intent  of  the 
proposal  was  to  comply  with  the  law  while  im- 
posing the  least  interference  with  proven  effec- 
tive medical  care  review  and  care  delivery. 

Through  information  published  in  the  KMA 
Journal  and  that  supplied  at  Trustee  District 
meetings,  every  attempt  was  made  to  inform 
the  membership  on  PSRO  activities  and  the 
plan  was  periodically  modified  to  make  it  more 
workable  and  acceptable  to  patient  care  mod- 
alities and  the  profession.  The  plan  stressed 
Kentucky’s  uniqueness  with  regard  to  geo- 
graphy, population,  and  physician  practice  sit- 
uations but  offered  a unique  resolution  to  re- 
view efforts  devoted  to  such  a situation  by 
means  of  the  current  review  system.  Final 
justification  of  support  of  this  principle  is  the 
fact  that  a majority  of  interested  or  concerned 
related  organizations  granted  formal  support  of 
the  plan. 

II.  CONTRACTUAL  AGREEMENTS— 
PSRO  areas  were  designated  on  December  20 
and  Kentucky  was  announced  as  a single 
PSRO  area.  Contractual  negotiation  efforts  by 
HEW  should  soon  be  forthcoming.  The  naming 
of  Kentucky  as  a single  PSRO  area  is  seen  as 
an  indication  of  the  general  acceptance  of  Ken- 
tucky’s peer  review  system  and  subsequent 
PSRO  suggestions. 

Contracting  with  HEW  to  perform  PSRO 
does  not  necessarily  mean  that  PSRO  intent  is 
supported  but  rather  qualifies  the  intent  of 
PSRO  as  interpreted  by  the  Foundation. 

Reliance  on  the  KFMC  to  perform  PSRO  is 
mandatory  if  federal  review  requirements  are  to 
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be  made  workable  in  the  best  interest  of  Ken- 
tucky’s patients  and  the  future  of  medical  care. 
The  second  principle  is  seen  as  a definite  di- 
rection for  the  KFMC  to  proceed  with  the 
necessary  steps  to  operate  a PSRO  in  the  state. 

III.  INFORMATION  ON  DELETERIOUS 
EFFECTS — In  the  final  session  of  the  House 
of  Delegates  during  the  Annual  Meeting,  dis- 
cussions were  held  which  sought  to  precisely 
define  the  deleterious  effects  mentioned  in  the 
resolution  so  that  the  public  and  legislators 
could  be  so  informed.  These  efforts  were  not 
successful. 

Poor  effects  proposed  were  that  costs  would 
not  be  noticeably  reduced,  that  the  confiden- 
tiality of  the  patient-physician  relationship 
might  be  compromised  because  of  the  “public” 
atmosphere  ascribed  to  Medicare  statistics  and 
that  quality  of  medical  care  might  suffer  be- 
cause physician  independence  might  be  re- 
stricted. 

Although  potential  undesirable  effects  can 
be  projected,  they  cannot  be  defined  until  such 
time  as  they  occur.  The  interpretation  of  this 
principle  is  that  advice  should  be  given  ap- 
propriately that  the  Association,  as  individual 
physicians,  feels  that  the  PSRO  law  will  not 
serve  the  best  interests  of  patient  well-being 
and  medical  care  delivery. 

IV.  WORK  FOR  REPEAL— Noting  that 
Public  Law  92-603  underwent  over  two  years 
of  hearings  and  debate  before  enactment, 
speakers  at  the  1973  Annual  Meeting  suggested 
that  repeal  efforts  would  not  be  politically  vi- 
able in  the  current  atmosphere.  Therefore,  if 
opportunities  are  presented  to  legislatively  re- 
peal this  law,  they  should  be  pursued.  A more 
pragmatic  approach,  as  suggested  in  House 
testimony,  is  that  amendments  or  modifications 
to  the  law  that  would  make  it  acceptable  to 
proven  care  delivery  modalities  should  be  pur- 
sued. 

Analysis  of  Implementation  Efforts 

I.  The  first  principle  derived  from  the  House 
resolution  passed  supports  the  single  statewide 
PSRO  concept  to  be  administered  by  the 
KFMC  and  is  self-explanatory,  but  supplies 
justification  and  support  for  implementation 
efforts  of  the  second  principle. 

II.  Implementation  of  the  second  principle, 
which  calls  for  the  KFMC  to  enter  into  con- 
tractual agreements  with  HEW  is  contingent  on 


two  factors:  (1)  that  the  Department  of  HEW 
does,  in  fact,  accept  the  implementation  plan 
submitted  and  enters  into  contractual  negotia- 
tions; and  (2)  the  factor  of  any  changes  to  be 
made  to  the  plan. 

It  is  anticipated  that  the  KFMC  will  be  des- 
ignated, provisionally,  as  the  PSRO  for  Ken- 
tucky as  its  implementation  proposal  was  the 
only  one  submitted  for  the  state.  This  view  is 
supported  by  the  announcement  of  Kentucky 
as  a single  statewide  PSRO  area  as  previously 
recommended  by  the  Foundation.  Careful  at- 
tention was  given  in  drafting  the  plan  to  comply 
with  all  evident  portions  of  the  original  law. 
However,  the  plan  was  based  on  Kentucky 
being  designated  as  a single  PSRO  area  before 
the  single  area  concept  was  accepted  by  HEW. 
Specifically,  the  plan  includes  a State  PSRO 
Council  and  Lay  Advisory  Council  which  were 
not  described  in  the  law  for  single  state  areas. 
Because  of  these  and  other  minor  technicali- 
ties, the  plan  might  not  be  completely  accept- 
able to  HEW.  No  changes  to  the  plan  are  in- 
tended by  the  Foundation,  but  HEW  may  re- 
quire modification  for  the  reasons  just  men- 
tioned. Substantial  changes  are  not  anticipated, 
but  the  composition  of  the  state  PSRO  Board 
of  Directors  could  well  be  one  modification  and 
others  could  be  expected  to  surface. 

The  direction  to  convene  a meeting  of  the 
House  of  Delegates  if  changes  to  the  plan  occur 
is  interpreted  to  mean  substantial  philosophical 
changes  made  either  by  KFMC  or  HEW. 

III.  Analysis  of  implementation  of  this  prin- 
ciple is  that  full  implementation  is  not  possible 
at  this  time.  Discussions  during  the  Annual 
Meeting  brought  out  that  specific  deleterious 
effects  could  not  presently  be  defined  and  that 
any  broad  publicity  effort  would  be  cost-pro- 
hibitive. To  describe  and  explain  PSRO  and  to 
further  describe  the  feelings  of  the  profession 
in  a manner  understandable  to  the  public  can 
reasonably  be  effected  at  this  point  only  by 
means  of  contact  with  individual  patients,  until 
poor  effects  are  defined. 

IV.  All  state  and  U.S.  legislators  were  con- 
tacted soon  after  the  Annual  Meeting  concern- 
ing repeal  of  the  PSRO  law.  The  wishes  of  the 
Association  were  made  known  by  sending  each 
of  them  a copy  of  the  resolution  passed  by  the 
House  of  Delegates.  Some  deleterious  projec- 
tions can  be  made  in  the  absence  of  the  opera- 
tion of  PSRO  but  valid  identification  of  poor 
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effects  can  only  be  documented  retrospective- 
ly- 

Some  activity  for  repeal  of  PSRO  at  the 
federal  level  has  been  noted  but  the  bulk  of  in- 
formation available,  and  analysis  of  the  current 
political  atmosphere,  predicts  that  full  repeal 
efforts  are  very  unlikely.  Amendment  or  modi- 
fication to  the  existing  legislation  is  more 
probable.  Additionally,  the  effecting  of  repeal 
through  the  state  legislature  is  not  feasible  be- 
cause the  law  was  federally  enacted  and  state 
legislators  would  be,  obviously,  unfamiliar  with 
such  intricate  federal  requirements. 

Current  Posture 

From  the  resolution  passed  by  the  1973 
KMA  House  of  Delegates  and  the  interpreta- 
tion of  its  intent,  the  current  posture  of  this 
Association  with  regard  to  PSRO  is  as  follows: 

(1)  The  Kentucky  Medical  Association  is 
opposed  to  federally  mandated,  bureaucratical- 
ly controlled  medical  review  with  restrictive 
operational  methods  as  indicated  in  Public  Law 
92-603  because  of  the  potential  undesirable 
effects  of  the  PSRO  program  on  patient  care 
and  affirmative  medical  practice. 

(2)  The  Association  is  committed  to  pro- 
fessionally supervised,  voluntary  peer  review. 

(3)  So  long  as  PSRO  is  law,  the  Kentucky 
Foundation  for  Medical  Care,  on  behalf  of 
patient  welfare  and  the  profession,  should  seek 
to  act  as  the  operating  agency  and  should  con- 
tract with  the  Department  of  Health,  Educa- 
tion, and  Welfare  to  perform  federal  review  in 
the  state,  thereby  interjecting  concepts  of  rea- 
sonable and  workable  medical  care  review. 
(Early  demonstration  projects  would  assist  in 
finalizing  any  decisions  prior  to  mandatory 
PSRO  implementation  scheduled  for  January  1, 
1976.) 

Future  Alternatives 

The  preceding  material  substantiates  the 
Association’s  resolution  to  two  basic  but  di- 
chotomous points:  (1)  to  actively  solicit  PSRO 
organizational  designation,  and  (2)  to  work  for 
repeal  efforts.  The  pursuit  of  appropriate 
amendments  or  modifications  to  the  law  is  not 
considered  a part  of  repeal  efforts  because  the 
law’s  author  and  the  federal  administration 
would  logically  accept  amendment  of  the  law 
dictated  by  operational  experience. 

Kentucky  has  become  recognized  for  its  peer 


review  activities  and  based  on  that  experience, 
the  Department  of  Health,  Education,  and 
Welfare  has  commented  favorably  on  its  (the 
KFMC’s)  potential  as  an  effective  PSRO.  If 
the  Association  commits  its  resources  to  full 
and  vigorous  PSRO  operations,  it  is  anticipated 
that  full  and  able  support  will  be  received  from 
federal  agencies  with  little  interference.  Such 
cooperation  would  enhance  the  position  of  the 
Association  with  regard  to  control  of  PSRO 
and  complete  professional  supervision.  There 
would  then  exist  an  affirmative  situation  in 
that,  as  stipulated  in  the  KFMC  plan,  the 
PSRO  would  be  created  but  after  its  establish- 
ment, would  become  free-standing  with  the  As- 
sociation having  majoral  input. 

If,  however,  the  Association  were  to  dedicate 
its  main  efforts  to  repeal  of  the  law,  and  repeal 
efforts  were  to  no  avail,  PSRO  would  be  put 
into  operation  without  Association  input  and 
supervision.  All  valid  rationale  for  Association 
control  and  all  past  peer  review  efforts  would 
then  have  served  for  nothing. 

Simultaneous  efforts  to  operate  a PSRO  and 
vigorously  work  for  repeal  would  be  counter- 
productive. Working  at  contretemps  in  this 
manner  would  create  a situation  whereby  the 
Association  could  expect  less  than  full  coopera- 
tion from  the  government  and  could  devote  less 
than  full  dedication  to  repeal  efforts.  Because 
repeal  efforts  are  not  considered  politically 
viable,  this  would  be  an  untenable  and  devisive 
position.  After  January  1,  1976,  HEW  is  not 
compelled  to  designate  medical  society  spon- 
sored organizations  as  PSRO’s  either  legally  or 
ethically. 

Conclusion 

Because  PSRO  in  some  form  will  remain  in 
effect,  the  KMA-KFMC  should  exert  maximal 
efforts  to  assume  leadership  and  act  in  the  role 
of  the  PSRO  agency  to  assure  program  im- 
plementation does  not  detract  from  optimal 
medical  care  and  is  in  the  best  interest  of  the 
patients  of  our  state  and  the  profession. 

In  light  of  the  current  political  atmosphere, 
the  Association  should  vigorously  support 
amendments  and  modifications  that  would 
make  federal  review  more  workable,  and  con- 
tinue researching  the  possibilities  for  repeal 
noting  that  clear  identification  of  potential 
deleterious  effects  would  add  to  repeal  viability. 
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Kentucky  MECO  '74 

Phil  Aaron 


REAT!!!”  was  the  way  one  Kentucky 
V -m- physician  described  the  1973  Ken- 
tucky MECO  program.  Last  summer 
MECO  placed  67  medical  students  in  the  hos- 
pitals/clinics and  private  practices  throughout 
Kentucky,  establishing  the  Kentucky  program 
as  the  most  successful  one  in  the  nation.  Ken- 
tucky had  a gain  of  62  students  from  1972, 
ranking  number  one  nationally  in  percentage  of 
increase  and  achievement.  The  program  also 
fared  well  in  comparison  with  the  other  top 
states  with  MECO  programs.  Kentucky’s  pro- 
gram had  more  positions  available  than  Texas 
(41)  and  California  (50). 

Similar  to  an  externship,  MECO  (Medical 
Education,  Community  Orientation)  provides 
medical  students  the  opportunity  to  spend  eight 
to  ten  weeks  during  the  summer  learning  about 
a community’s  total  health  care  system.  MECO 
is  flexible  enough  to  allow  the  student  to  par- 
ticipate with  the  physician  in  developing  an 
education  program  to  fit  the  participating  com- 
munity. Emphasis  is  placed  on  exposing  the 
student  to  the  lifestyle  of  the  community  physi- 
cian, to  the  function  and  operation  of  the  com- 
munity hospital,  to  the  interaction  of  all  facets 
of  the  community  as  related  to  health  care,  and 
on  helping  him  to  appreciate  the  basic  concept 
of  patient-oriented  health  care. 

MECO  also  affords  Kentucky’s  practicing 
physicians  the  chance  to  give  these  students  ex- 
posure to  clinical  medicine  from  the  eyes  of  a 
practicing  physician — an  exposure  often  dif- 
ferent from  that  gained  in  a medical  center 
teaching  hospital. 

MECO’s  goal  is  to  encourage  students  to  re- 


turn to  communities  having  physician  short- 
ages. Exposure  of  a student  at  an  early  point 
in  his  training,  to  a health  care  system  of  a 
community,  makes  the  student  more  likely  to 
consider  establishing  a practice  in  that  com- 
munity. Several  of  the  1973  MECO  students 
who  had  never  before  considered  practicing  in 
rural  Kentucky,  are  now  making  plans  to  re- 
turn to  their  MECO  communities  again  next 
summer  and  after  they  graduate. 

Plans  are  currently  underway  for  the  im- 
plementation of  MECO  1974.  The  emphasis  is 
on  quality  this  year,  building  upon  the  knowl- 
edge gained  last  summer. 

Two  new  wrinkles/options  are  being  con- 
sidered for  MECO  ’74:  incorporation  of  the 
program  into  the  medical  school  curriculum 
with  students  receiving  elective  credit  for  par- 
ticipation under  the  direction  of  the  depart- 
ments of  family  practice  and  community  medi- 
cine, and  plans  for  the  development  of  a fi- 
nancial assistance  option  through  which  com- 
munities can  loan  money  to  finance  a medical 
student’s  (their  MECO  student’s)  education — 
in  return  for  a promise  to  return  and  practice  in 
that  community. 

Any  physician,  hospital  or  clinic  desiring  to 
participate,  or  wanting  more  information 
should  contact: 

Kentucky  MECO  ’74 
1415  St.  Anthony  Place 
Louisville,  Kentucky  40202 
or 

Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 


P 

I unit 
HM 
acre 
slat 
thei 
onl; 
anc 


tint 

»it 


do 

on 

do 


th 

di 

if 

; 


154 


March  1974  • The  Journo 


Health 

PATTERNS  of  medical  care  in  America 
are  changing  rapidly,  much  more  rapidly 
perhaps  than  most  of  us  realize.  We  some- 
times discuss  the  advent  of  PSRO,  NHI,  and 
HMO  as  if  these  governmentally  sponsored 
acronyms  represent  the  major  threats  to  our 
status  quo.  While  they  are  indeed  significant  in 
themselves,  these  programs  really  represent 
only  the  current  waves  in  a much  more  basic 
and  powerful  upheaval,  one  destined  to  alter 
the  framework  of  the  present  physician-patient 
relationship  markedly.  Such  alteration  has  been 
underway  for  many  years  and  will  continue, 
with  or  without  the  stimulus  of  congressional 
action. 

In  centuries  past  the  original  one-on-one 
relationship  between  a sick  person  and  his 
doctor  was  a simple  and  usually  satisfactory 
one.  The  patient  generally  understood  the 
doctor’s  limitations,  anticipated  the  fees  in- 
volved, and  obtained  medical  care  if  he  felt 
the  value  of  the  care  to  be  rendered  outweighed 
the  economic  liability  thereby  assumed.  If  he 
was  poor  and  went  without  care,  his  outcome 
differed  only  slightly  from  his  wealthier  breth- 
ren, for  until  about  100  years  ago  medicine  was 
much  more  art  than  science.  Only  in  the  last 
four  or  five  generations  has  medicine  had  the 
growing  knowledge  and  power  to  influence  the 
course  of  many  illnesses  in  a favorable  way. 

As  medical  practice  and  medical  education 
progressed  into  the  twentieth  century,  the  ill- 
trained  doctor  gave  way  to  a group  of  highly 
skilled  physicians.  The  ancient  Krankenhaus 
became  a modern  hospital,  offering  the  medical 
scientist  a facility  loaded  with  the  technologic 
apparatus  he  needed,  his  wonders  to  perform. 
And  wonders  there  were  (and  are)  aplenty. 
Asepis,  anesthesia,  biochemistry,  antibiosis, 
immunology,  and  chemotherapy,  to  name  but 
a few,  arose  and  were  absorbed  into  the  fabric 
of  daily  patient  care.  With  the  rise  in  impor- 
tance of  the  hospital  instead  of  the  home  as  a 


Planning 

place  to  recover  from  illness,  came  a corollary 
and  inevitable  rise  in  costs. 

Initially  these  increased  costs  were,  as  be- 
fore, paid  by  the  individuals  involved.  As  medi- 
cine’s track  record  improved  immensely,  how- 
ever, it  became  less  and  less  sensible  for  pa- 
tients to  omit  or  to  cease  treatment,  (this  had 
been  the  fiscal  safeguard  in  the  old  days),  and 
so  some  bills  outstripped  the  capability  of  the 
individual  to  pay.  At  this  point  the  pure  one- 
on-one  relationship  disappeared,  and  the  group- 
risk  phenomenon  known  as  insurance  entered 
the  scene. 

Health  insurance  companies,  notably  Blue 
Cross-Blue  Shield,  have  over  the  last  30  to  40 
years  spread  the  economic  risk  of  major  ill- 
ness through  large  subscriber  lists.  This  has 
enabled  the  patient  to  pay,  albeit  indirectly, 
for  the  high-calibre,  high-cost  care  he  has  de- 
manded. 

The  indirect  nature  of  the  payment  has  led 
as  might  be  expected  to  a markedly  increased 
rate  of  facility  utilization — and  to  steadily  ris- 
ing premium  rates  and  restrictions  on  services 
covered.  Having  hidden  once  from  costs  under 
the  umbrella  of  insurance,  the  patient  begins 
to  find  himself  exposed  again,  and  is  now  look- 
ing for  help  wherever  it  can  be  found.  Some 
of  that  help  will  come  from  the  federal  govern- 
ment, it  seems  safe  to  say.  This  is  not  much 
of  a news  item,  though,  as  already  50%  of  the 
83  billions  of  health  care  dollars  a year  arise 
from  that  source. 

Thus  we’re  not  facing  a revolution  in  health 
care,  we’re  in  one.  Can  we,  and  our  style  of 
patient  care,  survive?  Of  course  we  can,  if  we 
understand  the  currents  and  counter-currents, 
the  pressures,  the  needs.  The  one-to-one  doc- 
tor-patient  relationship  must  be  preserved  at 
the  personal,  therapeutic  level,  but  in  discussing 
the  economics  of  health  care  we’re  now  fac- 
ing large  institutions  (insurance,  government) 
and  we  need  strong  organizations  of  our  own 


y Medical  Association  • March  1971 


155 


to  make  our  voices  heard.  We  need  to  plan 
health  care  systems — not  only  negatively,  to 
restrict  costs,  but  positively,  to  meet  needs. 
Urban,  rural,  ghetto  areas — if  gaps  in  care  or 
costly  duplications  exist,  who  better  than  we 
to  propose  solutions  we  can  live  with? 

Physicians,  and  practicing  physicians  in  par- 
ticular, alone  have  the  knowledge  to  make 
workable  changes  in  the  field  of  health  care. 
We  must  as  organizations  form  plans  for  our 


communities’  care,  just  as  we  as  individuals 
plan  care  for  our  individual  patients.  Uncon- 
trolled usage  and  uncontrolled  costs,  as  noted 
above,  can  crush  our  patients  and  crush  us 
as  well. 

Health  planning  has  been  to  date  a disaster 
in  many  areas.  If  we  as  physicians  recognize 
this  need  for  leadership,  health  planning  doesn’t 
have  to  be  bad  news.  It  may  well  be  a major 
opportunity.  WHj 


Have  You  Moved  Recently? 

Please  send  any  change  of  address  to  The  Journal  of  the  Kentucky  Medical 
Association,  3532  Ephraim  McDowell  Drive,  Louisville,  Kentucky  40205.  We 
need  your  help  in  keeping  our  mailing  list  up  to  date.  You  are  our  best  source  of 
information. 


Notice  To  Contributors 

Members  of  the  Kentucky  Medical  Association  reading  papers  before  other 
organizations  are  asked  to  submit  their  papers  to  The  Journal  for  consideration  by 
the  Editors  for  publication.  Detailed  instructions  to  contributors  appear  in  the 
Scientific  Section  of  The  Journal  under  Manuscript  Memos.  Please  forward  any 
papers  to: 

Charles  C.  Smith,  Jr.,  M.D.,  Scientific  Editor 
The  Journal  of  the  Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 
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Sign  of  a cold  sufferer 
lime  for  Ornade 


ast  relief  of  nasal  congestion 

ind  hypersecretion* 

vith  convenient  b.i.d.  dosage. 


,® 


Each  Spansule®  capsule  contains  8 mg.  Teldrin® 
(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride; 

2.5  mg.  isopropamide,  as  the  iodide. 


Tore  prescribing,  see  complete  prescribing  information  in  SK&F 
zrature  or  PDR.  The  following  is  a brief  summary. 


ndications 

Jased  on  a review  of  this  drug  by  the  National  Academy  of  Sciences  — 
>13(10031  Research  Council  and/or  other  information,  FDA  has  classified 
he  indications  as  follows: 

’ossibly  effective:  For  relief  of  upper  respiratory  tract  congestion  and 
lypersecretion  associated  with  vasomotor  rhinitis  and  allergic  rhinitis, 

I ind  for  prolonged  relief. 

I .acking  in  substantial  evidence  of  effectiveness:  For  relief  of  nasal 
I :ongestion  and  hypersecretion  associated  with  the  common  cold  and 
I sinusitis. 

I rinal  classification  of  the  less  than-effective  indications  requires  further 
I nvestigation. 


ontraindications:  Hypersensitivity  to  any  component:  concurrent  MAO 
hibitor  therapy;  severe  hypertension;  bronchial  asthma;  coronary  artery 
I sease;  stenosing  peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 

I hildren  under  6. 

'arnings:  Caution  patients  about  activities  requiring  alertness  (e.g., 

I aerating  vehicles  or  machinery).  Warn  patients  of  possible  additive  effects 
{ ith  alcohol  and  other  CNS  depressants. 
sage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and  women  who 
light  bear  children,  weigh  potential  benefits  against  hazards.  Inhibition  of 
ctation  may  occur. 

ffect  on  PBI  Determination  and  P31  Uptake:  Isopropamide  iodide  may 
ter  PBI  test  results  and  will  suppress  I131  uptake.  Substitute  thyroid  tests 
naffected  by  exogenous  iodides. 

recautions:  Use  cautiously  in  persons  with  cardiovascular  disease, 
laucoma,  prostatic  hypertrophy,  hyperthyroidism. 

.dverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth : 
ervousness;  or  insomnia.  Also,  nausea,  vomiting,  epigastric  distress, 
larrhea,  rash,  dizziness,  weakness,  chest  tightness,  angina  pain,  abdominal 
> ain,  irritability,  palpitation,  headache,  incoordination,  tremor,  dysuria, 

Iifficulty  in  urination,  thrombocytopenia,  leukopenia,  convulsions,  hyper- 
insion,  hypotension,  anorexia,  constipation,  visual  disturbances,  iodine 
rxicity  (acne,  parotitis). 


'upplied:  Bottles  of  50  capsules. 

C|/£fZ  Smith  Kline  & French  Laboratories 

^ Division  of  SmithKlme  Corporation.  Philadelphia. 
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The  causes  of  irritable  colon  and  the  diarrhe 
symptoms  that  often  accompany  it  can  be  as  ( 
verse  as  the  systemic  and  emotional  irritatioi 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  tl 
occurrence  of  diarrheal  episodes  coincident  wi 
times  of  emotional  stress  may  be  valuable  clu 
to  the  functional  nature  of  the  disorder,  irritab 
colon  must  often  be  diagnosed  by  exclusio; 
Stfph  diagnostic  exploration  takes  time.  Disco 
<ei*y  of  the  nature  of  any  emotional  problems  ma 
&Jke  more.  During  that  time,  Lomotil®  is  an  ide 
agent  for  controlling  diarrheal  symptoms. 

¥ Lomotil  tablets  are  small,  easy  to  ca/ry  an 
easy  to  take.  They  act  promptly  apd  effective^ 
Secondary  effects  are  relatively  infrequent  an< 
once  the  first  force  of  the  diarrhea  is  controllet 
maintenance  is  frequently  effective  on  as  littl 
as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lomot 


useful  in  controlling  the  diarrhea  associated  wit 
gastroenteritis,  antibiotic  therapy  and  acut 
infections. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications : In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCl  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 


* \\ 


Lomotil 


TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 
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Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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INDtCATtONSrTfierapeut/ca(/y*  used  aS  an  adjunct  to  appropriate  systemic 
*s  f ' ' » * therapy  for  topical  infections,  primary  Or  secondary,  due  to  susceptible 

- organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 

• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

MOSPOKIY  Ointment 


B- 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Su 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrol? 
q.s.  In  tubes  of  1 oz.  and  Vi  oz.  and  %2  oz.  (approx.)  foil  pac 

rWf  /Burroughs  Wellcome  Co. 
i 1./.J  / Research  Triangle  Park 

Wellcome/  North  Carolina  27709 


HEW  Withdraws  Regulations 
Due  to  AMA  Opposition 

On  February  7,  HEW  Secretary  Caspar  Weinberger 
withdrew  proposed  regulations  which  would  have 
called  for  pre-admission  certification  for  all  Medi- 
care and  Medicaid  hospital  patients. 

The  withdrawal  came  two  days  after  Secretary 
Weinberger  and  HEW  Assistant  Secretary  for  Health, 
Charles  C.  Edwards,  M.D.,  met  with  AMA  President 
Russell  B.  Roth,  M.D.,  and  other  AMA  officials. 

Doctor  Roth  had  announced  at  a January  25  news 
conference  that  AMA  was  prepared  to  take  legal 
action  against  Secretary  Weinberger  if  the  regulations 
were  implemented  citing  the  HEW  proposals  as 
“wrong  medically,  wrong  morally,  and  wrong  legally.” 

In  related  action,  AMA  filed  suit  February  19 
against  the  Cost  of  Living  Council  to  overturn 
discriminatory  Phase  IV  economic  controls  on  phy- 
sicians. In  effect  until  April  30  are  the  following 
provisions  of  the  latest  COLC  regulations: 

(1)  A 4%  limit  on  the  aggregate  weighted  price 
increase  for  the  physician’s  office.  (2)  A 10%  limit  on 
increases  of  any  individual  service  or  procedure  (no 
fee  under  $10  may  be  increased  by  more  than  $1). 
(3)  A revenue  margin  limitation.  (4)  Accumulated 
allowable  increases  not  previously  taken  in  1972 
and  1973,  in  accordance  with  rules  from  Phase  II 
and  Phase  III.  (5)  Voluntary  compliance  with  ran- 
dom monitoring  by  COLC  and  carriers  for  Medicare 
and  Medicaid.  (6)  Requirement  of  physicians  to  post 
an  easily  readable  sign  stating  the  availability  and 
location  of  a price  schedule  of  fees. 

KMA  will  keep  members  up-to-date  on  further 
action  from  the  COLC  regarding  physicians’  fees. 

KMA  Increases  Washington  Input 
On  Recent  Federal  Proposals 

In  recent  weeks  the  Kentucky  Medical  Associa- 
tion and  the  Kentucky  Foundation  for  Medical  Care 
submitted  comments  to  the  Department  of  HEW  in 
response  to  the  proposed  pre-certification  regulations 
published  in  the  January  9 issue  of  the  Federal 
Register. 

Both  KMA  President  Fred  C.  Rainey,  M.D.,  and 
Foundation  President  David  A.  Hull,  M.D.,  in  sep- 
arate communications,  urged  the  Department  to  seri- 
ously reconsider  the  implications  these  regulations 
would  have  on  the  quality  of  health  care  and  re- 
quested their  non-issuance.  (As  indicated  above,  the 
regulations  were  eventually  withdrawn  by  HEW.) 


In  other  areas,  KMA  protested  the  proposed  gas 
rationing  contingency  plan  published  in  the  January 
16  Federal  Register.  In  comments  filed  with  the 
Federal  Energy  Office,  KMA  noted  that  “availability 
of  fuel  to  physicians  and  allied  medical  service  person- 
nel in  Kentucky  is  vital”  and  petitioned  for  exemp- 
tion of  physicians  and  other  health  care  personnel 
from  the  gas  rationing  plan. 

RKMSF  Accepts  Applications, 
Increases  Loan  Amount 

The  Rural  Kentucky  Medical  Scholarship  Fund  is 
now  accepting  applications  for  loans  for  medical 
students  entering  school  this  fall.  The  applicant  must 
be  a Kentucky  resident  who  has  been  admitted  to  one 
of  the  two  accredited  medical  schools  in  the  state. 

G.  L.  Simpson,  M.D.,  Greenville,  Chairman  of  the 
Fund,  notes  that  this  year  a student  may  borrow  up 
to  $3,000  per  year  (an  increase  of  $500)  providing  he 
will  agree  to  practice  either  in  any  of  the  over  100 
rural  Kentucky  counties  or  with  the  Kentucky  Public 
Health  Service  in  an  approved  area. 

Created  in  1946  to  provide  better  distribution  of 
physicians  in  rural  areas  of  Kentucky,  the  Fund  now 
has  about  194  physicians  in  practice  in  86  Kentucky 
counties,  with  28  serving  in  critical  counties.  Since  its 
inception,  the  Fund  has  loaned  over  one  million  dol- 
lars. 

Students  interested  in  obtaining  more  information 
about  the  RKMSF  should  write  to:  Rural  Kentucky 
Medical  Scholarship  Fund,  3532  Ephraim  McDowell 
Drive,  Louisville  40205,  prior  to  April  1,  1974. 

Nominations  Being  Accepted 
For  KMA  Awards 

The  KMA  Awards  Committee  is  now  accepting 
nominations  for  the  Kentucky  Medical  Association 
Award  and  the  Distinguished  Service  Award,  accord- 
ing to  Richard  F.  Grise,  M.D.,  Bowling  Green, 
Chairman. 

The  KMA  Award  is  designed  to  honor  an  out- 
standing layman  and  the  Distinguished  Service  Award 
honors  the  outstanding  physician  of  the  year.  The 
awards  are  presented  annually  at  the  President’s 
Luncheon  during  the  KMA  Annual  Meeting  in  Sep- 
tember. 

Nominations  for  awards  should  be  forwarded  to 
the  KMA  Headquarters  Office,  Attention:  Awards 
Committee. 
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Pulmonary  Diseases  Is  Topic 
For  Lexington  Clinic  Mfg. 

The  annual  Spring  Conference  of  the  Lexington 
Clinic  and  Lexington  Clinic  Foundation  will  be  held 
Thursday,  April  4.  Discussion  will  center  around 
“Recent  Advances  in  the  Management  of  Pulmonary 
Diseases”  and  will  include  presentations  on  respiratory 
distress  syndrome,  allergic  lung  disorders,  pneu- 
moconiosis, and  new  problems  in  the  diagnosis  and 
control  of  tuberculosis. 

In  addition  to  members  of  the  Lexington  Clinic 
staff,  speakers  for  the  all-day  session  include  Jack  R. 
Coyer,  M.D.,  and  Robert  J.  Floro,  A.R.I.T.,  Lexing- 
ton; Emery  E.  Lane,  M.D.,  Louisville;  Laurence  S. 
Farer,  M.D.,  Center  for  Disease  Control,  Atlanta; 
and  W.  Wayne  Lake,  Jr.,  M.D.,  Louisiana  State 
University,  New  Orleans. 

Application  for  prescribed  credit  from  the  Ameri- 
can Academy  of  Family  Physicians  has  been  made 
for  the  program  which  is  open  to  all  physicians. 
There  is  no  registration  fee,  but  pre-registration  can 
be  made  by  contacting  Clayton  McKinney,  Lexing- 
ton Clinic,  1221  South  Broadway,  Lexington,  40504. 


Rheumatic  Disease  Symposium 
To  Be  Held  May  9 

“Pathogenesis  and  Management  of  Rheumatic 
Diseases”  will  be  the  theme  for  the  Tenth  Postgradu- 
ate Symposium  on  Rheumatic  Diseases  to  be  held 
Thursday,  May  9,  according  to  David  H.  Neustadt, 
M.D.,  Chief  of  Section  on  Rheumatic  Diseases, 
University  of  Louisville  School  of  Medicine. 

The  full-day  conference  will  feature  discussions  on 
osteoarthritis,  ankylosing  spondylitis,  gout  and  several 
other  topics.  Included  in  the  guest  faculty  are  John 
J.  Calabro,  M.D.,  Professor  of  Medicine,  University 
of  Massachusetts;  George  E.  Ehrlich,  M.D.,  Professor 
of  Medicine,  Temple  University;  Henry  J.  Mankin, 
M.D.,  Professor  of  Orthopaedic  Surgery,  Harvard 
Medical  School;  and  Lawrence  E.  Shulman,  M.D., 
Professor  of  Medicine,  Johns  Hopkins  University  and 
President-Elect,  American  Rheumatism  Association. 

There  is  no  registration  fee  for  the  annual  symposi- 
um which  will  be  held  in  the  Health  Sciences  Center 
auditorium  at  the  University  of  Louisville.  Sponsors 
for  the  conference  are  the  University  of  Louisville 
School  of  Medicine  and  the  Kentucky  Chapter  of 
the  Arthritis  Foundation. 


Family  Practice  Board 
Announces  Exam 

The  American  Board  of  Family  Practice  announces 
that  it  will  give  its  next  two-day  written  certification 
examination  on  October  19-20,  1974.  It  will  be  held  in 
five  centers  geographically  distributed  throughout  the 
United  States. 

It  is  necessary  for  any  physician  desiring  to  take  the 


exam  to  file  a completed  application  with  the  Board 
office  before  June  15,  1974. 

Information  regarding  the  exam  may  be  obtained 
from:  Nicholas  J.  Pisacano,  M.D.,  Secretary,  Ameri- 
can Board  of  Family  Practice,  Inc.,  University  of 
Kentucky  Medical  Center,  Annex  #2,  Room  229, 
Lexington  40506. 


“Cancer  in  Women”  Meeting 
Set  for  May  31 -June  1 

The  Kentucky  Obstetrical  and  Gynecological  So- 
ciety will  hold  its  27th  annual  meeting  May  31-June  1 
in  conjunction  with  the  Fourth  Biennial  Symposium 
of  the  Kentucky  Division  of  the  American  Cancer 
Society.  The  theme  of  the  conjoint  meeting  will  be 
“Cancer  in  Women.” 

Guest  speakers  for  the  annual  conference,  which 
will  be  held  at  the  Galt  House,  Louisville,  include 
Luis  Delclos,  M.D.  and  Julian  Smith,  M.D.,  both 
from  Houston;  Hugh  Barber,  M.D.,  New  York  City; 
and  Professor  Franc  Novak  from  the  University  of 
Yugoslavia. 


Ky.  Anesthesiologists  Elect 

The  Kentucky  Society  of  Anesthesiologists  at  their 
recent  annual  meeting  elected  the  following  officers  to 
serve  for  1974:  Robert  W.  Lykins,  M.D.,  Louisville, 
President;  William  E.  Waltrip,  M.D.,  Lexington, 
President-Elect;  N.  Keith  Kirby,  M.D.,  Bowling 
Green,  1st  Vice-President;  J.  Antonio  Aldrete,  M.D., 
Louisville,  2nd  Vice-President;  Kunnathu  P. 
Geevarghese,  M.D.,  Louisville,  Secretary-Treasurer. 


PHYSICIANS 

Private  practice  (solo,  partnerships, 
groups)  opportunities  exist  in  several 
communities  within  the  state  of  Kentucky 
(Morganfield,  Mayfield,  Bowling  Green, 
and  Frankfort).  As  a public  service  to 
these  communities,  we  are  performing  a 
free,  no  obligation,  service  acting  as  a 
liaison  between  physicians  interested  in 
practice  opportunities  and  communities 
in  need  of  their  services.  These  commu- 
nities have  modern,  JCAH  approved  hos- 
pitals, modern  offices,  and  recognized 
needs  for  additional  physicians. 

For  details  call  collect  615-327-9551 
or  write  with  C.V.  to: 

E.  J.  Ryan,  Jr.,  Corporate  Director, 
Medical  Relations 
Hospital  Corporation  of  America 
One  Park  Plaza 
Nashville,  Tennessee  37203 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 


RICHMOND,  VIRGINIA  232  1 7 
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What’s  on  youi* 
patient’s  iace..4 

may  be  more  important  than 
his  chief  complaint 


Patient  ET.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  ET.*  seen  on 
6/ 12/67, seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 


he  lesions  on  his  face 
re  solar/actinic— 

[-called  "senile”  keratoses... 
id  they  may  be  premalignant. 


iar,  actinic  or  senile  keratoses 

; lesions  may  be  called  by  several  names,  but  they 
y can  be  identified  by  the  following  characteris- 
j'he  typical  lesion  is  flat  or  slightly  elevated,  of  a 
(fish  or  reddish  color,  papular,  dry,  rough,  adherent 
aarply  defined.  They  commonly  occur  as  multiple 
s,  chiefly  on  the  exposed  portions  of  the  skin. 

[uence  of  therapy— 
ctivity  of  response 

several  days  of  therapy  with  Efudex®  (fluorouracil), 
ema  may  begin  to  appear  in  the  area  of  the  lesions; 
taction  usually  reaches  its  height  of  unsightliness 
iscomfort  within  two  weeks,  declining  after  dis- 
luation  of  therapy.  This  reaction  occurs  in  affected 
. Since  the  response  is  so  predictable,  lesions  that 
t respond  should  be  biopsied. 

:eptable  results 

ment  with  Efudex  provides  highly  favorable  cos- 
results.  Incidence  of  scarring  is  low.  This  is  par- 
tly important  with  multiple  facial  lesions.  Efudex 
d be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnane; 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesion 
failing  to  respond  or  recurring  should  be  biopsied. 
Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
laerimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methy 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


his  patient’s  lesions  were  resolved  with 

Efadex* 

luoroiiracil/Roche 

5%cream/solution...a  Roche  exclusive 


Synthroid 

(sodium  levothyroxine) 

the  smooth  road 
to  thyroid  replacement 

therapy 

Synthroid  is  T4. 

It  provides  your  patients  with 
what  is  needed  for  complete 
thyroid  replacement  therapy.  j 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  for  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison’s  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds's  Disease  (pan- 
hypopituitarism) or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  fl 
with  cardiovascular  disease;  developi* 
chest  pains  or  other  aggravations  of  call 
cular  disease  requires  a reduction  in  do;B 


Contraindications:  Thyrotoxicosis,  acute 
dial  infarction.  Side  effects:  The  effects  |3j 
THROID  (sodium  levothyroxine)  therapy  ill 
in  being  manifested.  Side  effects,  when  B| 
occur,  are  secondary  to  increased  rates  Ifi 
metabolism;  sweating,  heart  palpitatio'l 
or  without  pain,  leg  cramps,  and  weig  t 
Diarrhea,  vomiting,  and  nervousness  hall 
been  observed.  Myxedematous  patiem* 
heart  disease  have  died  from  abrupt  inw 
in  dosage  of  thyroid  drugs.  Careful  obstal 
of  the  patient  during  the  beginning  of  <nft 
roid  therapy  will  alert  the  physician  to  .yt 
toward  effects. 


■ 


lost  cases  with  side  effects,  a reduction  of 
; followed  by  a more  gradual  adjustment 
d will  result  in  a more  accurate  indication 
patient's  dosage  requirements  without  the 
ance  of  side  effects. 


I 

e and  Administration:  The  activity  of 

' mg.  SYNTHROID  (sodium  levothyroxine) 
T is  equivalent  to  approximately  one  grain 

i,  U.S.P.  Administer  SYNTHROID  tablets 

nngle  daily  dose.  In  hypothyroidism  with- 

yxedema,  the  usual  initial  adult  dose  is 

tj.  daily,  and  may  be  increased  by  0.1  mg. 

i30  days  until  proper  metabolic  balance  is 

id.  Clinical  evaluation  should  be  made 

i ly  and  PBI  measurements  about  every  90 
Final  maintenance  dosage  will  usually 

from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 

ig  dose  should  be  0.025  mg.  daily.  The 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs.  L 2 


1 Synthroid  is  T4. 

o 

**  Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.I * * * * * * * * * * 1 2 

3x4  hormone  content  is  controlled 
by  chemical  assay. 

4 Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 

5 Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6 Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 

7 Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 


8 When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9 On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy; 

u Synthroid 

(sodium  levothyroxine) 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  sig- 
nificant improvement  is  not  shown  the  following 
day,  a repeat  injection  of  100-200  meg.  may  be 
given. 


1.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and  Sterling, 
K.:  Conversion  of  Thyroxine  (T4)  to  Triiodothyro- 
nine (T 3)  in  Athyreotic  Human  Subjects,  J.  Clin. 
Invest.  49:855-64,  1970. 

2.  Surks,  M.  I.,  Schadlow,  A.  R.,  and  Oppen- 
heimer,  J.  H.:  A New  Radioimmunoassay  for 
Plasma  L-Triiodothyronine:  Measurements  in 
Thyroid  Disease  and  in  Patients  Maintained  on 
Hormonal  Replacement.  J.  Clin.  Invest.  51:3104- 
13,  1972. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Deerfield.  Illinois  60015 


Support  the  AMA-ERF  Through  KMA  Woman’s  Auxiliary 


AMA-ERF  does  not  stand  for  the  American  Medical  Association  Emergency  Relief  Fund, 
but  in  view  of  the  drastic  cutback  and  shortage  of  federal  funds  for  medical  schools,  it  well 
could.  The  American  Medical  Association  EDUCATION  AND  RESEARCH  FOUNDATION 
is  one  of  the  very  few  sources  of  flexible  funds  available  to  medical  schools.  Each  medical 
school  dean  may  use  the  funds  he  receives  from  AMA-ERF  to  help  solve  his  most  pressing 
financial  problems — no  strings  attached. 

AMA-ERF  receives  its  funds  from  two  main  sources: 

1)  Money  raised  by  medical  auxiliaries  through  a tremendous  variety  of  projects,  and 

2)  Physicians’  contributions. 


Every  cent  donated  to  AMA-ERF  goes  to  help  medical  education.  The  AMA  underwrites 
the  entire  cost  of  administering  the  fund. 

For  the  fiscal  year  which  ended  May  31,  1972,  $965,000  was  contributed  nationally  to 
AMA-ERF.  In  Kentucky  we  raised  more  than  ever  before,  $11,332 — nearly  double  what  we 
contributed  just  two  years  previously. 

We  can  be  proud  of  the  help  we  have  given  medical  education,  but  it  is  more  interesting  to 
note  that  with  the  exception  of  Mississippi,  every  state  in  the  southern  region  contributed  more 
than  Kentucky.  Alabama  contributed  $39,000  and  Tennessee  donated  $45,000. 

Won’t  you  please  help  AMA-ERF  and  our  medical  schools  this  year?  Your  contribution 
will  be  sent  in  your  name  to  the  medical  school  you  designate  or,  if  you  prefer,  to  the  Loan 
Guarantee  Fund.  In  return,  you  will  receive  a thank  you  note  from  the  dean  of  the  medical 
school  to  which  you  contribute.  More  important,  you  will  have  the  satisfaction  of  demonstrat- 
ing in  a tangible  way  that  physicians  do  care  about  the  quality  of  medical  education  in  America. 

Clip  and  mail: 


At  Your  Service  in 
The  Bluegrass 
State 


In  the  state*  that  got  its 
nickname  from  the  dusty-blue 
blossoms  of  the  grass 
around  Lexington  . . . 


1VI 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES,  INC 

KANSAS  CITY.  MO  64137 


is  represented  by  . . . 


Larry  Farmer 


Lee  Fuqua 


Larry  Plumlee 


Jon  Swanson 


For  more  information  on  the  history  of  your 
state,  write  Professional  Services, 

Marion  Laboratories,  Inc. 


These  men  bring  you  ... 
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AMA-ERF  DONATION  FORM 

Name  — 

Address 

Amount  of  gift 

Designated  for: 

□ Funds  of  Medical  Schools  to  be  divided 
equally  among  all  medical  schools 

□ Name  of  Medical 

School 

□ Loan  Guarantee  Fund 

Send  to:  Mrs.  William  R.  Meeker,  Jr. 

Kentucky  AMA-ERF  Chrm. 

417  Fayette  Park 
Lexington,  Ky.  40508 

Make  checks  payable  to  AMA-ERF. 

All  contributions  are  tax  deductible. 


NEWS  ITEMS 

R.  Parnell  Rollings,  M.D.,  Louisville,  has  recently 
become  a full-time  medical  consultant  for  Blue  Cross 
and  Blue  Shield  of  Kentucky.  Doctor  Rollings  has 
had  an  active  practice  in  family  medicine  in  Louisville 
since  1945. 

Nicholas  J.  Pisacano,  M.D.,  Lexington,  was  recently 
re-elected  Secretary  of  the  American  Board  of  Family 
Practice  at  the  January  semi-annual  meeting  of  the 
organization. 

Cassette  Directory  Available 

The  Cassette  Information  Service  of  Los  Angeles 
has  published  its  1974  Directory  of  Spoken-Voice 
Audio-Cassettes  which  is  a compendium  of  program 
titles  and  subjects  that  can  be  found  on  audio-cas- 
settes. The  directory  lists  programs  in  all  fields  and 
interests,  although  the  services  for  the  health  sciences 
comprise  a large  portion  of  the  108-page  directory 
which  is  available  for  $5  from  Cassette  Information 
Services,  Box  17727,  Los  Angeles,  Calif.  90057. 


ts  comfort 


DOSE,  400-mg,  timed-release 
nicotinic  acid)  capsule  provides  • Con- 
ing for  the  desired  effects  without  thera- 
side  effects.  • Convenient  b.i.d.  dosage 
less  likely  to  be  forgotten.  • The  economy  of 
acid  medication 


ng 


APS 


i 


Etch  capsule  contains  400  mg  of  nicotinic  acid  in  a special  base 
ovides  a prolonged  systemic  eftect.  Indications:  NICO-400*  is  recom- 
d for  all  disease  states  in  which  nicotinic  acid  has  been  used.  These 
de  conditions  associated  with  deficient  circulation  and  for  use  in  the 
rrection  of  nicotinic  acid  deficiencies.  Contraindications:  Individuals  with 
a hypersensitivity  to  nicotinic  acid,  severe  hypotension  or  hemorrhaging. 
Warnings:  Use  with  caution  in  those  patients  with  history  of  peptic  ulcer, 
severe  diabetes,  impaired  gait  bladder  or  liver  functions  and  in  pregnant 
women.  Adverse  Roaclions:  Patients  should  be  informed  of  the  short-lived 
reactions  experienced  with  nicotinic  acid  therapy:  cutaneous  flushing,  a sen- 
sation of  warmth,  tingling  and  itching  of  the  skin,  increased  gastrointestinal 
motility  and  sebaceous  gland  activity.  Dosage  and  Administration:  One  cap- 
sule every  12  hours  or  as  directed  by  physician.  Caution:  Federal  law  pm 
hibits  dispensing  without  prescription  How  Suopllad:  Bottles  of  100  capsules 


’ Another  r>atient  benefit  product  from 


I VMARMACtUTICAl  OMSK* 

i MARION 
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HUBERT  C.  JONES,  M.D. 

Berea 

1918-1974 

Hubert  C.  Jones,  M.D.,  died  on  January  17  at  the 
age  of  55.  He  was  a 1943  graduate  of  the  University 
of  Louisville  School  of  Medicine  and  practiced  in 
Berea  as  a general  surgeon.  Doctor  Jones  was  a 
member  of  the  Madison  County  Medical  Society  and 
the  Kentucky  Medical  Association. 


GILBERT  G.  RAWLINGS,  M.D. 

Louisville 

1914-1974 

Gilbert  G.  Rawlings,  M.D.,  Louisville,  59,  died  on 
January  18.  A 1947  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Doctor  Rawlings  prac- 
ticed ophthalmology.  He  belonged  to  the  Jefferson 
County  Medical  Society,  and  the  Kentucky  and 
American  medical  associations. 


NATHAN  LEVENE,  M.D. 

Louisville 

1918-1974 

Nathan  Levene,  M.D.,  Louisville,  died  at  the  age  of 
55  on  January  20.  A 1943  graduate  of  Baylor  Uni- 
versity College  of  Medicine,  Doctor  Levene  is  a for- 
mer chief  of  surgery  at  Hazelwood  Hospital  and  was 
a fellow  of  the  American  College  of  Chest  Physi- 
cians. He  belonged  to  the  Jefferson  County  Medical 
Society  and  the  Kentucky  and  American  medical  as- 
sociations. 


General 

LEASING 


Doctor!  This  is  Your  Own  I 
ENDORSED  BY  THE 


Kentucky  Medics 
Association 


for  the  leasing  of 
cars  — all  makes  & models, 
Medical,  Surgical  & Laboratory 
Equipment 

and  Office  Furnishings. 
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SAMUEL  M.  SMITH,  JR.,  M.D. 

Louisville 

1919-1974 

Samuel  M.  Smith,  Jr.,  M.D.,  54,  died  January  26 
in  Louisville.  Doctor  Smith,  a 1944  graduate  of  the 
Columbia  University  School  of  Medicine,  had  prac- 
ticed internal  medicine  in  Louisville  for  24  years.  He 
was  a fellow  of  the  American  College  of  Physicians 
and  belonged  to  the  Louisville  Society  of  Internists. 
He  was  also  a member  of  the  Jefferson  County 
Medical  Society  and  the  Kentucky  and  American 
medical  associations. 


JOHN  J.  WERNERT,  M.D. 

Louisville 

1924-1974 

John  J.  Wernert,  Jr.,  M.D.,  Louisville,  died  Feb- 
ruary 14  at  the  age  of  49.  A psychiatrist,  Doctor 
Wernert  graduated  in  1958  from  the  University  of 
Louisville  School  of  Medicine.  He  belonged  to  the 
Jefferson  County  Medical  Society  and  the  Kentucky 
Medical  Association. 


13  YEARS  EXPERIENC! 
IN  THIS  FIELD 

General  Leasim 

CORPORATION 

121  Bauer  Ave.  St.  Matthew; 

(502)  896-0383 
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then  their  worst  subject  is  acne 

many  things  may  help: 
patient  education,  antibiotics, 
diet,  cleaner  skin  and  the 

Clearasil  formula 

sulfur,  resorcinol,  bentonite 

Basic  peeling/drying  formulation— plus 
the  proven  sebum-absorbing  action  of  bentonite— 
forthe  daily  routine  of  anti-acne  therapy. 


Clearasil:  therapeutically  sound  combinations 
of  professionally  recommended  ingredients 

■ Cosmetically  suited  to  teen-ager’s  needs 

■ Low  cost— ready  availability 

For  a supply  of  Clearasil  “self-starter”  samples 
and/or  a supply  of  the  patient  education  booklet, 

The  Many  Faces  of  Acne  Therapy,”  simply  write 
to  the  following  address:  Vick  Chemical  Company, 

1 22  East  42nd  Street,  New  York,  N.Y.  1 001 7. 

Attention:  S.  M.  Yanklowitz. 

Vick  Chemical  Company,  Division  of  Richardson-Merrell  Inc.,  New  York,  N.Y.  10017  CLEARASIL  IS  A REGISTERED  TRADEMARK. 


Regular  Tinted 

Vanishing  Formula 

Sulfur 

8% 

3% 

Resorcinol 

2% 

2% 

Bentonite 

1 1 .5% 

10% 

CLK-sn 


d33  EYES  RIGHT! 


..to  SOUTHERN  OPTICAL 


LOUISVILLE 


ST.  MATTHEWS 
NEW  ALBANY 
BOWLING  GREEN 
OWENSBORO 


Southern  Optical  Bldg.  — 640  S.  4th 
Contact  Lenses  — 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
Medix  Bldg.  — Adj.  S.S.  Mary  & Elizabeth  Hosp. 
313  Wallace  Center  and  108  McArthur  Drive 
Professional  Arts  Bldg.,  1919  State  Street 
524  East  Main  Street 
Doctors  Bldg.,  1001  Center  Street 


V 


Optical 


CHARGE  ACCOUNTS 
INVITED 
BankAmericard 
Master  Charge 
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LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Road  Mall  Office  Center 
400  Sherburn  Lane 

Telephone:  (Area  Code  502)  895-5501 
Mailinq  Address:  P.O.  Box  20065,  Louisville,  Kentucky  40220 
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Before  prescribing,  please  consult 
lete  product  information,  a summary 
ich  follows: 

Indications:  Relief  of  anxiety  and 
in  occurring  alone  or  accompanying 
js  disease  states. 

Contraindications:  Patients  with  known 
sensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
ole  combined  effects  with  alcohol  and 
CNS  depressants.  As  with  all 
acting  drugs,  caution  patients 
st  hazardous  occupations  requiring 
-lete  mental  alertness  (e.g.,  oper- 
machinery,  driving).  Though  physi- 
ld  psychological  dependence  have 
/ been  reported  on  recommended 
use  caution  in  administering  to 
tion-prone  individuals  or  those  who 
t increase  dosage;  withdrawal  symp- 
(including  convulsions),  following 
ntinuation  of  the  drug  and  similar 
ose  seen  with  barbiturates,  have  been 
'ted.  Use  of  any  drug  in  pregnancy, 
tion,  or  in  women  of  childbearing 
equires  that  its  potential  benefits 
sighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  de- 
ted,  and  in  children  over  six,  limit  to 
lest  effective  dosage  (initially  10 
r less  per  day)  to  preclude  ataxia  or 
sedation,  increasing  gradually  as 
ed  and  tolerated.  Not  recommended 
ildren  under  six.  Though  generally 
ecommended,  if  combination  therapy 
other  psychotropics  seems  indicated, 
fully  consider  individual  pharmaco- 
■ effects,  particularly  in  use  of  poten- 
hg  drugs  such  as  MAO  inhibitors 
iphenothiazines.  Observe  usual  precau- 
|;  in  presence  of  impaired  renal 

(;patic  function.  Paradoxical  reac- 
; (e.g.,  excitement,  stimulation  and 
e rage)  have  been  reported  in  psychi- 
I:  patients  and  hyperactive  aggressive 
ifren.  Employ  usual  precautions  in  treat- 
t of  anxiety  states  with  evidence  of 
ending  depression;  suicidal  tendencies 
be  present  and  protective  measures 
essary.  Variable  effects  on  blood 
>ulation  have  been  reported  very  rarely 
atients  receiving  the  drug  and  oral 
:oagulants;  causal  relationship  has 
oeen  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ia  and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  1000.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


<g> 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

up  to  100  mg  daily  in 
severe  anxiety 


Librium 


(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  physici 
patient  rapport  and,  on  occasion, 
making  iteasierforthe  patient  to 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

<">  Librium*  10-ma  capsules 

(chlordiazepoxide  HCI) 
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UNIVERSITY  OP  KENTUCKY 
MBP1CAL  CENTER, 


The  Journal  of  The 


KENTUCKY 


Medical  Association 
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Use  of  the  Flexible  Fiberoptic  Colonoscope 

Patrick  Hagihara,  M.D.  and  Ward  Griffen,  Jr.,  M.D. 

Recognition  and  Management  of  Idiopathic 
Hypertrophic  Subaortic  Stenosis  in  Older  Patients 

Robert  Goodin,  M.D.,  Ronald  Masden,  M.D.  and  Daniel  McMartin,  M.D 

Diagnosis  and  Treatment  of  Scabies 

Steven  Hodge,  M.D.  and  Lafayette  Owen,  M.D. 


193 


205 


The  Success  of  Private  Practice 

W.  Neville  Caudill,  M.D. 


212 
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This  psychoneurotii 

often  respond 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation  ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy. spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication;  abrupt  withdrawal 
be  associated  with  temporary  ir 
crease  in  frequency  and/or  sev< 
of  seizures.  Advise  against  simi 
taneous  ingestion  of  alcohol  an< 
other  CNS  depressants.  Withdr; 
symptoms  (similar  to  those  witl 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  disc< 
tinuance  (convulsions,  tremor, . 
dominal  and  muscle  cramps,  von 
and  sweating).  Keep  addiction-] 
individuals  under  careful  surve 
lance  because  of  their  predispo 
to  habituation  and  dependence, 
pregnancy,  lactation  or  women 
childbearing  age,  weigh  potentia 
benefit  against  possible  hazard,  ji  - 


J 


hen  you  determine  that  the 
jpressive  symptoms  are  associated 
? th  or  secondary  to  predominant 
txiety  in  the  psychoneurotic 
tient,  consider  Valium  (diazepam) 
addition  to  reassurance  and 
unseling,  for  the  psychotherapeutic 
pport  it  provides.  As  anxiety  is 
fieved,  the  depressive  symptoms 
brable  to  it  are  also  often  relieved 
reduced. 

The  beneficial  effect  of  Valium  is 
; ually  pronounced  and  rapid, 
hprovement  generally  becomes 
: ident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


ymptom  complex 

) VallUm  (diazepam) 


recautions:  If  combined  with 
ipsychotropics  or  anticonvul- 
i consider  carefully  pharma- 
of  agents  employed;  drugs 
s phenothiazines,  narcotics, 
urates,  MAO  inhibitors  and 
antidepressants  may  poten- 
ts  action.  Usual  precautions 
ted  in  patients  severely  de- 
d,  or  with  latent  depression, 
iti  suicidal  tendencies.  Observe 
precautions  in  impaired  renal 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ; should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice ; periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium  2-mg,  5-mg,  io-mg  tablets 


(diazepam) 


or 


POSTGRADUATE 

SYMPOSIUM 

ON 

RHEUMATIC  DISEASES 


17  9& 

SCHOOL  OF 
MEDICINE-1133 


THURSDAY,  MAY  9, 1974 
9:00  a.m.-5  p.m. 


AUDITORIUM,  HEALTH  UNIVERSITY  OF  LOUISVILLE 

SCIENCES  CENTER  SCHOOL  OF  MEDICINE 

Preston  & Walnut  Streets 


SPONSORED  BY  THE  UNIVERSITY  OF  LOUISVILLE  SCHOOL  OF  MEDICINE 
AND  THE  KENTUCKY  ARTHRITIS  FOUNDATION 


TOPIC:  PATHOGENESIS  AND  MANAGEMENT  OF  RHEUMATIC  DISEASES 

This  symposium  emphasizes  pathogenesis  and  management  of  various  rheumatic 
diseases.  Topics  will  include  osteoarthritis,  extra-articular  complications  of  rheuma- 
toid arthritis,  systemic  lupus  erythematosus,  gout  and  pseudogout,  ankylosing  spondy- 
litis and  seronegative  arthritides,  such  as  psoriatic  arthropathy  and  Reiter’s  syndrome. 
Panel  discussions  with  audience  participation  on  diagnostic  and  therapeutic  problems 
will  conclude  the  morning  and  afternoon  sessions. 


PROGRAM  DIRECTOR:  DAVID  H.  NEUSTADT,  M.D. 


JOHN  J.  CALABRO,  M.D. 

University  of  Massachusetts 
GEORGE  E.  EHRLICH,  M.D. 

Temple  University 

J.  WILLIAM  HOLLINGSWORTH,  M.D. 
University  of  Kentucky 
HENRY  J.  MANKIN,  M.D. 

Harvard  Medical  School 
DANIEL  J.  McCARTY,  M.D. 

Medical  College  of  Wisconsin 
LAWRENCE  E.  SHULMAN,  M.D. 

Johns  Hopkins  University 
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MESSAGE 
FROM  THE 
PRESIDENT 


1974  Kentucky  General  Assembly  Successfully  Concludec 

THIS  session  of  the  legislature  got  off  to  a faster  start  than  perhaps  any 
previous  session.  Some  200  bills  were  pre-filed;  therefore  ready  for  con- 
sideration when  the  Legislature  convened.  Mid-session  was  a bit  slower, 
only  to  conclude  in  its  usual  hectic  pace.  It  seems  that  during  each  session,  the 
total  number  of  bills  introduced  is  amazingly  close — approximately  1,200  bills, 
and  on  the  average,  10%  of  those  bills  will  relate  directly  or  indirectly  to  medicine. 

Thus  you  can  see  that  our  Legislative  Committee  and  especially  our  Legislative 
staff  men,  Gil  Armstrong  and  Jerry  Mahoney,  had  a burdensome  task.  That 
task  was  met,  however,  and  we  have  now  concluded  what  I consider  to  be  a very 
successful  session.  A vast  majority  of  the  major  bills  which  KMA  supported  became 
law,  and  the  majority  of  the  major  bills  which  we  opposed  were  defeated. 

Contrary  to  what  some  of  our  perennial  critics  have  to  say,  organized  medicine 
does  not  assume  a position  of  “negativism.”  This  is  evidenced  by  the  fact  that 
during  this  session  (and  for  the  past  several  sessions)  KMA  has  supported  more 
bills  than  we  have  opposed.  I continue  to  be  very  proud  of  the  honest,  straight- 
forward manner  in  which  we  present  views  and  work  for  those  principles  in  which 
we  believe. 

Our  position  on  abortion  as  adopted  by  the  House  of  Delegates  was  distributed 
verbatim  to  all  Legislators  early  in  the  session,  and  that  was  our  official  statement 
and/or  position  of  all  the  bills  relative  to  abortion.  Legislation  to  allow  chiro- 
practors to  treat  industrial  injuries  and  be  compensated  for  their  services  under 
Workman’s  Compensation  was  introduced  again  and  passed  the  House  by  a 
2 to  1 margin,  but  failed  to  get  out  of  committee  on  the  Senate  side,  and  was 
therefore  defeated.  KMA  did  not  introduce  anti-chiropractic  legislation  this  session. 

Resolutions  petitioning  Congress  to  repeal  PSRO  were  passed  by  both  the  House 
and  the  Senate  with  active  KMA  support. 

Certainly  we  owe  a debt  of  gratitude  to  our  capable  legislative  staff  men,  Mr. 
Armstrong  and  Mr.  Mahoney.  They  have  long  demonstrated  their  dedication  and 
an  undying  willingness  to  work  10  to  18  hours  per  day  (without  additional  com- 
pensation) to  assure  completion  of  their  assignment.  I sincerely  hope  that  more 
and  more  physicians  are  becoming  interested  in  legislative  matters  and  will  plunge 
themselves  into  involvement  in  our  political  process.  For  the  next  General  As- 
sembly, all  100  seats  in  the  House  and  half  of  the  Senate  seats  will  be  up  for  election. 

The  time  to  become  interested  and  involved  is  during  the  campaign — selecting, 
supporting,  and  electing  the  candidate  of  your  choice.  Such  participation  is  vital 
to  our  democratic  process  and  is  essential  for  free  medicine  for  the  people  of  our 
Commonwealth. 


POSTGRADUATE  OPPORTUNITIES 


IN  KENTUCKY 

APRIL 

19  2nd  Memorial  C.  Dwight  Townes  Lecture- 
ship Series,**  University  of  Louisville  School 
of  Medicine,  Room  103,  9 a.m.-5  p.m.,  Louis- 
ville 

20  Sports  Medicine  Symposium,**  University  of 
Louisville  School  of  Medicine,  Health  Sciences 
Center  auditorium,  8:30  a.m.-5  p.m.,  Louisville 

20  Symposium  on  Diagnostic  Cytology,**  Uni- 
versity of  Louisville  School  of  Medicine, 
Room  126,  10  a.m.-4  p.m.,  Louisville 

22-23  Practice  Management  Workshop  for  New 
Physicians.  Registration,  $35  for  KMA  mem- 
bers and  $60  for  non-members.  KMA  Head- 
quarters Office,  Louisville. 

25  Spring  meeting,  Kentucky  Psychiatric  Associ- 
ation, Spindletop  Hall,  Lexington 

MAY 

1-2  Annual  Meeting,  Kentucky  ENT  Society,  Ra- 
mada  Inn/Bluegrass  Convention  Center,  Louis- 
ville. 

1-3  Symposium  on  Bone  and  Joint  Radiology*, 
University  of  Kentucky  Medical  Center,  Lex- 
ington 

9 Postgraduate  Symposium  on  Rheumatic  Dis- 
eases (10th  Annual),  Health  Sciences  Center, 
University  of  Louisville  School  of  Medicine, 
Louisville 

11  Symposium  on  Oral  Cancer  (11th  Annual), 
University  of  Louisville  School  of  Medicine, 
Health  Sciences  Center  auditorium,  Louisville 

15-18  Annual  Assembly,  Kentucky  Academy  of  Fami- 
ly Physicians,  Ramada  Inn/Bluegrass  Conven- 
tion Center,  Louisville. 

27-31  “Practical  Therapeutics  in  Internal  Medi- 
cine”*, University  of  Kentucky  Medical  Cen- 
ter, Co-sponsored  by  American  College  of 
Physicians,  Lexington 


*For  further  information  contact  Ronald  D.  Hamil- 
ton, M.D.,  Director,  Continuing  Education,  College 
of  Medicine,  University  of  Kentucky,  Lexington  40506 

**For  further  information  contact  Gerald  D.  Swim, 
Director,  Office  of  Continuing  Education,  University 
of  Louisville  School  of  Medicine,  Health  Sciences 
Center,  Louisville,  Kentucky  40201 


28-30  International  Symposium  on  Intestinal  Ab- 
sorption and  Malabsorption,*  University  of 
Kentucky  Medical  Center;  Registration:  $150; 
Lexington 

30- 31  Emergency  Health  Care  Seminar,  Ramada 

Inn/Bluegrass  Convention  Center,  Louisville 

31- June  1 Fourth  Biennial  Symposium,  “Cancer  in 

Women,”  and  Annual  Meeting  of  Kentucky 
Obstetrical  and  Gynecological  Society,  Galt 
House,  Louisville 


IN  SURROUNDING  STATES 

APRIL 

18  Postgraduate  Symposium  on  Diabetes  (7th 
Annual),  8:15  a.m.-4:45  p.m.,  presented  by 
Diabetes  Association  and  Department  of  Con- 
tinuing Medical  Education,  University  of  Cin- 
cinnati Medical  Center,  Carrousel  Inn,  Cin- 
cinnati 


MAY 

8-9  Indiana  Multidisciplinary  Child  Care  Confer- 
ence (9th  Annual);  Seminar  topics:  Pediatric 
hematology,  neurology,  gastronenterology,  in- 
fectious diseases,  and  juvenile  rheumatoid 
arthritis;  Stouffer’s  Indianapolis  Inn,  Indianap- 
olis. For  further  information:  Morris  Green, 
M.D.,  1100  W.  Michigan  St.,  Indianapolis 
46202. 


SCHEDULE  OF  UPCOMING  PROGRAMS  ON 
NETWORK  FOR  CONTINUING 
MEDICAL  EDUCATION 

(For  listing  of  stations,  see  October  issue,  page  676 ) 


April  22-May  5 

DIGITALIS:  FRIEND  OR  FOE?,  James  E.  Doherty, 
M.D.,  Professor  of  Cardiology,  University  of  Arkan- 
sas, Little  Rock. 

HERPES  SIMPLEX:  CLUES  FOR  CLINICAL  DI- 
AGNOSIS, Richard  C.  Gibbs,  M.D.,  Associate  Pro- 
fessor of  Clinical  Dermatology,  New  York  Univer- 
sity Medical  Center,  New  York. 

THE  TREATMENT  OF  ACNE,  Paul  Lazar,  M.D., 
Associate  Professor  of  Dermotology,  Northwestern 
University  School  of  Medicine,  Chicago. 
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From  the  Files  of  the  KMA  Maternal 


Mortality  Study  Committee 

— Edited  by  John  W.  Greene,  Jr.,  M.D. 


Case  10-71:  This  24-year-old  married  white 
, gravida  II,  para  I,  had  an  expected  delivery 

I date  in  November,  1971.  She  had  a normal 
vaginal  delivery  at  this  hospital  August  9, 
1969,  delivering  a 6 lb.  12  oz.  girl.  At  this 
time  her  blood  pressure  was  normal  and  the 
post  partum  course  was  uncomplicated,  ex- 
cept for  a 2+  albuminuria. 

She  had  a normal  prenatal  course  with  her 
current  pregnancy  until  approximately  the 
12th  of  October,  10  days  prior  to  admission 
when  she  showed  an  elevation  of  her  blood 
pressure  140/100  with  3+  albuminuria.  She 
had  no  other  symptoms  at  this  time  and  was 
started  on  oral  Unitensen.  Six  days  later, 
when  seen  in  the  office,  she  complained  of 
left  lower  quadrant  abdominal  pain,  thinking 
that  she  was  possibly  in  early  labor.  She  was 
having  an  occasional  uterine  contraction. 
Blood  pressure  at  this  time  was  160/100.  She 
i was  observed.  No  definite  cause  for  her  lower 
quadrant  pain  could  be  determined  and  it  was 
i not  associated  with  the  irregular  uterine  con- 
- tractions.  The  cervix  was  barely  2 cm  dilated 
at  that  time.  The  following  day  she  reported 
by  phone  that  this  pain  was  better  but  two 
days  later  she  began  to  have  severe  abdominal 
pain  and  headaches.  She  was  then  admitted 
to  the  hospital. 

At  admission,  8:15  a.m.,  October  22,  1971, 
her  blood  pressure  was  250/130.  She  had  4 + 
albuminuria.  She  received  a quarter  grain  of 
Morphine  and  2 cc  of  50%  Mag  Sulfate  I.M., 
Vi  cc  of  Apresoline,  I.M.  Thirty  minutes  later 
her  pressure  was  188/128.  Vaginal  examina- 
tion revealed  the  cervix  thin,  zero  station, 
cephalic  presentation.  A Foley  catheter  was 
inserted.  Urine  (80  cc)  was  obtained  and 
hourly  checks  revealed  adequate  urinary  out- 
put with  her  output  approximately  50  cc  an 
hour.  Repeat  albumin  was  2 + . Her  blood 


pressure  remained  fairly  stable  at  150  to  160 
with  a diastolic  pressure  being  100  and  110. 
Her  headache  and  the  abdominal  pain  were 
relieved.  Her  condition  was  thought  to  be 
such  that  labor  could  be  induced  the  follow- 
ing morning.  She  was  checked  again  at 
11:30  p.m.  on  the  day  of  admission.  Her 
blood  pressure  was  160/120  at  that  time.  The 
I.V.  Mag  Sulfate  had  been  ordered  and  was 
continued,  1000  cc  of  D5W  with  20  grams 
of  Mag  Sulfate.  Blood  pressure  remained 
fairly  stable  throughout  the  night  and  at 
5:30  a.m.  her  pressure  was  140/108. 

At  6:20  a.m.  the  nurses  noted  that  she  was 
having  some  difficulty  in  respiration  and  some 
irregularity  of  her  pulse.  Respirations  stopped, 
an  emergency  was  called.  Blood  pressure  was 
70/40.  Fetal  heart  tones  were  audible,  her 
pupils  were  dilated  and  moderately  fixed.  It 
was  decided  to  do  an  immediate  cesarean 
section  in  an  effort  to  deliver  a living  infant. 
She  was  taken  to  the  operating  room  at  8 a.m. 
with  general  anesthesia,  a living  4 lb.  2 oz. 
male  infant  was  delivered,  that  breathed  spon- 
taneously. The  uterus  was  closed  in  layers  and 
the  abdomen  closed  in  layers;  the  patient  was 
sent  to  ICU.  Following  the  section,  an  EEG 
was  obtained.  This  was  reported  as  isoelectric. 
The  patient  showed  a normal  EKG.  Her 
pulse  was  full  but  over  the  course  of  the  next 
30  hours  her  condition  gradually  deteriorated. 
Bundle  branch  block  developed  then  complete 
block  with  death  at  1:02  a.m.  on  October  25, 
1971. 

An  autopsy  was  obtained.  The  final  diag- 
nosis was:  (1)  preeclampsia;  (2)  cerebral 
hemorrhage  due  to  rupture  of  the  left 
lenticulostriate  arteries  with  an  extensive 
destruction  of  the  left  basal  ganglia  and 
rupture  into  the  ventricula  system  with  com- 
pression of  the  fourth  ventricle;  (3)  secondary 
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severe  pulmonary  congestion  and  edema  with 
patchy  bronchopneumonia. 

Comments 

The  Committee  on  Maternal  Mortality 
classified  this  as  a direct  obstetrical,  prevent- 
able death.  The  patient  should  have  been  hos- 
pitalized when  the  hypertension  and  albumin- 
uria were  first  detected,  ten  days  prior  to 
admission.  She  should  have  been  admitted  to 
the  hospital  at  that  time  and  intensive  therapy 
administered  and  delivery  should  have  been 
effected  within  24  to  48  hours  after  admission. 


A FEW  FACTS  ON  PHASE  IV 

From  August,  1971  (the  inception  of  the 
Economic  Stabilization  Program)  through  De- 
cember, 1973: 

• The  “all  items”  (total)  category  of  the 
Consumer  Price  Index  (CPI)  increased 
13.3%. 

• The  “all  services”  category  increased 

11.2%. 

• “Legal  fees”  increased  26.2%. 

• The  total  “medical  care”  category  in- 
creased 8.7%. 

• “Physician  fees,”  however,  increased 
only  7.3%. 

There  is  an  immediate  and  urgent  need  for 
medical  organizations  and  individual  physi- 
cians to  write  their  Representatives  and  Sena- 
tors in  Congress  to  reinforce  their  opposition 
to  the  discriminatory  continuance  of  wage  and 
price  controls  on  health  as  established  under 
the  Economic  Stabilization  Act  beyond  April 
30,  1974.  Letters  should  be  sent  to  the  rank- 
ing members  of  the  Senate  Committee  on 
Banking,  Housing  and  Urban  Affairs  and  the 
House  Banking  and  Currency  Committee  who 
will  be  considering  this  proposed  extension 
soon. 


PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/xg/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT. 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day;  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

ROGRIG  lUBP 

A division  of  Pfizer  Pharmaceuticals 

New  York.  New  York  10017 


A single  dose  of  Antiminth 
( 1 cc.  per  1 0 lbs.  of  body 
weight,  1 tsp./50  lbs.—  max- 
imum dose,  4 tsp.=20  cc.) 
offers  highly  effective  control 
of  both  pm  worms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
in  clinical  studies*  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  ingestion... 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescnption  can 
economically  treat  the  entire 
family. 

ROeRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


>inworms,  roundworms  controlled 
vith  a single,  non-staining  dose  of 

ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ ml. 


-on  file  at  Roerig. 


ORAL  SUSPENSION 


Please  see  prescribing  information  on  facing  page. 


The  more  physicians 
consider  the  hemodynamics  of 
lowering  blood  pressure... 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


tained? And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growi ng  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 


sure  itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


the more  physicians  rely 
on  this  unique 
antihypertensive 


l:ring  blood  pressure.  But 
te  are  other  considerations 
'ell.  Cardiac  output  is  usu- 
Imaintained  with  nocardiac 
Iteration;  in  some  patients 
• heart  rate  is  actually 
:'ed.  Peripheral  resistance 
apparently  reduced. 
.OMET  does  not  usually 
i promise  existing  renal 
i:tion;  it  generally  does  not 
hce  renal  blood  flow,  glo- 
fular  filtration  rate,  or  fil- 
lon  fraction.  And  ALDOMET 
ally  does  not  cause  sympto- 
;ic  postural  or  exercise 
otension. 


Some  patients  on  continuous 
methyldopa  therapy  may  de- 
velop a positive  direct  Coombs 
test.  For  more  details,  see  the 
brief  summary  of  prescribing 
information. 

Contraindicated  in  active  he- 
patic disease  and  known  sensi- 
tivity to  the  drug.  Not  recom- 
mended in  pheochromocytoma 
or  pregnancy.  It  should  be  used 
with  caution  in  patients  with  a 
history  of  liver  disease  or  dys- 
function. Discontinue  the  drug 
if  fever,  abnormal  liver  func- 
tion, jaundice,  or  acquired 
hemolytic  anemia  occurs. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg 

ALDOMET 

{METHYLDOPAjMSOj 


smoothly  lowers  blood  pressure 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

TABLETS,  250  mg 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  known  sen- 
sitivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  Acquired  hemolytic  anemia  has  occurred 
rarely  in  association  with  therapy  with  methyldopa. 
Should  clinical  symptoms  indicate  the  possibility 
of  anemia,  hemoglobin  and/or  hematocrit  deter- 
minations should  be  performed.  If  anemia  is  pres- 
ent, appropriate  laboratory  studies  should  be  done 
to  determine  if  hemolysis  is  present.  Evidence 
of  hemolytic  anemia  is  an  indication  for  discontin- 
uation of  the  drug.  Discontinuation  of  methyldopa 
alone  or  the  initiation  of  adrenocortical  steroids 
usually  results  in  a prompt  remission  of  the  ane- 
mia. Rarely,  however,  fatalities  have  occurred. 

Some  patients  on  continued  therapy  with  methyl- 
dopa develop  a positive  direct  Coombs  test;  inci- 
dence reported  has  averaged  between  10%  and 
20%.  It  rarely  occurs  in  first  six  months  of  ther- 
apy, and  if  not  seen  within  twelve  months,  is  un- 
likely to  develop  with  continued  administration. 
Positive  Coombs  test  is  dose-related;  lowest  in- 
cidence occurs  in  patients  on  1 g methyldopa  or 
less  per  day.  Reversal  of  the  positive  Coombs  test 
occurs  within  weeks  to  months  after  discontinua- 
tion of  methyldopa.  Prior  knowledge  of  a positive 
Coombs  reaction  aids  in  evaluation  of  cross  match 
for  transfusions.  Patients  with  positive  Coombs 
tests  at  time  of  cross  match  may  exhibit  incom- 
patible minor  cross  match.  When  this  occurs,  an 
indirect  Coombs  test  should  be  performed.  If  nega- 
tive, transfusion  with  blood  otherwise  compatible 
in  the  major  cross  match  may  be  carried  out.  If 
positive,  advisability  of  transfusion  with  blood 
compatible  in  major  cross  match  should  be  deter- 
mined by  hematologist  or  expert  in  transfusion 
problems. 

Fever  has  occurred  within  first  three  weeks  of  ther- 
apy, sometimes  with  eosinophilia  or  abnormalities 
in  liver  function  tests,  such  as  serum  alkaline 
phosphatase,  serum  transaminases  (SGOT,  SGPT), 
bilirubin,  cephalin  cholesterol  flocculation,  pro- 
thrombin time,  and  bromsulphalein  retention.  Jaun- 
dice, with  or  without  fever,  may  occur,  with  onset 
usually  in  the  first  two  to  three  months  of  therapy. 
Rare  cases  of  fatal  hepatic  necrosis  have  been  re- 
ported. Liver  biopsy  in  several  patients  with  liver 
dysfunction  has  shown  microscopic  focal  necrosis 
compatible  with  drug  hypersensitivity.  Rarely,  re- 
versible reduction  in  leukocyte  count  with  primary 
effect  on  granulocytes  has  been  seen;  reversible 
agranulocytosis  has  been  reported.  Methyldopa 
may  interfere  with  measurement  of  creatinine  by 
alkaline  picrate  method  and  of  uric  acid  by  phos- 
photungstate  method.  When  used  with  other  anti- 
hypertensive drugs,  potentiation  of  antihyperten- 
sive action  may  occur. 

Usage  in  Pregnancy  and  Childbearing  /tye-Not 


recommended  in  pregnancy.  In  women  of  child- 
bearing age,  weigh  potential  benefits  against  pos- 
sible fetal  hazards. 

Precautions:  Perform  periodic  hepatic  function 
tests  and  white  cell  and  differential  blood  counts 
during  first  six  to  twelve  weeks  of  therapy  or  in 
unexplained  fever.  Discontinue  if  fever,  abnormal- 
ities in  liver  function  tests,  or  jaundice  appears. 
Since  methyldopa  causes  fluorescence  in  urine  sam- 
ples at  the  same  wavelengths  as  catecholamines, 
spuriously  high  levels  of  urinary  catecholamines 
may  be  reported.  This  will  interfere  with  the  diag- 
nosis of  pheochromocytoma.  Discontinue  drug  if 
involuntary  choreoathetotic  movements  occur  in 
patients  with  severe  bilateral  cerebrovascular  dis- 
ease. Anesthetics  requirements  may  be  reduced; 
hypotension  occurring  during  anesthesia  usually 
can  be  controlled  with  vasopressors.  Hypertension 
may  occur  after  dialysis  because  methyldopa  is 
removed  by  this  procedure. 

Dosage  should  be  limited  initially  to  500  mg  daily 
when  following  previous  antihypertensive  agents 
other  than  thiazides.  Do  not  exceed  recommended 
daily  dose  of  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sen- 
sitivity in  those  with  advanced  arteriosclerotic 
vascular  disease;  this  may  be  avoided  by  lower 
doses.  Tolerance  occasionally  seen  either  early  or 
late,  but  more  likely  between  second  and  third 
month  after  initiation  of  therapy;  increased  dos- 
age or  combined  therapy  with  a thiazide  frequently 
restores  effective  control. 

Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure, including  dizziness,  lightheadedness,  and 
symptoms  of  cerebrovascular  insufficiency,  are 
seen  occasionally.  Angina  pectoris  may  be  aggra- 
vated. Symptoms  of  orthostatic  and  exercise  hypo- 
tension may  occur;  if  symptoms  occur,  reduce 
dosage.  Bradycardia,  nasal  stuffiness,  mild  dry- 
ness of  mouth,  and  gastrointestinal  symptoms  in- 
cluding distension,  constipation,  flatus,  and  diarrhea 
occur  occasionally;  these  can  be  relieved  by  reduc- 
ing dosage.  Nausea  and  vomiting  have  been  re- 
ported in  only  a few  patients.  Sore  tongue  or 
“black  tongue,’’  pancreatitis,  and  inflammation 
of  salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  Rarely,  urine  ex- 
posed to  air  may  darken  due  to  breakdown  of 
methyldopa  or  its  metabolites.  Other  rare  reac- 
tions include  breast  enlargement,  lactation,  impo- 
tence, decreased  libido,  skin  rash,  mild  arthralgia, 
myalgia,  paresthesias,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression,  reversible  thrombocyto- 
penia, drug-related  fever  and  abnormal  liver  func- 
tion studies  with  jaundice  and  hepatocellular 
damage  (see  Warnings  and  Precautions),  rise  in 
BUN,  and  a single  case  of  bilateral  Bell’s  palsy. 

Supplied:  Tablets,  containing  250  mg  methyldopa 
each,  in  single-unit  packages  of  100  and  bottles 
of  100  and  1000. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc., 
West  Point,  Pa.  19486 


blood  pressure 
“required 
reading” 
for  all 
physicians. 

With  recent  estimates  that  at 
23  million  Americans  have  hi 
blood  pressure— and  that  hat 
them  are  not  even  aware  of  it- 
detection  of  the  problem  in 
asymptomatic  persons  has  b( 
come  an  issue  of  national 
importance. 

Family  physicians  are  being 
urged  to  take  blood  pressure 
readings  as  a matter  of  office 
routine,  regardless  of  the  pre 
senting  complaint  or  the  reas 
for  the  visit.  And  because  ma 
people  do  not  see  a family 
physician  for  relatively  long 
periods  of  time,  some  expert: 
are  suggesting  that  ophthalrr 
gists,  gynecologists,  derma- 
tologists, orthopedists,  psy- 
chiatrists, dentists,  school 
nurses,  family  planning  cour 
selors,  and  other  health-care 
personnel  make  blood  pressi 
reading  a routine  part  of  ever 
examination  or  consultation. 

Of  course,  a diagnosis  of  hype 
tension  cannot  be  made  on  th 
basis  of  a single  reading,  but 
routine  blood  pressure  readir 
can  uncover  potential  trouble 
a certain  proportion  of  patien 
And  when  trouble  is  suggeste 
further  evaluation  can  be  pur 
sued  more  effectively. 


Blood  pressur 
“required  readi 
for  all  physici. 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphatc  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate, 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & 


COMPANY,  INC.,  RICHMOND.  V I R C,  I N I A 23217 

. /%(/  f //M/c/’s/Z/SYtA. 


18*) 


The  Rx  that  say* 
W “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedati 
minor  dosage  adjustments  are  usually  all  that’s  need* 
produce  the  desired  degree  of  sedation.  (With  3 dosa 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively)! 
cumulative  action:begins  to  work  within  30  minutes  ! 
because  of  its  intermediate  rate  of  metabolism,  genet 
neither  a “roller-coaster’’  nor  a “hangover’’  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 
costs  less  than  half  as  much  as  most  commonly  presi 
sedative  tranquilizers  * 

These  are  four  good  reasons  for  prescribing  BUTISOi 
Sodium  for  the  many  patients  who  need  to  have  the  f 
just  a little  slower.  Its  gentle  daytime  sedative  action  i 
all  that's  needed  to  help  the  usually  well-adjusted  pal 
cope  with  temporary  stress. 

‘Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

(SODIUM  BUTABARBITAL) 


| McWEIL  | 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  © mcn  1971 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  histo 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypno 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disea 
anticoagulant  therapy,  because  of  possible  increased  metabolism  c 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  exc 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  w 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headacl 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especia 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 
Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  o 
For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  me  I 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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Blue  Shield  of  Kentucky  1973  Report 


Membership 


(as  of  12/31/73) 


Total  Membership 

1973 

...  1,295,571 

1972 

1,229,268 

Net  Enrollment  Gain  (Members) 

66,303 

80,708 

Percent  of  Net  Increase. . . 

5.39% 

7.02% 

New  Employee  Groups  Enrolled  .... 
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Use  of  The  Flexible  Fiberoptic  Colonoscopet 

Patrick  Hagihara,  M.D.  and  Ward  0.  Griffen,  Jr.,  M.D.,  Pli.D. 

Lexington,  Kentucky 


The  flexible  fiberoptic  colonoscope  is  a 
valuable  diagnostic  and  therapeutic  tool. 
Its  uses  and  limitations  are  discussed. 

HIRSCHOWITZ  and  his  colleagues  9- 10 
were  the  first  to  report  on  the  clinical 
application  of  flexible  fiberoptic  endos- 
copy, successfully  examining  the  esophagus, 
stomach,  and  duodenal  bulb.  Overholt15  in  this 
country,  and  Matsunaga12  and  Niwa14  in  Japan, 
were  some  of  the  earliest  users  of  the  flexible 
fiberoptic  colonoscope.  Although  current  mod- 
els are  extremely  versatile,  development  is  con- 
tinuing. ACMI  and  Olympus  instruments  are 
the  two  most  widely  used  and  each  company  has 
its  strong  proponent.  Eddy5  prefers  the  ACMI 
colonoscope,  while  Shinya17’  19  uses  Olympus 
equipment  exclusively.  Both  companies  manu- 
facture long-length  and  medium-length  colono- 
scopes.  The  longer  scope  can  reach  the  ileocecal 
valve,  and  the  medium  length  one,  the  left 
transverse  colon.  The  Olympus  medium  length 
colonoscope  (MB)  is  the  type  used  in  this  re- 
port. 

The  flexible  fiberoptic  colonoscope  has  these 
features: 

a)  A distal  lens  system, 

b)  A bundle  of  optical  fibers  which  transmit 
the  image;  each  fiber  in  the  bundle  is 
oriented  in  the  same  relationship  to  the 
others  at  both  ends. 

c)  A bundle  of  fibers  which  transmit  light. 


'tFrom  the  Department  of  Surgery,  University  of 
Kentucky  College  of  Medicine,  Lexington 


d)  A channel  for  suction,  through  which  a 
snare,  biopsy  capsule,  or  brush  for  col- 
lection of  cytologic  specimens  can  be 
inserted. 

e)  A channel  for  irrigation  or  air  insuffla- 
tion. 

f ) A proximal  control  house  for  manual 
deflection  of  the  flexible  tip  of  the  scope, 
ends  of  the  channels  described  above, 
and  an  eye  piece  for  visualization. 

A cold  light  source  is  an  essential  part  of 
the  equipment. 

Preparation  of  Patients  for  Colonoscopy 

Unlike  the  sigmoidoscope,  even  small  par- 
ticles may  completely  obstruct  the  view.  The 
suction  channel  can  also  be  obstructed  easily 
by  particulate  matter.  If  few  in  number,  these 
fecal  particles  may  be  dislodged  from  the  distal 
end  of  the  scope  by  forcefully  introducing  an 
irrigating  fluid  through  the  suction  channel. 

Ideally  the  colon  should  be  completely  free 
of  fecal  matter.  Any  combination  of  thorough 
cleansing  techniques  should  suffice.  We  usually 
place  patients  on  a clear  liquid  diet  for  two 
days,  followed  by  six  Dulcolax  tablets  in  the 
afternoon  of  the  day  prior  to  colonoscopy. 
Nothing  is  given  by  mouth  after  midnight.  In 
the  morning,  the  patient  receives  sufficient 
saline  enemas  for  returns  to  be  clear  on  two 
occasions.  For  colonoscopic  polypectomy,  oral 
antibiotics  are  added.  The  schedule  is  not  rigid 
and  is  modified  according  to  the  condition  of 
the  patient.  Patients  having  diarrhea  may  not 
need  any  preparation  depending  upon  the 
diagnostic  possibilities. 
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Any  combination  of  sedation  should  be  satis- 
factory. One  should  not  depend  upon  excessive 
sedation  to  ascertain  the  limits  of  manipulation 
of  the  colonoscope.  On  the  other  hand,  if  the 
patient  is  exceedingly  sensitive  to  pain,  the 
colonoscopy  may  be  conducted  under  general 
anesthesia,  although  this  was  necessary  only 
once  in  this  series.  An  antimuscarinic  drug 
may  be  necessary  in  some  cases. 

Introduction  of  the  Colonoscope  and 
Anatomical  Orientation 

Colonoscopy  may  be  performed  in  any  posi- 
tion. If  the  patient  cannot  be  moved,  colono- 
scopy may  be  done  in  bed  in  the  supine  posi- 
tion. The  most  satisfactory  initial  position  is 
left  lateral  decubitus  on  a tilt  table.  The  inser- 
tion is  relatively  easy  up  to  the  sigmoid.  A 
sharp  curve  of  the  sigmoid,  especially  when 
fixed,  renders  the  insertion  quite  difficult  de- 
spite the  visualization  of  the  lumen  proximally. 
When  difficulty  arises,  a combination  of  ma- 
neuvers helps,  including  downward  tilting  of 
the  head  of  the  table,  advancement  of  the 
scope  with  simultaneous  twisting  of  the  scope 
and  deflection  of  the  tip,  changing  of  the  pa- 
tient’s position,  and  manipulation  of  the 
abdomen.  As  long  as  the  mucosa  slides  by  the 
objective  easily,  the  scope  may  be  advanced. 

It  is  of  some  help  to  be  familiar  with  the 
anatomy  of  the  colon  as  it  appears  from  the 
luminal  side.  The  rectum  is  familiar  to  anyone 
and  poses  no  difficulty.  The  sigmoid  is  identi- 
fied by  its  position  above  the  rectum  and  its 
tortuosity.  Higher  up,  the  lumen  becomes 
somewhat  narrower,  straight,  and  can  be  visu- 
alized for  a long  distance.  The  examination  of 
the  sigmoid  is  incomplete  without  visualization 
of  the  descending  colon.  As  the  scope  is  ad- 
vanced (at  times  Trendelenburg  position  facili- 
tates the  advance),  the  splenic  flexure  should 
come  into  view.  This  is  seen  as  a sudden  turn 
(Fig.  1),  and  while  the  scope  is  in  the 
descending  colon,  the  bowel  telescopes  onto 
the  end  of  the  scope  with  each  deep  inspiration. 
The  flexure  may  be  negotiated  with  the  various 
aforementioned  maneuvers.  Changing  the  pa- 
tient’s position  to  the  right  lateral  decubitus  in 
Trendelenburg  at  times  makes  a great  differ- 
ence. The  so-called  a maneuver  of  uncoiling 
the  scope  in  the  sigmoid  may  add  to  the 
length  of  the  scope  and  facilitate  the  advance 


by  decreasing  the  resistance  resulting  from  the 
sigmoidal  curve.16  Ordinarily,  the  transverse 
colon  is  characterized  by  more  accentuated 
haustration  with  folds  which  appear  triangular 
on  less  than  full  air  insufflation  (Fig.  2).  From 
the  luminal  side,  the  transverse  colon  curves 
gently  and  swings  in  a pendular  or  side-to-side 
motion  with  respiration.  When  the  transverse 
colon  is  thus  visualized  beyond  the  splenic 
flexure,  what  was  initially  thought  to  be  the 
descending  colon  is  confirmed. 

No  one  can  be  absolutely  sure  where  the 
scope  is,  especially  in  cases  of  unusual  anatomy 
or  following  intra-abdominal  operations.  If 
there  is  an  absolute  need  to  determine  the 
location  of  pathology  that  one  sees  via  a 
colonoscope,  a spot  film  may  be  taken  with  an 
injection  of  a contrast  dye  through  the  colono- 
scope. Colonoscopy  is  usually  done  in  con- 
junction with  barium  enema  and  the  location 
of  the  lesion  visualized  through  the  colono- 
scope usually  poses  no  problem.  However, 
questionable  lesions,  some  narrowing,  etc.,  can- 
not be  accurately  resolved  when  the  colono- 
scope fails  to  enter  identifiable  anatomical 
segments  of  the  colon. 

For  a complete  study  of  the  colon,  the 
ileocecal  valve  should  be  visualized;  in  many 
cases  such  a maneuver  may  not  be  necessary 
or  desirable.  For  excision  of  an  isolated  polyp 
in  the  sigmoid  colon,  clearly  visualized  by 
barium  enema,  the  ileocecal  valve  need  not  be 
visualized.  Most  polyps  are  located  on  the  left 
side  of  the  colon.  For  an  investigation  of 
ischemic  colitis  following  abdominal  aneurysm 
resection,  there  is  no  need  to  insert  proximal 
to  the  splenic  flexure.  For  a therapeutic  de- 
tortion  of  a sigmoid  volvulus,  decompression 
and  visualization  of  the  obstructed  colon  is  all 
that  is  necessary. 

Successful  insertion  of  the  colonoscope  to 
any  point  improves  with  experience.  Shinya 
maintains  he  can  successfully  enter  the  trans- 
verse colon  in  70%  and  the  ascending  colon  in 
60%  of  the  cases  attempted.19  We  have  been 
able  to  pass  the  medium  length  colonoscope 
into  the  left  transverse  colon  in  70%  of  cases 
attempted.  However,  in  the  remaining  30%, 
about  half  had  some  condition  precluding  ad- 
vancement. Once  the  splenic  flexure  has  been 
negotiated,  the  scope  could  usually  be  passed 
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into  the  ascending  colon;  to  do  this,  however, 
a long  colonoscope  is  necessary. 

Photography  and  Recording  of 
Lesions  Visualized 

Satisfactory  photographs  of  lesions  seen 
through  the  colonoscope  may  be  taken  and  re- 
corded. Photography  through  a proctoscope 
has  been  difficult  and  cumbersome,  requiring 
considerable  skill  and  expensive  equipment. 
Many  pathologic  changes  seen  at  the  anal 
margin  and  within  the  reach  of  the  procto- 
scope may  be  easily  recorded  with  colonoscopic 
photography  (Fig.  3). 

Diagnostic  Use 

Lesions  in  the  colon  may  be  visualized, 
photographed,  and  biopsied.  Some  suspicious 
lesions  by  barium  enema  may  be  clarified  with 
the  colonoscope.  Of  considerable  value  is  its 
use  in  the  evaluation  of  an  anastomotic  site 
beyond  the  reach  of  the  sigmoidoscope.  Figure 
4 is  an  illustration  of  such  a case.  The  patient 
had  an  abdominoperineal  resection  for  an 
adenocarcinoma  of  the  rectum  followed  some 
time  later  by  right  hemicolectomy  for  another 
malignancy.  A subsequent  barium  enema  was 
non-diagnostic.  He  had,  however,  microcytic 
hypochromic  anemia.  A colonoscopic  biopsy  of 
the  anastomotic  site  revealed  adenocarcinoma. 

One  of  the  important  uses  of  colonoscopy 
may  be  characterization  of  the  various  colitides. 
Patients  may  have  severe  diarrhea  but  without 
a finding  on  barium  enema  or  proctoscopy. 
Colonoscopy  may  demonstrate  definite  lesions. 
In  others,  only  small  bowel  involvement  may 
be  suspected  by  conventional  investigations. 
Colonoscopy  may  reveal  subtle  changes  in  the 
colon  (Fig.  5a  and  5b).  In  some  cases,  changes 
are  seen  in  the  colon  on  barium  enema  and 
proctoscopy  may  reveal  no  change  or  changes 
too  small  and  indefinite  to  warrant  disease 
definition.  In  these  cases,  short  of  colectomy, 
the  diagnosis,  whether  Crohn’s  disease,  chronic 
ulcerative  colitis,  or  ischemic  colitis,  may  be 
only  speculative.  In  these  cases,  colonoscopy 
may  play  a decisive  role  by  extending  the  reach 
of  the  proctoscope  and  obtaining  a clearer 
visualization  of  such  minor  but  definitive 
changes. 

In  many  cases,  the  distinction  between  mild 
total  ulcerative  colitis,  proctosigmoiditis,  or 


simply  proctitis,  is  quite  difficult  on  the  basis 
of  barium  enema  and  proctoscopy.  Colono- 
scopy may  clearly  define  an  upper  limit  of  in- 
volvement, detect  a total  involvement,  or  large 
areas  of  sparing  (Fig.  6),  in  which  total  in- 
volvement has  been  previously  suspected. 

In  long-standing,  mildly  symptomatic  cases 
of  chronic  ulcerative  colitis,  the  question  of 
proctocolectomy  always  arises.  Subjecting  all 
these  patients  to  surgery  seems  unreasonable. 
Selection  is  quite  in  order.  However,  which 
patients  to  select  for  surgery,  except  for  clearly 
known  surgical  indications,  is  not  definitely 
resolved.2’ 13  Periodic  total  colonoscopy  and 
documentation  of  involvement  in  each  case  on 
a long  term  basis  may  one  day  make  precise 
selection  possible. 

Crohn’s  colitis  does  not  carry  a cancer 
potential.  In  many  cases  the  diagnosis  of 
Crohn’s  disease  of  the  colon  is  made  in  the 
absence  of  granulomas  and  small  bowel  in- 
volvement.8’ 11  Following  a total  proctocolec- 
tomy, discussion  of  its  true  nature  and  potential 
is  academic.  However,  in  those  cases  diagnosed 
clinically  and  not  subjected  to  operative  inter- 
vention, periodic  total  colonoscopy  may  define 
its  natural  history  and  whether  it  differs  from 
that  of  chronic  ulcerative  colitis.  In  Crohn’s 
colitis  without  involvement  of  the  small  bowel 
and  rectum  by  conventional  investigation, 
ileoproctostomy  has  been  performed.  Although 
quite  small  in  number  in  proportion  to  the 
total  cases  of  Crohn’s  disease  encountered,1’4-6 
long  follow-up  revealed  disturbingly  high  re- 
currence rates  especially  at  the  anastomotic 
site.  Whether  this  is  due  to  previously  un- 
recognized disease  in  the  retained  rectum  is 
not  clear.  Colonoscopy  would  be  useful  in  these 
cases  since  it  can  identify  minimal  changes 
which  may  not  be  obvious  with  the  procto- 
scope. Following  ileoproctostomy,  the  patients 
may  be  followed  with  periodic  colonoscopy  to 
ascertain  the  basis  of  recurrence.  Selective 
biopsies  of  questionable  areas  will  augment 
colonoscopic  observations. 

Colonoscopy  is  quite  useful  in  the  diagnosis 
of  ischemic  colitis.  In  spontaneous  ischemic 
colitis,  frequently  centering  on  splenic  flexure, 
the  rectum  is  usually  spared  and  the  sigmoido- 
scope may  not  reach  the  lesion.  Barium  enema 
may  not  be  specific.  Colonoscopy  may  render 
a definite  diagnosis.  When  ischemic  colitis  is 
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suspected  in  patients  following  abdominal 
aneurysm  resection  and  placement  of  aorto- 
iliac  graft,  the  colonoscopic  examination  may 
be  easily  performed  in  the  supine  position  in 
bed  and  thorough  examination  still  achieved 
(Fig.  7).  The  scope  should  be  removed  quickly 
when  the  diagnosis  is  established  and  especially 
when  the  involvement  is  severe.  In  these  cases, 
barium  enema  may  be  neither  desirable  nor 
helpful. 

During  an  operative  procedure,  the  colono- 
scope may  be  threaded  with  a surgeon  manip- 
ulating the  tip  for  easy  intraoperative  visuali- 
zation. This  may  be  especially  helpful  with  an 
irrigating  catheter  in  previously  non-localized 
colonic  hemorrhage. 

Therapeutic  Use 

Probably  the  greatest  therapeutic  advance 
accompanying  the  clinical  introduction  of  the 
colonoscope  is  polypectomy.  Polyps  amenable 
to  proctoscopic  removal  do  not  pose  problems. 
Laparotomy  for  colotomy  and  polypectomy  is 
associated  with  an  average  mortality  rate  of 
1.8%. 18  There  are  frequently  situations  in 
which  the  operative  risk  is  greatly  increased. 
Moreover,  colotomy  and  polypectomy  may  en- 
tail significant  risk  of  postoperative  morbidity. 
Thus,  operative  removal  of  a polypoid  lesion 
visualized  on  barium  enema  depends  upon  the 
probability  of  the  lesion  being  an  invasive 
carcinoma.7  To  reduce  risk  further,  the  so- 
called  Benjamin  procedure  was  conceived;3 
polypectomy  is  performed  through  a sigmoido- 
scope, while  another  operator  through  an  ab- 
dominal incision  telescopes  the  colon  to  the 
sigmoidoscope.  Thus,  colotomy  is  avoided. 

These  considerations  attending  polypec- 
tomies have  been  altered  by  the  colonoscope. 
Polypoid  lesions,  inaccessible  by  conventional 
means,  may  now  be  directly  visualized,  biop- 
sied,  or  removed  if  possible.  Most  polypoid 
lesions  on  a stalk  are  benign.  These  can  be 
removed  by  snare-cautery  polypectomy. 
There  are  some  technical  considerations.  Ade- 
quate gas  exchange  must  be  performed  before 
cautery  to  rid  the  bowel  of  inflammable  gas. 
Snaring  (Fig.  8a  and  8b)  may  be  achieved 
by  a combination  of  maneuvers  including 
timely  deflection  of  the  flexible  tip.  Care  must 
be  taken  not  to  perforate  the  bowel  with  the 
tip  of  the  snare.  The  polypectomy  should  be 


performed  with  mild  to  moderate  distention 
of  the  segment  of  the  colon.  The  properly 
placed  snare  should  be  deflected  into  the 
middle  of  the  lumen  to  avoid  cauterizing  the 
colonic  wall. 

Surprisingly  good  results  may  be  obtained 
with  experience.  Shinya  reported  over  800 
colonoscopic  polypectomies  without  complica- 
tion, except  one  who  bled  from  the  polypec- 
tomy site  and  received  2 units  of  whole  blood.17 
When  carefully  performed,  the  complication 
rate  is  low;  however,  perforations  and  bleed- 
ings are  known  to  have  occurred  with  at- 
tempted polypectomies  in  other  hands.  Our 
series  is  quite  early.  Twenty  polypectomies  up 
to  the  descending  colon  have  been  performed;  NG 
in  one  patient  the  tissue  was  lost  and  bleeding 
occurred  from  the  polypectomy  site,  requiring 
2 units  of  whole  blood  in  transfusion.  The  size 
of  the  excised  polyps  ranged  up  to  3 cm  in 
diameter.  Three  polyps  could  not  be  snared 
for  removal. 

The  potential  use  of  the  colonoscope  in  the 
reduction  of  sigmoid  volvulus  is  yet  to  be  ex- 
tensively applied.  Emergency  operative  inter- 
vention in  volvulus  is  associated  with  a high 
operative  mortality.  Recently,  a cretin  who  had 
had  many  abdominal  procedures  entered  the 
University  of  Kentucky  Medical  Center  with  a 
recurrent  sigmoid  volvulus.  It  could  not  be 
reduced  by  proctoscope  or  barium  enema 
(Fig.  9).  A colonoscope  was  easily  threaded 
through  the  obstruction,  and  the  twisted  lumen 
as  well  as  the  proximal  distended  colon  were 
completely  visualized.  Easy  reduction  was 
achieved  under  direct  vision.  The  patient  was  f| 
operated  upon  electively. 

Limitation 

The  colonoscope  may  not  be  successfully  in- 
serted in  all  cases.  With  experience,  the  success 
rate  improves.  Although  the  colonoscope  is 
much  more  useful,  versatile,  and  safer  than  f 
the  proctoscope,  great  care  and  judgment  are 
necessary  in  inflammatory  or  ischemic  disease 
of  the  colon.  Use  of  force  and  intracolonic 
introduction  of  air  should  be  minimal.  Colono- 
scopic attempts  at  differential  diagnosis  be- 
tween carcinoma  and  diverticulitis  have  been 
disappointing.  These  accounted  for  more  than 
half  of  the  cases  in  which  the  colonoscope 
could  not  be  advanced.  In  most  of  these  cases, 
the  colonoscope  could  be  threaded  only  to  the 
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FIG.  3 This  patient  had  an  active  pulmonary  tuberculosis 
and  was  operated  on  twice  for  so-called  anorectal 
abscesses.  A closer  inspection  of  the  anus  re- 
veals unusual  characteristics.  Biopsies  of  the  anal 
lesion  established  the  diagnosis  of  tuberculosis. 

(top  right) 

FIG.  4 Nodular  growths  are  seen  at  the  anastomotic  site. 
Biopsy  revealed  recurrent  adenocarcinoma. 


(to  right) 

FIG. 5a  This  patient  had  a change  compatible  with  a 
Crohn’s  disease  in  the  terminal  ileum.  Barium 
enema  was  otherwise  negative.  Colonoscopy  re- 
vealed isolated  minimal  changes  from  the  1 5 cm 
level  to  the  splenic  flexure.  At  60  cm  from  the  anal 
verge,  an  isolated  area  with  mucosal  changes  in- 
cluding small  abscesses  was  seen. 


FIG.  5b  Biopsy  revealed  microscopic  changes  of  colitis. 


FIG.  6 A transition  from  a large  area  of  normal  looking 
mucosa  to  an  abnormal  area  at  the  splenic 
flexure.  Proximally,  the  left  tranverse  colon  showed 
involvement. 


FIG.  8a  A polyp  with  a stalk. 


FIG.  7 At  30  cm  from  the  anal  verge,  mucosa  looks 
gangrenous  on  one  side.  More  proximally,  the 
mucosa  showed  gangrenous  changes  throughout 
with  ulcerations. 


FIG.  8b  A snare  is  around  the  stalk  and  the  snare  is 
guided  away  from  the  colonic  wall. 


FIG.  9 Barium  enema  with  a typical  sign  of  volvulus  of 
the  sigmoid. 

narrowed  segment  and  adequate  biopsy  ma- 
terial could  not  be  obtained.  With  a colono- 
scope  of  a smaller  caliber  the  differential 
diagnosis  may  be  more  easily  made.  In  cases 
of  large  carcinomas  in  the  colon,  colonoscopy 
may  not  be  easily  achieved,  whereas,  barium 
enema  may  clearly  delineate  the  proximal 
colon. 

Nonoperative  colonoscopy  has  not  been 
proved  to  be  useful  in  diagnosis  of  acute 
bleeding.  The  lens  is  easily  clouded  by  blood 


and  the  suction  channel  is  easily  occluded.  This 
does  not  preclude  its  usefulness  following  the 
cessation  of  bleeding.  The  control  of  hemor- 
rhage through  the  colonoscope  is  indeed  dif- 
ficult when  bleeding  of  significant  degree  oc- 
curs during  a polypectomy.  Biopsy  capsules 
widely  available  are  rather  small  and  the  speci- 
mens obtained  are  necessarily  limited  in  depth. 
This,  however,  does  not  detract  from  its  use- 
fulness in  superficial  biopsy  from  which  patho- 
logic interpretation  could  be  made. 
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The  Recognition  and  Management  of 
Idiopathic  Hypertrophic  Subaortic  Stenosis 

In  Older  Patientsf 
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The  diagnostic  and  therapeutic  approach 
to  six  older  patients  with  idiopathic  hy- 
pertrophic subaortic  stenosis  is  reported. 
The  importance  of  accurate  diagnosis 
and  the  favorable  response  to  therapy 
are  emphasized. 

Introduction 

In  1957  Brock  first  described  the  condition 
we  now  know  as  idiopathic  hypertrophic 
subaortic  stenosis  (IHSS).1  Since  that 
time  there  have  been  numerous  reports  de- 
scribing the  interesting  clinical  features,  patho- 
physiology, and  approaches  to  management  of 
this  disorder.3-9 12>  14>  15  IHSS  has  been  de- 

I scribed  generally  as  a disease  of  the  young  to 
middle-aged  population.  During  the  three-year 
period,  1970-1973,  we  have  studied  six  pa- 
tients with  IHSS  who  were  above  50  years  in 
age.  The  increased  incidence  of  hypertension 
and  coronary  atherosclerosis  in  this  age  group 
can  make  recognition  of  IHSS  difficult.  In  this 
report  we  describe  the  clinical  features  and 
management  of  our  six  patients  and  emphasize 
the  importance  of  accurate  diagnosis. 

Materials  and  Methods 

Clinical  records  of  all  patients  undergoing 
cardiac  catheterization  at  the  University  of 
Louisville  School  of  Medicine  Cardiovascular 
Laboratory  during  the  period  July  1,  1970 
to  June  30,  1973,  were  reviewed.  During  this 
period  a total  of  1,200  patients  were  studied. 
Among  these  patients  were  a total  of  eight 
patients  with  the  diagnosis  of  IHSS.  Six  of 
these  patients  were  over  50  years  of  age  (range 
54-70  years).  The  records  of  these  six  patients 

t From  the  Department  of  Medicine,  Section  of  Cardi- 
ology, University  of  Louisville  School  of  Medicine, 
Louisville 


were  carefully  reviewed  and  the  patients  were 
followed  up  regarding  treatment  and  clinical 
course  since  initial  catheterization. 

Right  and  left  heart  catheterizations  were 
performed  in  all  six  patients  without  premedi- 
cation and  while  on  no  medication.  Echo- 
cardiography and  coronary  arteriography  were 
performed  in  two  of  the  six  patients.  In  pa- 
tients found  to  have  less  than  60  mm  Hg  gradi- 
ent across  the  left  ventricular  outflow  area  at 
rest,  Isuprel  infusion  was  done  at  a rate  suf- 
ficient to  increase  the  heart  rate  to  above  120 
per  minute.  In  two  patients  with  resting  gradi- 
ents above  90  mm  Hg  intravenous  Inderal 
(3-5  mg)  was  given  to  determine  the  acute 
effects  on  the  left  ventricular  outflow  gradient. 
Phonocardiography  was  performed  in  all  pa- 
tients. 

All  patients  were  contacted  directly  or 
through  their  attending  physicians  to  obtain 
follow-up  information.  Table  I summarizes  the 
clinical  features,  catheterization  findings,  and 
results  of  treatment  in  these  six  patients.  The 
following  brief  clinical  summary  represents  the 
first  patient  in  this  series  and  is  representative 
of  the  group. 

Case  V.D.:  This  65-year-old  housewife  was 
referred  because  of  angina  pectoris,  exertional 
syncope,  severe  fatigue,  and  dyspnea.  The  re- 
ferring diagnosis  was  hypertensive  cardiovascu- 
lar disease  and  coronary  atherosclerosis.  A 
heart  murmur  had  been  noted  for  12  years. 
Treatment  with  Digitalis  and  sublingual  nitro- 
glycerin had  been  ineffective  and  the  patient 
volunteered  the  information  that  nitroglycerin 
had  regularly  made  her  symptoms  worse.  Phy- 
sical examination  revealed  the  classic  findings 
of  IHSS:  Bisferiens  carotid  pulses  with  sharp 
upstroke:  normal  venous  pressure;  enlarged 
and  sustained  bifid  apex  impulse;  normal  S-l, 
S-4  gallop  at  apex;  and  rather  harsh  grade 
IV/VI  nonholosystolic  murmur  heard  best  at 
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the  lower  left  sternal  border  and  apex  without 
radiation  to  axilla  or  neck.  There  were  no 
diastolic  murmurs.  With  the  contraction  follow- 
ing a ventricular  premature  contraction,  the 
carotid  pulse  was  diminished  and  the  systolic 
murmur  became  louder.  Similar  findings  were 
noted  during  voluntary  Valsalva  maneuver. 
Electrocardiogram  showed  marked  changes  of 
left  ventricular  hypertrophy  with  ST  and  T 
changes.  Chest  x-ray  showed  only  moderate 
LVH.  At  cardiac  catheterization  a 5 mm  Hg 
peak  systolic  gradient  was  recorded  across  the 
left  ventricular  outflow  tract  at  rest,  but  during 
Isuprel  infusion,  a peak  gradient  of  112  mm 
Hg  was  repeatedly  recorded  and  the  classic 
“infundibular”  pressure  curve  was  recorded 
proximal  to  the  aortic  valve.  Left  ventricular 
cineangiography  showed  hyperdynamic  left 
ventricular  outflow  area  and  moderate  mitral 
regurgitation. 

Following  catheterization  studies,  therapy 
with  Inderal  10-20  mg  four  times  daily  was 
instituted  and  the  clinical  improvement  has 
remained  dramatic.  The  patient  had  been  se- 
verely disabled,  cardiac  Class  IV  (NYHA), 
prior  to  Inderal  therapy.  The  patient  has  been 
followed  regularly  for  three  years  and  has  had 
no  further  syncope,  rare  angina  pectoris,  and 
only  minimal  dyspnea,  and  is  now  considered 
to  be  cardiac  Class  II.  The  patient  was  in- 
advertently given  Peritrate  on  one  occasion 
and  within  24  hours  had  recurrence  of  severe 
dyspnea  and  chest  pain. 

Results 

The  six  patients  over  50  years  of  age  sum- 
marized in  Table  I make  up  75%  of  patients 
studied  by  us  with  idiopathic  hypertrophic  sub- 
aortic stenosis  during  a three-year  period.  The 
presenting  complaints  were  similar  to  those 
of  younger  patients  with  this  disorder  with 
dyspnea  and  angina-like  chest  pain  being  most 
common.  The  duration  of  symptoms  was  rather 
prolonged  and  all  patients  had  been  told  of  a 
heart  murmur  previously.  Referring  diagnoses 
included  hypertensive  cardiovascular  disease, 
coronary  atherosclerosis,  and  rheumatic  mitral 
regurgitation.  Five  of  the  six  patients  had  re- 
ceived Digitalis  and/or  nitroglycerin  and  four 
of  these  patients  had  noted  an  increase  in 
symptoms  with  these  drugs.  At  cardiac  cathe- 
terization, classic  findings  of  IHSS  were  noted 


in  all  patients,  with  four  of  the  six  patients 
having  resting  left  ventricular  outflow  gradients 
above  90  mm  Hg,  and  during  Isuprel  infusion 
the  other  two  patients  developed  gradients 
above  100  mm  Hg.  Left  ventricular  cineangi- 
ography showed  mild  to  moderate  mitral  re- 
gurgitation in  all  patients. 

Four  of  six  patients  have  been  treated  with 
Inderal  for  two  to  three  years  and  the  response 
has  been  most  gratifying.  These  four  patients 
were  considered  cardiac  Class  IV  at  the  time 
Inderal  therapy  was  begun  and  all  four  patients 
remain  cardiac  Class  I-II  at  this  time  with 
two  of  these  patients  returning  to  full-time 
employment.  One  patient  ( N.K .)  has  not  been 
treated  with  Inderal  because  of  associated  ob- 
structive pulmonary  disease.  Patient  E.P.  was 
initially  treated  with  Inderal  and  after  showing 
no  improvement  was  subjected  to  surgery.  Un- 
fortunately dissecting  aneurysm  of  the  entire 
aorta  occurred  and  the  patient  expired.  At 
autopsy,  marked  cystic  medial  necrosis  of  the 
aorta  was  found  along  with  dissecting  hema- 
toma of  the  entire  aorta. 
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Discussion 

These  cases  of  idiopathic  hypertrophic  sub- 
aortic stenosis  in  older  patients  are  presented 
to  emphasize  four  aspects  of  this  disorder: 

1 ) IHSS  should  be  considered  in  older  patients 
presenting  with  dyspnea,  angina,  and  syncope. 

2)  Although  the  symptoms  and  signs  of  this 
disease  are  similar  to  younger  patients,  the 
diagnosis  can  be  difficult  to  make.  3)  Treat- 
ment with  Digitalis,  diuretics  and/or  nitrates 
can  be  harmful  in  such  patients.  4)  Medical 
treatment  can  be  highly  successful  in  such 
patients. 

1.  Idiopathic  hypertrophic  subaortic  stenosis 
is  not  rare  in  older  patients.  Numerous  reports 
in  the  literature  have  emphasized  that  IHSS 
is  generally  a disease  of  the  young  to  middle- 
aged  patients.7-15  In  one  of  the  largest  reported 
series  of  IHSS  patients  (126  patients),  the  aver- 
age age  was  36  years.7  Our  small  series  of 
patients  suggests  that  this  disorder  does  occur 
often  in  older  patients  with  six  of  eight  patients 
studied  being  above  50  years  of  age.  The  long 
duration  of  symptoms  and  protracted  clinical 
course  has  been  noted  by  others.7-12-15  As- 
suming that  IHSS  is  a progressive  disorder  and 
noting  that  five  of  our  six  patients  were  cardiac 
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TABLE  I 


SYMPTOMS  (0-4+ ) 
(Duration) 

Dizz.  or 

LV  OUTFLOW  GRADIENT 
(mm  Hg) 

During  After 

Isuprel  Inderal 

LVEDP 
at  rest 

Treat- 

Dur.  of 

RESULT  OF 
TREATMENT 

Pre- 

treatm.  Current 

Prior 
Therapy 
with  Dig 

and/or 

Patient 

Age 

Sex 

Dyspnea 

Chest  Pain 

Syncope 

Palp. 

At  Rest  Infusion  3-Smg.  IV 

(mm.  Hg) 

ment 

Followup 

Class 

Class 

Nitrates 

V.D. 

65 

F 

+ + + 
(3  yrs) 

+ + 

+ + + 

+ + 

5 

112 

13 

Inderal 

3 yrs 

IV 

n 

Yes 

F.S. 

55 

M 

+ 

+ + + 
(8  yrs) 

+ + + 

+ 

114 

58 

30 

Inderal 

2V3  yrs 

IV 

1 

Yes 

C.W. 

63 

F 

+ + + 

+ + + 
18  yrs) 

+ + 

+ 

124 

21 

Inderal 

2 yrs 

IV 

ii 

Yes 

E.R. 

54 

M 

+ + + 
(6~yrs) 

0 

0 

+ 

115 

22 

Inderal 

2 yrs 

IV 

ii 

Yes 

N.K. 

55 

F 

+ + 
(5  yrs) 

0 

0 

+ 

36 

123 

8 

0 

5 mos 

II 

ii 

No 

E.R. 

70 

F 

+ + + 

( 1 0 yrs) 

+ + + 

+ 

+ 

98 

80 

30 

Inderal 

and 

Surgery 

IV 

Died 

at 

Oper. 

Yes 

Class  IV  at  the  time  of  diagnosis,  it  is  likely 
that  the  onset  of  the  disease  had  been  at  a 
considerably  younger  age.  The  finding  of  severe 
resting  gradients  in  four  of  these  six  patients 
would  also  suggest  a late  stage  of  the  disease. 
Whiting  et  al17  and  Aldoy  et  al14  have  also 
emphasized  the  frequent  occurrence  of  IHSS 
in  older  patients. 


Brockenbrough  effect) . Electrocardiogram  and 
chest  x-ray  were  abnormal  in  all  patients  and 
were  of  little  help  in  differential  diagnosis. 
Diagnosis  was  confirmed  at  cardiac  catheteriza- 
tion. Echocardiography,  a simple  and  non-in- 
vasive  diagnostic  tool,  also  reveals  character- 
istic findings  and  can  confirm  the  diagnosis  of 
IHSS.19-20 


2.  The  diagnosis  of  IHSS  can  be  difficult  in 
older  patients.  The  frequent  occurrence  of  hy- 
pertensive and  coronary  atherosclerotic  heart 
disease  in  patients  over  age  50  years  often 
results  in  failure  to  consider  the  diagnosis  of 
IHSS.  Symptoms  of  dyspnea,  fatigue,  angina 
pectoris,  and  palpitations  are  found  in  all  these 
disorders.  The  findings  of  left  ventricular  hy- 
pertrophy, gallop  sounds,  and  apical  systolic 
murmur  are  also  common  to  these  diseases. 
The  harsh  systolic  murmur  of  IHSS  can  also 
lead  to  misdiagnosis  of  calcific  aortic  stenosis 
and  rheumatic  mitral  regurgitation.  Referring 
diagnosis  in  our  six  patients  included  hyper- 
tensive cardiovascular  disease,4  coronary  ath- 
erosclerotic heart  disease,2  and  rheumatic  mi- 
tral disease.2  Despite  the  findings  common 
to  all  the  above  disorders,  the  correct  diagnosis 
should  not  be  difficult  once  it  is  considered. 
All  six  patients  reported  had  the  classic  find- 
ings of  IHSS  on  examination:  sharp  upstroke 
carotid  pulses,  often  bisferiens  in  quality;  prom- 
inent and  bifid  apical  impulse  to  palpation; 
loud  fourth  heart  sounds;  and  harsh,  loud  sys- 
tolic murmur  maximal  at  the  lower  left  sternal 
border.  Valsalva  maneuver  and  post-extrasys- 
tolic  contraction  resulted  in  a diminished  pulse 
volume  and  accentuation  of  the  murmur  (the 


3.  Treatment  with  Digitalis,  diuretics,  and 
nitrates  can  be  detrimental  in  patients  with 
IHSS.  The  basic  pathophysiology  of  IHSS  is 
currently  felt  to  be  a hypertrophied,  non-com- 
pliant  left  ventricle  and  asymmetric  hyper- 
trophy of  the  interventricular  septum.18-20  The 
left  ventricular  outflow  obstruction  results  from 
the  septal  hypertrophy  and  abnormal  motion 
of  the  anterior  leaflet  of  the  mitral  valve.16 
During  systolic  contractions  of  the  left  ventri- 
cle, the  ventricular  cavity  is  asymmetrically 
decreased  resulting  in  accentuation  of  the  out- 
flow obstruction.  Interventions  which  reduce 
left  ventricular  cavity  size  (Digitalis,  nitrates, 
diuretics,  standing,  Valsalva  maneuver)  or  in- 
crease left  ventricular  contractility  (Digitalis, 
Isuprel,  nitrates)  have  been  shown  to  accentuate 
the  findings  as  well  as  symptoms  in  IHSS.  On 
the  other  hand,  interventions  which  increase 
left  ventricular  cavity  size  (squatting,  systemic 
hypertension,  phenylephrine,  propranolol,  vol- 
ume replacement)  or  reduce  contractility  (pro- 
pranolol) diminish  the  findings  and  often  the 
symptoms  in  IHSS.  Since  these  patients  are 
often  misdiagnosed  as  hypertensive,  coronary 
or  rheumatic  heart  disease,  it  is  not  surprising 
that  most  will  have  been  treated  with  Digitalis, 
diuretics,  and  nitrates.  Five  of  our  patients  had 
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received  one  or  more  of  these  drugs  and  four 
reported  worsening  of  symptoms  with  such 
therapy.  Such  observations  suggest  that  the 
proposed  pathophysiology  of  this  disorder  is 
correct.  Discontinuance  of  such  drugs  alone 
can  often  result  in  significant  clinical  improve- 
ment. 

4.  Medical  treatment  of  IHSS  can  be  success- 
ful. There  is  no  uniformity  in  opinions  regard- 
ing the  proper  treatment  of  IHSS  in  any  age 
group.12  Most  authors  agree  that  in  the  symp- 
tomatic patient,  an  initial  trial  of  propranolol 
therapy  should  be  given.  2’13'22  The  response 
to  such  therapy  has  been  variable  and  in  the 
more  symptomatic  patients  (Class  III-IV)  a 
failure  to  respond  has  often  been  reported.  In 
such  patients  remaining  severely  disabled  des- 
pite propranolol  therapy,  surgery  has  been 
recommended  with  surgical  results  also  being 
quite  variable.1011-21  The  management  of  the 
asymptomatic  patient  is  controversial  with  rec- 
ommendations varying  from  no  treatment  to 
the  use  of  propranolol.  It  is  suggested  that 
propranolol  with  its  negative  inotropic  effects 
may  interrupt  the  vicious  cycle  of  outflow  ob- 
struction causing  further  left  ventricular  hyper- 
trophy as  well  as  possibly  preventing  sudden 
deaths  from  arrhythmias.22  Four  of  our  pa- 
tients treated  with  propranolol  have  shown 
dramatic  and  long  lasting  good  responses. 
These  patients  were  severely  disabled  prior  to 
treatment  (Cardiac  Class  IV)  and  have  im- 
proved to  cardiac  Class  I-II  with  good  results 
persisting  greater  than  two  years  in  all  four 
patients.  One  other  severely  disabled  patient 
( E.P .)  showed  no  improvement  with  pro- 
pranolol and  actually  seemed  to  deteriorate. 
Surgery  was  attempted  but  was  unsuccessful 
due  to  massive  dissecting  aneurysm  of  the 
aorta  of  unknown  duration.  The  one  other 
patient  has  been  given  no  specific  therapy  due 
to  mild  nature  of  symptoms  and  the  presence 
of  bronchial  asthma. 

The  results  of  propranolol  therapy  in  our 


severely  disabled  patients  have  been  encourag- 
ing and  unlike  that  reported  by  most  authors  in 
such  patients.  This  seems  especially  important 
to  us  in  the  older  patients  since  such  patients 
are  known  to  be  especially  high  risk  patients 
for  open  heart  operations  should  one  elect 
surgical  treatment. 
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The  increased  incidence  of  scabies  in  our 
region  has  been  evident.  A low  index  of 
suspicion  of  this  disease  will  unneces- 
sarily prolong  diagnosis  and  treatment. 
The  diagnosis  of  scabies  should  be  sus- 
pected in  any  patient  with  intense,  un- 
explained pruritus,  especially  of  the 
nocturnal  type.  In  the  majority  of  cases, 
diagnosis  can  be  established  by  micro- 
scopy and  the  treatment  regimens  are  ef- 
fective. 

THE  worldwide  incidence  of  human 
scabies  has  always  shown  cyclical  fluc- 
tuations which  are  not  fully  under- 
stood.1 Surveys  by  Epstein  have  shown  that  for 
the  past  10-15  years,  the  disease  has  become 
progressively  rarer.2  Recently,  however,  Orkin 
expressed  his  concern  about  its  rising  incidence 
in  different  parts  of  the  world.3  We  have  been 
made  aware  of  the  increased  incidence  of 
scabies  in  our  region  and  present  this  article 
to  alert  physicians  as  to  the  diagnosis  and 
treatment  of  the  disease. 

Recently,  we  saw  a 57-year-old  white  priest 
with  a generalized  erythematous  papular 
eruption  for  four  months.  There  were  multiple 
excoriations  with  scabbing  and  secondary  in- 
fection. The  patient  complained  of  severe 
itching,  loss  of  sleep,  and  was  very  nervous 
and  hyperkinetic.  He  was  admitted  to  the  hos- 
pital, and  a complete  work-up,  including 
biopsy  and  KOH  scrapings,  revealed  nothing 
specific.  He  was  discharged  with  a diagnosis  of 
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generalized  neurodermatitis,  ruling  out  derma- 
titis herpetiformis  and  scabies.  Treatment 
with  lubricating  baths,  lotions,  steroid  creams, 
intramuscular  Kenolog,  and  sedatives  were  of 
little  value.  Repeated  potassium  hydroxide 
scrapings  of  various  lesions  were  negative  until 
his  fourth  office  visit  when  a scraping  of  the 
web  between  the  index  and  middle  finger 
showed  two  intact  scabitic  mites.  Therapy  with 
Kwell  lotion  resulted  in  cure. 

A second  patient  was  a 21-year-old  white 
male  who  presented  with  an  acneiform  erup- 
tion on  the  trunk.  The  chief  complaint  was 
intense  pruritus.  The  initial  diagnosis  was 
keratosis  pilaris  with  secondary  neuroderma- 
titis and  xerosis.  On  return  visit,  the  eruption 
was  more  generalized  and  excoriated,  and 
scrapings  revealed  the  intact  scabitic  mite.  In 
both  patients,  the  positive  scraping  was  from 
the  finger  webs,  which  showed  minimal  in- 
volvement clinically. 

Clinical  Manifestations 

Sarcoptes  scabiei  var.  hominis,  the  itch  mite, 
lives  in  burrows  several  millimeters  to  a few 
centimeters  in  length.  The  female  is  found  at 
the  blind  end  of  the  tunnel  with  her  oviposited 
eggs  behind  her.  The  burrow  has  been  con- 
sidered a diagnostic  feature  of  scabies.  How- 
ever, a recent  epidemiologic  study  in  India 
showed  that  burrows  were  seen  in  only  seven 
per  cent  of  reported  cases,  suggesting  that  it  is 
not  as  convenient  a diagnostic  tool  as  pre- 
viously believed.4  The  burrow  appears  as  a 
whitish,  tortuous  or  zigzag,  thread-like  channel. 
The  closed  end  is  marked  by  a tiny  greyish 
speck,  the  resting  place  of  the  female.0  Sec- 
ondary lesions  such  as  papules,  vesicles, 
pustules,  urticarial  wheals  and  indurated 
nodules  are  frequently  seen.  Eczematization 
and  impetiginization  may  result  during  matura- 
tion.5 

Scabies  produces  severe  itching  which  is 
worse  at  night,  a factor  highly  suggestive  of 
scabies.0  Some  workers  have  considered  sensi- 
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Figure  1 


the  burrow,  all  the  oil  is  removed  to  a glass 
slide  with  a cover  slip  and  examined  by 
microscopy.7  Another  suggested  technique  is 
“shaving”  a burrow  or  papule  from  the  skin 
surface  and  examining  as  described  above.8 

Treatment 

Gamma  benzene  hexachloride  (Kwell® 
cream,  lotion,  or  shampoo)  is  applied  after  a 
bath  and  removed  48  hours  later  by  a bath. 
This  may  be  repeated  in  96  hours  if  signs  or 
symptoms  persist.  Crotamiton  (Eurax  R),  may 
also  be  used.  This  is  rubbed  in  well  to  the 
entire  body  surface  every  24  hours  for  two 
applications,  and  removed  in  48  hours  by  bath. 
Benzyl  benzoate  (25%)  emulsion  and  sulphur 
have  also  been  used  with  success.  Systemic 
antibiotics  are  recommended  if  secondary  in- 
fection is  present.5  Application  of  steroid 
creams  to  pruritic  areas  may  cause  an  exacer- 
bation of  subclinical  scabies  that  originally 
may  not  have  been  suspected.9 
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tization  to  the  mite  and  not  the  presence  of 
the  parasite  or  its  excreta  as  a cause  of  the 
intense  pruritus.2  In  males,  the  hands  (inter- 
digital folds)  and  wrists  (85%  frequency)  are 
involved  more  often  than  the  elbows,  genitalia, 
ankles,  and  feet  (30  to  40%  frequency).6 
(Fig.  1 and  2)  In  females,  the  palms  and 
nipples  are  the  most  frequent  sites.  Children 
may  have  only  involvement  of  the  palms  and 
in  children  under  age  two,  involvement  of  both 
palms  and  soles  is  common.  The  back  is  seldom 
involved,  and  the  head  is  almost  always 
exempt,  except  in  infants.6 

Diagnosis 

The  diagnosis  is  confirmed  by  demonstrating 
the  mite  which  is  removed  from  the  lesion  by 
scraping  one  or  more  burrows  (Fig.  3).  The 
scrapings  may  be  treated  with  10%  potassium 
hydroxide  or  mineral  oil  and  examined  by 
microscopy.5  It  has  been  claimed  that  mineral 
oil  can  increase  the  incidence  of  a positive 
diagnosis  because  it  will  not  dissolve  the 
scabitic  fecal  material  which  is  also  diagnostic. 
A drop  of  mineral  oil  is  placed  on  a'  scalpel 
blade  and  then  applied  to  the  top  of  a burrow 
so  that  the  mineral  oil  goes  onto  the  burrow 
surface.  After  vigorously  scraping  the  top  of 


Figure  2 
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! Comment 

We  have  considered  environmental  bans  on 
various  insecticides  such  as  DDT  as  a possible 
reason  for  the  increase  in  scabies.  Cyclic  fluc- 
tuations have  never  been  fully  understood  but 
the  following  possibilities  have  been  explored: 
Poverty,  poor  personal  and  communal  hygiene, 
sexual  promiscuity,  misdiagnosis  (low  index  of 
suspicion),  demographic  (migrant  labor,  rural 
< to  urban),  increased  travel,  “loss  of  immunity” 
' of  a population,  and  ecologic.3 

The  groups  that  are  most  affected  by  scabies 
are  those  regarded  by  sociologists  as  the  “most 
i sexually  promiscuous”.  To  a great  extent,  poor 
personal  hygiene  is  responsible  for  the  trans- 
mission of  scabies.  The  disease  is  usually 
transmitted  person  to  person.  It  has  been 
shown  that  the  scabitic  mite  lives  for  only  a 
short  time  in  bedding  and  clothing.5  Poor 
laundry  habits  can  be  a factor  in  transmission, 
but  with  the  increased  use  of  commercial 
laundries,  automatic  washers,  and  synthetic 
detergents  in  all  social  strata,  it  is  assumed 
that  these  detergents  would  be  stronger 
scabicides  in  vitro  than  soap.2 

Summary 

The  increased  incidence  of  human  scabies 
in  our  geographical  area  in  the  past  few  months 
has  been  evident.  Initially  a low  index  of  sus- 
picion prolonged  diagnosis  and  treatment.  The 
diagnosis  of  scabies  should  be  suspected  in  any 
patient  with  unexplained  severe  pruritus, 
especially  of  the  nocturnal  type.5  In  the  ma- 
jority of  cases,  diagnosis  can  be  established 
by  microscopy.  The  treatment  regimens  are 
effective. 
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Figure  3 
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This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  howe  these  features  revolve  around  subjects  of  Immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


A 61 -year-old  male  was  admitted  to  the 
hospital  because  of  weakness,  anorexia, 
and  polydipsia.  He  had  smoked  about 
two  packages  of  cigarettes  daily  for  the  past 
45  years  and  had  a chronic,  nonproductive 
cough  for  many  years.  A chest  x-ray  before 
admission  showed  an  infiltrate  in  the  right 
upper  lung  which  had  increased  in  size  since 
an  earlier  film  two  years  previously. 

Examination  revealed  an  alert  man  who  was 
disoriented  and  had  a deep  voice.  His  oral 
temperature  was  96.6°  F,  the  blood  pressure 
was  114/80  mm  Hg  and  the  pulse  was  84 
per  min.  He  was  mildly  dehydrated.  Examina- 
tion of  the  chest  revealed  increased  resonance 
to  percussion  and  decreased  breath  sounds 
with  dry  rales  over  both  lower  lungs. 

The  laboratory  reported  a hematocrit  of 
33%,  a leukocyte  count  of  19,000  with  4% 
eosinophils.  Fasting  plasma  values  were:  Glu- 
cose 52  mg%,  BUN  18  mg%,  sodium  132 
meq/1,  potassium  5.0  meq/1,  chloride  93 
meq/1,  CO2  22  meq/1,  calcium  9.2  mg% 
and  phosphorus  4.1  mg%.  Total  serum  protein 
was  7.0  gm%  and  albumin  was  3.2  mg%.  The 
osmolality  of  serum  was  269  m osm/1  and  of 
urine  was  147  m osm/1. 

Endocrine  studies  revealed  a serum 
thyroxine  of  4.2  /u,g%  (normal  is  5 to  14),  a 
triodothyronine  resin  uptake  of  21%  (normal 
is  26  to  36%),  and  a TSH  of  19.9  Units 
(normal  is  less  than  11.3).  There  were  no 
measurable  serum  thyroid  antibodies.  A 24- 
hour  l131  thyroid  uptake  was  6%  (normal  is 
10  to  30%  ) and  showed  no  rise  after  exogenous 
TSH.  Plasma  values  for  LH,  2.9  Units,  and 
FSH,  3.2  Units,  were  low.  A plasma  cortisol 
value,  4.7  /ug%,  was  low.  Serum  parathormone 
was  kindly  measured  by  Dr.  Claude  Arnaud 


and  was  6 Units  with  normal  values  ranging 
from  0 to  40. 

During  the  evaluation  of  the  patient’s  lung 
lesion  and  endocrine  problems  he  began 
hallucinating  and  became  lethargic.  He  de- 
veloped hypothemia  (95°  F),  the  hypogly- 
cemia persisted  (fasting  plasma  glucose  values 
of  52  to  74  mg%),  and  became  hypercalcemic 
with  serum  calcium  values  as  high  as  13.4 
mg%  and  phosphate  values  as  low  as  2.5  mg%. 
Despite  hydration,  thyroxine  replacement,  cor- 
rection of  the  hypercalcemia  and  hypoglycemia 
the  patient  developed  apnea  and  cardiac  arrest 
on  the  27th  hospital  day  and  could  not  be 
resuscitated. 

Autopsy  revealed  an  undifferentiated  lung 
carcinoma  of  the  right  upper  lobe  with 
metastases  to  mediastinal  lymph  nodes,  both 
adrenals  (with  near  total  destruction),  and  to 
the  left  anterior  hypothalamus  and  infundi- 
bulum. There  was  severe  coronary  arterioscle- 
rosis with  one  occluded  coronary  artery  moder- 
ately severe  emphysema  and  diffuse  pleural 
fibrosis.  The  thyroid  was  atrophic  and  the 
parathyroid  glands  were  normal. 

Comments 

Lung  tumors  can  produce  a variety  of 
endocrine  manifestations.  This  patient  had  five 
different  endocrine  abnormalities:  hypercal- 
cemia, hypoadrenalism,  hypoglycemia,  altered 
gonadotropin  secretion,  and  primary  hypo- 
thyroidism. The  first  four  of  these  were  prob- 
ably related  to  his  lung  carcinoma.  Hypercal- 
cemia is  common  with  lung  tumors.  The  hypo- 
adrenalism was  due  to  destruction  of  the 
adrenal  glands  by  metastases  which  probably 
caused  the  hypoglycemia.  The  low  serum 
values  for  FSH  and  LH  are  unexplained  but 
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may  have  been  related  to  secretion  of  chorionic 
gonadotropin  which  would  have  stimulated 
l estrogen  secretion  with  a resultant  suppression 
of  FSH  and  LH.1  The  well-documented  hypo- 
thyroidism of  this  patient  represented  primary 
I hypothyroidism  and  was  accompanied  by  a 
significant  increase  in  plasma  TSH. 
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Endocrine  Syndrome  Associated  with  Tumors 


Non-endocrine  tumors  have  been  associated 
with  increased  blood  concentrations  of  at  least 
17  different  hormones.  A single  tumor  may, 
in  fact,  produce  several  different  hormones.2-  3 
g These  “humors  from  tumors”4  are  summarized 
in  Table  I.  Lung  tumors  such  as  carcinomas 
g and  bronchial  adenomas  are  the  most  common 
a ectopic  (or  non-endocrine)  source  of  these 
hormones.  The  most  common  endocrine  syn- 
dromes associated  with  lung  tumors  are  related 
s to  tumor  production  of:  ACTH,  parathormone, 
chorionic  gonadotropin,  and  ADH.  These 
1 syndromes  will  be  discussed  below. 


Table  1 

HUMORS  FROM  TUMORS 


Humor 

ACTH 

Parathormone 

Gonadotropins 

ADH 

Insulin* 


Tumor  Site 

Lung,  thymus,  pancreas 
Lung,  kidney,  colon 
Lung,  liver,  stomach 
Lung,  pancreas,  prostate 
Retroperitoneal  fibromas  or  sarcomas 


Other:  Calcitonin,  CRF,  erythropoietin,  estrogens,  gastrin, 

glucagon,  growth  hormone,  MSH,  phosphaturic-humor, 
phytosterols,  serotinin,  TSH. 


*lnsulin  is  found  in  only  a small  percentage  of  tumors  as- 
sociated with  hypoglycemia. 

Cushing’s  Syndrome.  Well  over  200  cases 
of  ACTH  production  from  non-endocrine 
tumors  have  been  documented.5- 6 Ectopic  pro- 
duction of  ACTH  has  been  associated  with 
lung  tumors  in  the  majority  (60  to  70%)  of 
cases  while  pancreas,  and  thymus,  account  for 
most  of  the  remaining  cases  (about  10%  each). 
When  ACTH  production  is  associated  with 
malignant  tumors  generally  the  serum  ACTH 
and  cortisol  levels  are  extremely  high;  these 
patients  frequently  have  hypokalemic  alkalosis, 
and  may  have  diabetes  but  lack  the  classical 
manifestations  of  Cushing’s  syndrome  such  as 
osteoporosis,  pigmented  striae  and  truncal 
obesity.  On  the  other  hand  when  ACTH  pro- 


duction is  associated  with  benign  tumors 
(bronchial  adenomas)  the  onset  is  slow  and 
insidious  and  the  patient  may  have  all  of  the 
classical  features  of  Cushing’s  syndrome. 
Bronchial  adenomas  produce  moderate  eleva- 
tions of  the  plasma  ACTH  and  resultant 
adrenal  hyperplasia.  Their  corticosteroid  pro- 
duction frequently  can  be  further  stimulated 
by  metyrapone  or  exogenous  ACTH  and  can 
be  suppressed  by  large  doses  of  dexametha- 
sone.5  Thus  certain  patients  with  bronchial 
adenomas  may  respond  to  diagnostic  testing 
in  an  identical  fashion  to  patients  with  Cush- 
ing’s disease  related  to  a pituitary  adenoma. 
We  have  no  evidence  that  the  tumor  in  this 
patient  was  producing  ACTH. 

Hypercalcemia,  as  noted  in  this  patient,  is 
seen  in  about  15%  of  patients  with  lung 
carcinomas.7  Hypercalcemia  produces  stupor, 
coma,  polyuria,  anorexia,  and  weakness  and 
this  patient  had  most  of  these  symptoms.  In 
some  instances  the  hypercalcemia  is  related  to 
bone  metastases  while  in  other  cases  para- 
thormone secretion  by  the  tumor  is  the  cause. 
Parathormone  production  by  the  tumor  should 
be  suspected  when  hypercalcemia  is  accom- 
panied by  hypophosphatemia  (serum  phos- 
phate values  below  3.5  mg/ 100ml).  Although 
the  parathormone  value  (measured  by  radio- 
immunoassay) in  this  patient  was  within  the 
normal  range  this  does  not  exclude  an  excess 
of  parathormone  production  by  the  tumor.  The 
parathormone  produced  by  tumors  appears  to 
have  different  immunological  properties  than 
the  normal  hormone;  immunoassayable  para- 
thormone is  also  within  the  “normal  range”  in 
most  patients  with  hypercalcemia  and  hypo- 
phosphatemia associated  with  malignancy.8 
Thus  we  cannot  determine  whether  the  hyper- 
calcemia in  this  patient  was  related  to  para- 
thormone secretion  by  the  tumor  or  to  un- 
detected bony  metastases. 

Gonadotropin  production  by  non-endocrine 
tumors  is  generally  associated  with  lung  car- 
cinomas.1 The  presenting  feature  is  generally 
gynecomastia  although  these  patients  may  have 
elevated  urinary  estrogen  values.  Studies  of  the 
pituitary  gland  demonstrate  a decrease  in  the 
amount  of  FSH  and  LH  that  can  be  extracted. 
The  low  serum  values  for  FSH  and  LH  in  this 
patient  suggests  that  his  tumor  may  have  pro- 
duced chorionic  gonadotropin  which  would  not 
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be  detected  by  assays  for  FSH  and  LH.  The 
low  FSH  and  LH  values,  on  the  other  hand, 
may  have  been  related  to  the  hypothalamic 
metastases. 

ADH  production  leading  to  the  inappro- 
priate ADH  syndrome  has  been  reported  in 
over  50  patients  in  the  past  six  years.9  This 
hormone,  in  excess,  leads  to  hyponatremia 
with  a decrease  in  serum  osmolality  and  an 
increase  in  urine  osmolality  to  values  of  500 
m osm/1  or  greater.  The  hyponatremia  in  this 
patient  probably  was  related  to  adrenal  in- 
sufficiency and  his  urine  osmolality  was  not 
consistent  with  an  excess  of  ADH. 

Laboratory  abnormalities  that  have  been 
associated  with  non-endocrine  tumors  are  sum- 
marized in  Table  2.  Any  of  the  serum  abnor- 
malities can  produce  stupor,  coma  or  con- 
vulsions and  thus  can  resemble  brain  metastases. 


and  the  synthesis  of  a specific  hormone  may 
be  turned  on  by  activation  or  derepression  of 
specific  genetic  material.4’  10  This  hypothesis  is 
supported  by  the  observations  that  certain 
tumors  produce  several  different  polypeptide 
hormones  presumably  because  several  genetic 
units  are  activated.2’  3 

The  second  principal  theory  suggests  that 
most  hormones  originate  from  cells  that  have 
similar  histological  similarities.  These  authors 
speculate  that  the  lung,  thymus,  and  pancreas 
may  contain,  for  example,  very  small  numbers 
of  ACTH-producing  cells  which  produce 
ACTH  in  large  amounts  when  they  become 
malignant.  It  has  also  been  suggested3  that  oat 
cell  carcinoma  of  the  lung,  the  most  frequent 
cell  type  associated  with  ACTH  production, 
may  be  a more  malignant  variety  of  carcinoid 
tumor  (another  frequent  site  of  ACTH  pro- 
duction). 


Table  2 

LABORATORY  CLUES  TO  ENDOCRINE  DISORDERS 


Clue 

Hypokalemia 

Hyponatremia 

Hypercalcemia 

Hypocalcemia 

Hypoglycemia* 

Hyperglycemia,  severe 


Cause 

ACTH  production 

Adrenal  insufficiency  or 
ADH  production 

Parathormone  production  or 
Bony  metastases 

Calcitonin  production 

Insulin  production  or 
Unknown  mechanism 

ACTH  production 


*May  also  result  from  adrenal,  thyroid,  or  pituitary  hypo- 
function. 


Mechanism  for  Humors  from  Tumors 

Two  basic  theories  have  been  advanced  to 
explain  hormone  production  from  non- 
endocrine  tumors.  One  school  of  thought  sug- 
gests that  gene  derepression  allows  the  cellular 
genes  coded  for  synthesis  of  a specific  hormone 
to  signal  for  hormone  production  in  the  malig- 
nant cell.  Since  every  body  cell  originates  from 
a single  fertilized  ovum,  every  nucleated  cell 
carries  the  same  genetic  information.  Theoreti- 
cally every  cell  has  the  potential  to  produce 
hormones,  but  does  not  because  this  synthetic 
pathway  is  turned  off  (repressed).  Thus  it  has 
been  speculated  that  as  the  tumor  becomes 
progressively  more  undifferentiated  it  may 
stop  making  specific  repressors  of  certain  genes 


Treatment 

Therapy  in  most  cases,  as  in  this  patient, 
should  be  directed  at  symptomatic  relief  of  the 
endocrine  disturbance.  However,  in  certain 
cases  the  endocrine  syndrome  can  be  cured  by 
surgical  removal  of  the  tumor.  Thus,  Cushing’s 
syndrome  can  be  cured  by  removal  of  ACTH- 
secreting  bronchial  adenomas  and  certain  other 
tumors.  Vigorous  potassium  chloride  replace- 
ment may  be  required  for  some  cases  of 
hypokalemic  alkaloses  associated  with  an 
ACTH-producing  tumor.11  Metyrapone  therapy 
may  provide  some  relief  of  the  Cushing’s 
syndrome12  and  a therapeutic  trial  should  be 
considered  for  patients  who,  otherwise,  have  a 
fair  to  good  prognosis. 

The  inappropriate  ADH  syndrome  with  its 
associated  hyponatremia,  decreased  serum 
osmolality,  and  urine  osmolality  ranging  from 
150  to  300%  of  serum  values  can  generally  be 
reversed  by  fluid  restriction.  Accurate  weights 
and  careful  fluid  balance  measurements, 
coupled  with  moderate  to  severe  restrictions  of 
fluid  intake  are  essential  in  reversing  the  hypo- 
natremia in  these  patients.9 

The  gynecomastia  associated  with  chorionic 
gonadotropin  production  by  tumors  is  generally 
asymptomatic  and  requires  no  specific  therapy. 

Hypercalcemia,  however,  is  always  a po- 
tential threat  to  life  in  the  patient  with  malig- 
nancy. Dehydration  is  the  most  common  pre- 
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cipitating  event  leading  to  hypercalcemia.  The  A saline  solution  containing  1.5  gm  of 

primary  aim  of  therapy  is  to  maintain  adequate  phosphorus  should  be  given  over  an  eight- 


hydration  and  a generous  urinary  volume.13 
Intravenous  normal  saline  (0.9%)  adminis- 
tered at  a rate  of  2000  to  3000  ml  daily  ensures 
hydration  and,  also,  the  sodium  intake  pro- 
motes urinary  calcium  excretion  (Table  3). 
Administration  of  corticosteroids  is  particularly 
effective  in  reversing  the  hypercalcemia  asso- 
ciated with  breast  carcinoma  and  multiple 
myeloma  and  lowers  the  serum  calcium  in  ap- 
proximately half  the  cases  of  hypercalcemia 
associated  with  other  malignancies.  Steroids  act 
to  antagonize  the  action  of  vitamin  D and  de- 
I crease  calcium  absorption  in  the  intestine.  Thus, 
a therapeutic  trial  of  approximately  40  mg  of 
prednisone  daily  should  be  considered  as  the 
second  step  in  the  management  of  moderate 
hypercalcemia.  If  the  hypercalcemia  persists 
despite  generous  hydration  and  steroid  therapy, 
i oral  phosphates  should  be  given.  Oral  or  in- 
I travenously  administered  phosphates  lower  the 
| serum  calcium  by  promoting  extraskeletal  dep- 
osition of  calcium  and  perhaps  by  inhibiting 
bone  resorption.  Approximately  two  to  four 
grams  of  phosphorus  (6  to  12  grams  of 
phosphate ) can  be  administered  in  divided 
doses  as  a neutral  solution  without  inducing 
diarrhea. 

Emergency  measures  are  indicated  when  the 
patient  develops  stupor  or  coma  and  has  serum 
calcium  values  above  15  mg%.  Hypercalcemia, 
per  se,  can  produce  central  nervous  system 
symptoms  such  as  coma  or  lateralizing  signs 
that  mimic  brain  metastases.  Vigorous  hydra- 
tion again  is  indicated  but  other  measures  such 
as  intravenous  phosphates,  mitramycin  or 
furosemide  are  also  required.  Intravenous 
phosphate  has  been  used  the  most  widely.13- 14 

Table  3 

THERAPY  OF  HYPERCALCEMIA 
General  Measures 
HYDRATION — 2 to  3 liters  saline  daily 
PREDNISONE — 40  mg  daily 
ORAL  PHOSPHATES — 2 to  4 g P daily 

Emergency  Therapy 

IV  PHOSPHATES— 1.5  g P in  8 hours,  or 
MITHRAMYCIN — 25  j^g/Kg  body  weight,  or 
FUROSEMIDE — 100  mg  IV,  can  be  repeated 
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hour  period.  Since  the  serum  calcium  may 
plummet  rapidly,  the  serum  calcium  should  be 
measured  every  four  hours  during  therapy  and 
for  the  next  12  hours  following  therapy.  Other 
measures  which  have  been  used  for  the  therapy 
of  life  threatening  hypercalcemia  are  mith- 
ramycin,  25  pg  per  kg  body  weight  given  as 
a single  dose,15  and  furosemide,  an  intravenous 
injection  of  100  mg  which  can  be  repeated 
as  required  every  two  or  three  hours.16 


Summary 

Endocrine  manifestations  may  be  associated 
with  a wide  variety  of  non-endocrine  tumors. 
These  symptoms  and  signs  may  result  from 
destruction  of  endocrine  glands  or  from 
ectopic  production  of  hormones.  Since  these 
manifestations  such  as  hypokalemia,  hypo- 
natremia, hypercalcemia,  hypocalcemia,  severe 
hyperglycemia,  and  hypoglycemia  may  be  life 
threatening  events  they  should  be  considered 
in  any  patient  who  develops  a sudden  change 
in  mental  status.  Early  recognition  of  these 
reversible  biochemical  derangements  may  signi- 
ficantly prolong  the  life  of  a patient  with  a 
nonmalignant  tumor  or  when  the  malignancy 
itself  is  not  producing  a terminal  state. 

James  W.  Anderson,  M.D. 
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SPECIAL  ARTICLES 


The  Success  of  Private  Practice! 

W.  Neville  Caudill,  M.D.* 


THE  private  practice  of  medicine  has 
served,  and  is  serving  America  well.  Con- 
sider the  following: 

INFANT  MORTALITY— Since  1960  the 
U.S.  infant  mortality  rate  has  decreased  more 
than  25 %—  AND  IS  STILL  DECREASING. 
When  compared  to  population  groups  or  coun- 
tries of  equal  size  and  diversity,  our  infant 
mortality  statistics  surpass  those  of  other  areas, 
according  to  a letter  by  Ernest  Howard,  M.D., 
to  NBC-TV.  This,  in  spite  of  the  fact  that  the 
criteria  for  live  birth  in  most  of  these  other 
countries  would  artificially  lower  their  infant 
death  rate.  An  infant  born  in  the  U.S.  is  gen- 
erally counted  as  a live  birth  if  it  has  a heart 
beat  and  makes  respiratory  efforts.  In  Sweden, 
a birth  is  not  counted  unless  the  baby  lives 
24  hours — furthermore,  Swedish  parents  have 
five  years  to  report  a birth  so  that  children 
who  die  before  age  five  are  often  not  counted. 
In  Russia,  infant  deaths  aren’t  counted  if  they 
occur  within  28  days  of  birth.  In  parts  of 
Germany  a birth  is  not  registered  until  the 
child  is  baptized  ( American  Opinion,  1971). 

LIFE  EXPECTANCY— Since  1930  the 
American  life  expectancy  has  increased  from 
59.7  years  to  71.1  years  (Bureau  of  Labor 
Statistics,  1972),  although  we  seem  to  be  bent 
on  self-destruction  by  overeating,  smoking,  al- 
coholism, drug  abuse,  and  adolescent  use  of 
overpowered,  underbuilt  automobiles.  The 
foregoing  are  more  social  than  medical  dis- 
eases. 

HEALTH  MAINTENANCE  (PREVEN- 
TIVE MEDICINE ) — Many  advocates  of  al- 
ternate methods  of  medical  care  have  loudly 
proclaimed  that  American  doctors  are  “crisis 
oriented”.  An  outgrowth  of  this  fuzzy  thinking 
is  the  following  statement  made  by  George 

t Presented  at  the  1973  KMA  Interim  Meeting  on 
March  29  at  Lake  Barkley  State  Resort  Park,  Cadiz 
*Chairman,  KFMC  Claims  and  Utilization  Review 
Committee 


Meany  before  the  House  Ways  and  Means 
Committee,  “As  long  as  the  only  way  a physi- 
cian can  support  himself  and  his  family  is  to 
wait  until  somebody  becomes  sick,  it  is  under- 
standable if  his  driving  force  in  life  is  not  pre- 
ventive medicine.”  This  is,  of  course,  nonsense! 
The  private  practice  of  medicine  is  directly 
responsible  for  the  implementing  of  the  meas- 
ures which  have  neutralized  or  virtually  elimi- 
nated the  threat  of:  polio,  smallpox,  diphtheria, 
typhoid,  pertussis,  tetanus,  tuberculosis,  mea- 
sles, and  German  measles.  The  literally  hun- 
dreds of  thousands  of  lives  which  have  been 
saved  by  early  detection  of  potentially  devastat- 
ing diseases  attest  to  the  efforts  of  private  prac- 
titioners in  encouraging  routine  pap  smears, 
self-examination  of  the  breast,  periodic  check 
ups,  chest  x-rays,  and  early  surveillance  and 
therapy  of  such  conditions  as  diabetes,  hyper- 
tension, arteriosclerosis,  etc.  Long  before  it 
became  fashionable  to  do  so,  private  practi- 
tioners were  campaigning  against  pollution, 
smoking,  obesity,  environmental,  and  genetic 
health  hazards. 

ACCESSIBILITY — In  the  private  practice 
of  medicine  the  portal  of  entry  to  the  medical 
“system”  is  the  door  of  the  doctor’s  office.  In- 
deed, the  problem  seems  to  be  that  of  getting 
the  patient  to  go  to  the  doctor’s  office.  Once  in 
the  office  there  is  no  determining  eligibility, 
checking  for  dues  payment,  nor  other  adminis- 
trative procedures  necessary  in  the  manage- 
ment of  many  of  the  “alternative  methods  of 
health  care  delivery.”  The  patient  is  seen  first. 
Payment  is  a secondary  consideration  in  private 
practice. 

The  urban  and  rural  poor  present  special 
problems  and  may  require  special  solutions 
but  the  services  of  the  private  practitioner 
have  always  been  available  to  them.  The  main 
problems  here,  again,  are  social — “the  inertia 
of  the  poor,”  the  lack  of  transportation  and 
the  lack  of  education.  These  problems  exist 
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;ven  in  those  areas  where  welfare  programs 
lave  eliminated  all  cost  of  health  care  to  the 
recipient.  One  of  the  recurring  headaches  for 

|:he  government-sponsored  health  centers  is  the 
high  percentage  of  follow-up  appointments 
which  are  not  kept — this  in  spite  of  the  fact 
that  many  centers  have  “outreach”  programs 
which  literally  search  out  and  bring  in  patients. 

Those  who  maintain  that  massive  govern- 
mental intervention  and  reorganization  will  im- 
prove accessibility  of  needed  medical  services 
would  do  well  to  consider  the  following:  Doctor 
Gunnar  Biorck,  Professor  of  Medicine,  Kar- 
olinska  Institute,  Stockholm,  First  Physician 
to  his  Majesty  King  Adolf  VI,  and  a full-time 
employee  of  the  Swedish  national  health  sys- 
tem for  the  past  30  years,  observed  that  since 
total  nationalization  of  Swedish  health  services 
(in  January,  1970),  “waiting  lists  have  been 
substantially  increased  during  1 970  for  admis- 
sion to  hospital  outpatient  departments  and 
are  so  useless  for  certain  clinical  departments 
(such  as  departments  of  medicine)  that  they 
are  almost  not  in  use.  Two-thirds  to  three- 
fourths  of  all  admissions  to  departments  of 
medicine  take  place  as  emergencies,  in  many 
instances  emergencies  among  those  who  were 
1 on  the  waiting  list.  Waiting  time  in  our  out- 
patient department  has  doubled  in  1971.” 
i ( Modern  Medicine,  August,  9,  1971,  p.  40). 

In  England  “the  average  wait  for  a non- 
urgent operation  is  22  weeks  and  the  waiting 
period  may  stretch  to  years.”  (Anthony  Le- 
Jeune,  Indianapolis  Star,  July  9,  1969).  Both 
England  and  Sweden  have  huge  waiting  lists 
for  elective  hospital  admissions  and  both  have 
high  percentages  of  emergency  admissions,  pre- 
sumably a substantial  proportion  of  which  oc- 
curred in  people  whose  medical  condition 
progressed  to  life-threatening  severity  while 
they  waited  for  admission. 

COST — One  HEW  bureaucrat  has  said  that 
the  “biggest  bargain”  in  medical  care  today  is 
a trip  to  the  doctor’s  office.  This  should  be 
qualified  by  specifying  “private  doctor’s  of- 
fice”. In  Louisville,  a routine  office  visit  cost 
from  $5-10  in  1970 — generalists  and  specialists 
included.  Comparable  costs  at  federally-spon- 
sored neighborhood  health  centers,  rural  and 
urban,  ranged  from  $12.64  to  $21.79  in  fiscal 
year  1968-69  ( Socio-Economic  Report,  May, 
1971).  As  reported  by  one  of  its  directors  in 
1971,  the  “Group  Health  Association,  Inc.  of 


Washington,  D.C.,  a private,  not  for  profit, 
prepaid  group  practice,  has  a medical  en- 
counter cost  of  $23.59.”  (Harvey  Sloane,  M.D. 
response  to  Park  DuValle  Board  of  Directors). 
A medical  encounter  is  a visit  to  the  doctor’s 
office — not  inclusive  of  drugs,  lab  work  nor 
x-ray. 

From  1960  through  1971,  physicians’  fees 
rose  almost  70% . Over  the  same  period  of  time 
the  weekly  wages  for  manufacturing  production 
workers  rose  over  90%  ( Medical  Economics, 
September  25,  1 972,  p.  88 ) , and  Kentucky  state 
tax  revenues  rose  almost  300%  (Courier- Jour- 
nal). The  average  worker — both  white  and  blue 
collar — puts  in  fewer  hours  today  to  purchase 
physician  services  than  he  did  10  years  ago 
(Medical  Economics,  September  13,  1971,  p. 
93). 

That  medical  care  costs  have  risen  dispro- 
portionately with  the  overall  cost  of  living  is 
true,  but  this  rise  is  due  primarily  to  two  fac- 
tors— new,  and  expensive,  technologic  ad- 
vances which  have  vastly  improved  our  diag- 
nostic and  therapeutic  capabilities;  and  soaring 
labor  costs  of  the  ancillary  personnel  necessary 
to  deliver  these  services.  These  increased  costs 
are  present  in  all  alternative  delivery  systems 
but  are  generally  referred  to  publicly  as  oc- 
curring only  in  the  private  sector  and  the  onus 
is  placed  on  the  physician  for  ordering  these 
services.  The  utopian  ultimate  of  health  care 
delivery  systems  exists  in  Sweden  according  to 
many  critics  of  the  American  system.  From 
1950  to  1970,  American  drug  costs  rose  121% 
vs.  167%  in  Sweden.  Physician  costs  rose 
146%  in  the  U.S.  and  482%  in  Sweden.  Our 
hospital  costs  were  up  185%  compared  to  a 
whopping  486%  increase  in  that  Scandinavian 
social  Shangri-la.  (Medical  World  News, 
August  18,  1972,  p.  73). 

EFFICIENCY — Contrary  to  what  many  of 
the  “health  planners”  would  have  led  us  to 
believe,  there  is  good  evidence  coming  forth 
that  the  mass  production  theory  applied  to 
delivery  of  medical  care  does  not  result  in 
greater  efficiency. 

In  a study  of  internists  by  a University  of 
California  health  economist,  it  was  found  that 
the  soloists  out-produced  group  practitioners 
on  the  basis  of  patient  visits  per  month,  “and 
the  larger  groups  didn’t  give  the  patient  more 
for  his  money.  Multispecialty  groups  of  five 
or  more  physicians  charged  fees  averaging 
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$37.82  an  hour,  in  contrast  to  $26.66  for  the 
soloists.”  (Medical  Economics,  November  6, 
1972,  p 180). 

A Rand  Corporation  investigation  of  group 
versus  solo  practitioners  concluded  “that  the 
overhead  of  big  groups  per  doctor  are  much 
higher  than  those  of  physicians  working  alone 
or  in  small  partnerships.  Besides  being  more 
costly,  the  clinics  we  have  observed  are  much 
less  pleasant  settings  in  which  to  receive  care. 
The  cottage  industry  may  not  be  so  bad  after 
all.”  ( Medical  Economics,  November  6,  1972, 
p.  180). 

Imagine,  for  a moment,  25  physicians — both 
primary  and  specialist — of  sufficient  diversity 
as  to  be  able  to  provide  comprehensive  medical 
care  to  a given  number  of  people.  If  that 
number  of  physicians  were  in  solo  or  small 
group  practice,  each  would  be  managing  his 
own  business  and  professional  affairs  and  utiliz- 
ing his  office  personnel  to  the  maximum  feasi- 
ble extent — there  is  rarely  any  deadwood  in  a 
private  physician’s  office.  Indeed,  in  order  to 
cut  personnel  and  office  space  expenses,  more 
and  more  private  practitioners  are  sharing  ex- 
penses or  forming  small  partnerships.  Now, 
imagine  that  same  25  physicians  organized  into 
a clinic,  multispecialty  group,  or  HMO.  Even 
assuming  equal  productivity  by  the  physicians 
and  office  personnel — a dubious  assumption — 
the  practice  overhead  would  be  bloated  by 
the  salaries  of  the  required  executive  adminis- 
trators, medical  directors,  their  staffs,  and  in 
the  case  of  a prepaid  HMO,  the  sales  force 
necessary  to  enlist  enrollees.  It  is  naive  border- 
ing on  stupid  to  assume  that  such  an  organiza- 
tion would  be  the  more  efficient. 

QUALITY — The  highest  quality  service  or 
product  is  that  produced  by  an  individual  for 
another  individual  whether  it  be  the  design  of 
a house,  a piece  of  Steuben  glass,  or  the  pre- 
scribing of  therapy.  As  any  homeowner  knows, 
the  skilled  services  of  a plumber,  electrician, 
or  carpenter  are  likely  to  be  of  higher  quality 
when  the  purchaser  contracts  directly  with  a 
reputable  worker  for  the  provision  of  his  serv- 
ices. In  this  way  the  worker  is  personally  (not 
corporately)  responsible  for  his  services  and  is 
much  more  apt  to  tailor  these  services  to  the 
special  needs  of  the  purchaser — not  to  men- 
tion the  monetary  savings  achieved  by  eliminat- 
ing the  middle  man  or  contractor.  The  analogy 
between  this  and  medical  services  is  obvious. 


The  quality  of  American  medicine  is  borne 
out  by  a nationwide  study  from  the  University 
of  Chicago  ( American  Medical  News,  January 
17,  1972)  which  revealed  that  although  75%  of 
the  people  believed  there  is  a “crisis”  in  health 
care — 90%  were  satisfied  with  their  own  health 
carel  One  can  only  wonder  if  the  awareness  of 
this  “crisis”  is  but  a manifestation  of  the  “big- 
lie”  technique  wherein  a lie  told  often  enough 
becomes  believable.  Recent  publications  in  the 
media  as  well  as  statements  by  self-serving 
politicians  would  seem  to  indicate  that  this 
is  the  case. 

From  the  foregoing  it  should  be  clear  that 
American  medicine  has  been  doing  its  job — 
and  doing  it  pretty  doggoned  well.  Certainly 
any  enterprise  dealing  in  such  uniquely  per- 
sonal services  which  achieves  a 90%  satisfac- 
tion rating  is  doing  admirably  well. 

* * * * * 

That  there  are  improvements  needed  in  sev- 
eral areas  of  our  health  care  delivery  is  un- 
deniably true  but  that  this  constitutes  a “crisis” 
is  undeniably  false.  Those  who  clamor  for 
“overhaul”  and  “sweeping  reforms”  of  Ameri- 
can medical  practice  are  of  the  mentality  which 
would  cut  down  a redwood  forest  in  order  to 
rid  it  of  a few  scrub  pine  trees.  Incidentally, 
most  of  their  proposed  “new  and  innovative” 
medical  care  alternatives  are  about  as  new  and 
innovative  as  the  crank  telephone.  Unfortunate- 
ly, although  these  self-styled  reformers  are 
widely  and  uncritically  accepted  and  publicized 
by  the  media  and  politicians,  they,  for  the  most 
part,  have  no  experience  in  the  personal  re- 
sponsibility for  the  maintenance  and  restoration 
of  the  health  of  another  individual — or  if  they 
have  had  that  experience,  have  found  the  stress 
intolerable  and  have  retreated  to  the  less  de- 
manding pursuit  of  health  care  planning — 
rather  than  health  care  responsibility. 

These  critics  suggest  that  the  “crisis”  can  be 
overcome  by  applying  the  techniques  of  big 
business,  government,  and  manufacturing  to 
the  delivery  of  health  services.  The  basic  as- 
sumptions here  are  fallacious.  The  care  of 
health  wants  and  needs  is  a highly  personal 
affair  and  is  no  more  amenable  to  standardiza- 
tion than  are  the  human  beings  to  whom  it  is 
applied.  Although  often  ignored,  this  is  a criti- 
cal distinction  which  must  be  made  when  com- 
paring medical  services  with  any  other  service 
industry  and  certainly  with  production  indus- 


tries.  Their  idea  that  we  have  a “non-system” 
is  incorrect.  The  fact  is  that  we  work  within  a 
very  definite,  though  subtle  and  highly  flexible, 
system  which  allows  for  the  maximum  in  hu- 
man variability  and  is,  thereby  able  to  adapt  to 
the  peculiar  needs  of  the  individual. 

It  is  frightening  and  discouraging  to  me  that 
in  spite  of  all  of  the  foregoing  facts,  our  legis- 
lators have  written  into  several  of  their  pro- 
posed health  bills  provisions  which  would  pe- 
! nalize  the  private  practice  of  medicine  in  favor 
of  prepaid  contract  medical  practice  (HMOs 
if  you  will).  In  testimony  before  the  House 
Ways  and  Means  Committee,  Professor  Joseph 
D.  Cooper  of  the  Department  of  Political  Sci- 
> ence,  Howard  University,  said  the  following: 

“The  leading  group  practice  in  which  I 
have  had  charter  membership  since  1939 


has  had  a tenfold  increase  in  its  basic  dues 
since  then,  with  the  end  not  in  sight,  plus 
the  imposition  of  innumerable  fees  for 
service.  At  the  same  time,  over  the  years 
(at  least  in  my  own  perception)  I have  ob- 
served a growing  depersonalization  and  a 
loss  of  quality  control  as  inevitable  reac- 
tions to  size  of  membership  and  turnover 
of  professional  personnel  . . . We  need 
more  information  as  to  the  reasons  for 
members  and  doctors  resigning  from 
group  practices  and  as  to  why  members 
may  engage  outside  medical  services  at 
their  own  expense,  beyond  their  group 
practice  entitlements.”  (American  Medi- 
cal News,  November  22,  1971). 

The  success  of  private  practice,  though  often 
ignored,  is  nonetheless  real — and  if  given  the 
opportunity,  speaks  for  itself. 


The  University  of  Kentucky  SAMA  Summer  Program 

In  Health  Careers 

Dewey  P.  Ballard,  B.S.,*  Tom  James,  M.D.,**  and  John  C.  Wolff,  Jr.,  M.A.*** 


DURING  the  past  several  years  there 
have  been  numerous  programs  to  in- 
crease the  number  of  health  professionals 
from  disadvantaged  backgrounds.1  It  is  well 
known  that  minority  groups  have  been  poorly 
represented  in  the  health  professions,2  but 
attitudes  have  changed  about  professional 
school  admissions,  and  many  schools  are  cur- 
rently actively  recruiting  students  from  minor- 
ity groups.  The  high  proportion  of  minority 
applicants,  as  opposed  to  white  applicants,  ac- 
cepted into  health  professions  education  is 
another  indication  of  institutional  attempts  to 
establish  equality. 

A variety  of  programs  have  been  described 
in  the  recent  medical  literature  for  increasing 
the  number  of  applicants  by  increasing  the 
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knowledge  and  interest  in  health  careers  among 
high  school  and  college  students.3-7’ 9-12  This 
paper  describes  such  a program  conducted  by 
the  Student  American  Medical  Association  at 
the  University  of  Kentucky. 

Program  and  Participants 

In  1969  the  Student  American  Medical  As- 
sociation at  the  University  of  Kentucky  de- 
signed a program  to  encourage  high  school  and 
college  students  from  disadvantaged  back- 
grounds to  pursue  health  careers.  The  program 
was  directed  toward  black  students  and  low- 
income  Appalachian  students. 

It  was  hypothesized  that  the  paucity  of  in- 
terest in  health  careers  among  disadvantaged 
youths  was  due  to  their  lack  of  knowledge  of 
career  opportunities  and  the  lack  of  people  to 
serve  as  career  role  models.  An  eight-week 
Summer  Program  was  developed  which  would 
expose  these  students  to  the  various  health 
career  possibilities  and  would  maximize  inter- 
action between  young  health  workers  and  the 
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program  participants.  It  was  felt  that  because 
of  the  similarity  in  age  and  many  shared  in- 
terests, medical  students  and  other  health 
science  students  would  serve  as  role  models. 
Efforts  were  made  to  enlist  the  support  of 
minority  (both  low-income  Appalachian  and 
black)  health  science  students  to  work  with 
the  program. 

The  program  was  administered  by  medical 
students,  with  the  sanction  of  the  University  of 
Kentucky  Medical  Center.  Financial  support 
for  the  four  years  of  the  program  came  largely 
from  the  University  of  Kentucky  and  also  from 
both  governmental  and  private  sources. 

Program  participants  were  selected  from 
their  applications  and  by  recommendation  from 
their  school  and  community  leaders.  Talks  and 
seminars  were  given  each  spring  both  at  the 
medical  center  and  in  the  various  communities 
to  publicize  the  program.  The  communities 
were  encouraged  to  select  the  students  with  the 
hope  that  the  community’s  interest  in  them 
would  further  their  desire  to  follow  a health 
career.  The  main  criterion  for  selection  was 
minority  group  membership  with,  preferably,  a 
poverty  background.  The  Department  of  La- 
bor’s Neighborhood  Youth  Corps  (N.Y.C.) 
guidelines  were  used  to  determine  income- 
group  classification.  Referrals  of  participants 
made  by  county  N.Y.C.  directors  insured  these 
applicants’  low-income  status. 

Academic  performance  was  never  a criterion 
for  selection  since  the  program  emphasized  all 
health  fields,  and  it  is  believed  that  there  are 
positions  for  people  of  all  abilities.  Students 
were  selected  mainly  from  areas  of  Kentucky 
currently  experiencing  a shortage  of  health 
manpower,  but  some  out-of-state  students  par- 
ticipated each  summer. 

The  participants  gained  exposure  to  health 
careers  through  a working  experience  at  the 
University  of  Kentucky  Medical  Center.  Each 
student  worked  36  hours  weekly  under  the 
supervision  of  a faculty  or  staff  member.  The 
jobs  were  located  in  both  research  and  clinical 
areas,  and  care  was  taken  to  structure  the  jobs 
as  challenging  and  meaningful.  They  were 
viewed  as  educational  experiences  as  well  as 
jobs.  Students  were  placed  in  their  jobs  accord- 
ing to  their  interest  and  abilities.  Some  students 
carried  out  their  own  research  while  others 
required  more  supervision.  Time  was  allotted 
to  allow  students  to  visit  other  departments, 


and  they  were  encouraged  to  do  so. 

The  formal  educational  part  of  the  program 
consisted  of  seminars,  field  trips,  and  educa- 
tional counselling.  Weekly  field  trips  and 
seminars  were  held  to  demonstrate  health 
career  opportunities  outside  the  medical  center 
and  in  areas  of  special  interest.  Emphasis  was 
placed  on  the  importance  of  the  work,  the 
description  of  requirements,  and  the  need  for 
people  in  the  respective  area.  Frequently,  field 
trips  were  planned  for  facilities  located  in  com- 
munities where  the  need  for  health  workers  is 
most  critical.  These  were  the  areas  from  which 
the  program  participants  were  recruited.  Semi- 
nars were  on  topics  of  interest  to  the  par- 
ticipants: childbirth,  venereal  disease,  and 
emergency  medical  care.  Such  topical  seminars 
were  more  common  in  the  1969  and  1970 
programs. 

Educational  counselling  was  a prominent 
feature  of  the  1971  and  1972  programs.  Medi- 
cal students  and  University  officials  held 
regular  sessions  with  small  groups  of  students. 
The  students’  interests  were  explored,  and 
college  admissions  and  financial  aid  questions 
were  answered.  During  the  first  two  years, 
counselling  was  less  formal  and  regularly  sche- 
duled sessions  were  not  held. 

During  the  1969  and  1970  programs,  most 
students  selected  were  from  the  Lexington  area 
and  lived  at  home  for  the  eight  weeks.  For 
the  1971  and  1972  programs  all  students  lived 
in  University  dormitories.  It  is  felt  that  this 
arrangement  resulted  in  a more  cohesive  group 
and  allowed  for  more  interaction  between  the 
participants  and  the  health  science  students. 

During  all  four  years,  students  had  access 
to  University  recreation  facilities.  Each  summer 
there  were  three  or  four  recreational  activities. 
Picnics,  plays,  and  concerts  were  scheduled. 
Furthermore,  there  were  frequent  spontaneous 
get-togethers  when  some  of  the  program  direc- 
tors or  “big  brothers”  visited  the  dorm.  The 
recreation  events  made  the  program  more 
enjoyable  and  strengthened  the  role  model 
concept  designed  into  the  program. 

Each  program  participant  received  a stipend 
and  food  allowance.  Dormitory  fees,  health 
insurance,  traveling  expenses,  and  physical 
examinations  were  also  provided.  The  total 
cost  per  student  varied  from  $600-800  de- 
pending on  whether  or  not  they  lived  in  Uni- 
versity housing. 
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Results 

Questionnaires  were  mailed  to  the  62  par- 
ticipants of  the  first  three  years  of  the  program. 
The  questionnaires  were  designed  to  ascertain 
the  educational  and  career  levels  attained  by 
the  former  participants.  The  questionnaires 
also  determined  how  many  people  were  still 
interested  in  a health  career,  but  for  various 
reasons  were  not  pursuing  one. 

Table  1 indicates  the  results  of  the  ques- 
tionnaire. Fifty-one  of  the  62  participants  re- 
turned the  questionnaires  and  received  an  in- 
centive of  two  dollars  for  doing  so.  Six  are 
currently  working  in  a health  profession,  and 
four  of  these  positions  required  a year  or  more 
of  training.  Twelve  are  enrolled  in  health 
career  training  programs.  Such  programs  as 
pre-med,  technical  school,  and  professional 
schools  are  represented.  Another  21  people 
say  that  they  are  still  interested  in  a health 
career  but  are  not  pursuing  their  interest. 

In  order  to  determine  program  effects  and 
provide  comparison  data,  a small  controlled 
study  was  conducted.  In  the  1970  Program, 
selection  of  participants  was  randomized  from 
three  Kentucky  high  schools,  two  rural  and  one 
urban.  Twenty-four  applications  were  received, 
and  12  were  randomly  selected  to  participate. 
The  follow-up  two  years  later  indicates  that 
six  of  the  12  students  who  did  participate  are 
either  working  in  a health  field  or  are  in  a 
> health  care  curriculum.  Only  two  of  the  12  in 
the  control  group  are  in  these  two  categories. 

Conclusion 

The  longitudinal  study  indicates  that  the  pro- 
gram has  had  success  in  meeting  its  objectives. 
Approximately  a third  of  the  program  alumni 
are  actively  pursuing  health  careers.  The  con- 
trolled study  of  the  1970  program  suffers  from 
being  a small  sample  but  does  suggest  that  the 
program  has  a positive  effect  on  the  career 
aspirations  of  minority  group  youths. 

There  are  two  features  of  the  SAMA  Sum- 
mer Program  which  made  it  somewhat  unique 
and  were  instrumental  in  its  success.  The  pro- 
gram was  student  designed  and  operated.  This 
design  allowed  for  maximum  interaction  be- 
tween the  young  health  professions  students 
and  the  program  participants.  Furthermore,  by 


Table  1 

OUTCOME:  1969-1971  PARTICIPANTS 
SAMA  Summer  Program  at  the  University  of 
Kentucky  College  of  Medicine 

Number  Percent 

In  Health  Careers  6 9.7 

Licensed  Practical  Nurse  1 

Medical  Technologist  2 

Nurse's  Aide  2 

Medical  Social  Worker 

6 

In  Post  High  School  Health  Career  Curricula.  .12  19.4 

Medical  School  2 

Dental  School  1 

Declared  Pre-Med  6 

College  RN  Program  1 

X-Ray  Tech  Program  1 

Mental  Health  Training  1 

12 

Not  in  Training  Who  Still  are 

Interested  in  Health  Careers  21  33.9 

High  School  or  College 

Freshman  1 6 

Married  5 

TT 

Not  Interested  in  Health  Careers  12  19.4 

Lost  to  Follow-up  11  17.7 

TOTAL  PARTICIPANTS  61  ToO.l 


utilizing  student  labor,  the  fixed  costs  of  the 
program  were  low.  Ninety  per  cent  of  the 
budget  went  directly  to  the  program  partici- 
pants. The  other  important  feature  is  that  the 
program  stressed  all  health  fields  and  accepted 
participants  with  varied  backgrounds  and  in- 
terests. Thus,  individualized  programs  and 
placements  were  designed  to  meet  each  of  the 
student’s  needs. 
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Letters  To  The  Editor 


The  Letters  To  The  Editor  column  is  a means 
for  the  KM  A physicians  to  express  their  opinions 
and  viewpoints  on  varied  topics.  If  you  have  an 
item  you  would  like  brought  before  your  fellow 
practitioners,  please  submit  it  to  Letters  To  The 
Editor,  Kentucky  Medical  Association,  3532 
Ephraim  McDowell  Dr.,  Louisville,  Kentucky 
40205.  Communications  should  not  exceed  250 
words.  The  right  to  abstract  or  edit  is  reserved 
by  the  editors  of  The  Journal.  Names  will  be 
withheld  upon  request,  but  anonymous  letters 
will  not  be  accepted. 


Dear  Editor: 

In  glancing  over  the  February,  1974,  Journal,  I 
again  find  the  physician-population  ratio  in  Ken- 
tucky counties  for  1973,  listed  on  pages  97  and  98. 
The  figures  that  are  stated  in  The  Journal  are 
absolutely  meaningless.  They  don’t  really  tell  the 
story  that  they  are  intended  to  tell. 

Note  for  example  the  1973  Physician-Population 
Ratio.  This  should  indicate  the  number  of  physicians 
that  are  practicing  in  the  particular  county  involved. 
This  is  not  at  all  what  is  really  contained  in  the 
figures.  For  instance,  my  home  county  (Christian)  is 
shown  as  having  48  physicians  listed.  These  figures 
are  gotten  usually  from  the  Kentucky  Medical  Board 
of  Licensure.  This  means  that  those  physicians  living 
in  Christian  County  are  listed.  The  numbers  become 
meaningless  in  that,  of  those  physicians  listed  as 
being  in  Christian  County,  many  happen  to  be 
physicians  who  are  on  active  duty  in  the  service  and 
practice  at  Fort  Campbell.  They  do  not  see  the 
inhabitants  of  Christian  County. 

Also,  included  in  this  list  are  physicians  who  are 
employed  at  Western  State  Hospital,  one  of  the  state 
psychiatric  units,  and  are  not  available  for  the 
55,539  residents  of  Christian  County.  Thus,  the  phy- 
sician-population ratio  of  Christian  County  is  not 
1,157,  as  noted  in  the  figures.  I am  sure  this  probably 
applies  to  other  counties  as  well,  though  probably 
Christian  County  suffers  more  than  some  because  of 
the  proximity  of  the  Army  base. 

Since  these  numbers  are  the  ones  used  to  decide 
“critical”  and  “semi-critical”  counties,  and  thus  can 
be  used  in  providing  Rural  Kentucky  Medical 
Scholarship  physicians,  the  numbers  are  - not  really 
pertinent  to  assessing  the  need  of  physicians  of  a 
particular  county,  especially  Christian.  For  example, 
in  the  1974  directory  there  are  60  physicians  listed 
as  being  in  Christian,  actually  only  39  of  them 
practice  here.  Of  the  39,  some  are  retired,  others 


are  not  even  on  the  staff  of  the  hospital. 

It  would  seem  worthwhile,  and  would  not  be  par- 
ticularly difficult,  to  obtain  meaningful  information 
on  the  number  of  physicians  practicing  in  the  par- 
ticular county.  To  obtain  really  meaningful  data  one 
should  know  the  number  of  practitioners  providing 
primary  care  for  a particular  area.  This  would  be  a 
better  number  on  which  to  base  the  decision  of 
which  counties  indeed  have  the  greatest  need  of 
physicians. 

I would  appreciate  it  if  you  could  present  this 
problem  in  The  Journal  and  see  what  we  might  do 
about  it. 

Sam  H.  Traughber,  M.D. 

Hopkinsville 
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Dear  Editor: 


The  desire  to  maintain  a pleasing  appearance 
throughout  our  lives  is  present  in  each  of  us.  There 
isn’t  any  way  known  at  the  present  time  to  prevent 
the  process  of  aging;  nevertheless,  each  of  us  strives 
to  appear  at  our  best.  As  we  age,  sags,  folds, 
wrinkles,  protrusions,  hollows,  etc.,  develop  in  and 
on  our  body  surfaces.  Proper  diet,  rest,  and  exercise 
are  all  very  important  in  staving  this  aging  process; 
however,  these  cannot  prevent  the  aging  process. 
Many  surgical  procedures  are  part  of  the  armamen- 
tarium of  the  Plastic  Surgeon  in  helping  his  patients 
to  maintain,  improve,  or  preserve  their  appearance. 
Face  lifts,  stomach,  thigh,  arm  and  buttock  lifts, 
breast  enlargements  or  reductions,  etc.,  are  but  some 
of  the  procedures  utilized. 

One  of  the  more  exciting  developments  in  Cosmetic 
Plastic  Surgery  over  the  past  several  years  has  been 
the  chemical  face  peel  or  chemical  face  lift.  The 
eradication  of  fine  facial  wrinkles,  pigmentation 
(brown  spots),  and  the  general  rejuvenation  of 
facial  skin  obtained  with  this  procedure  is  truly 
remarkable  and  long  lasting.  It  can  be  performed 
in  a hospital  or  office  operating  room  on  an  ambula- 
tory basis.  Healing  is  relatively  rapid  and  no  in- 
cisions are  performed.  At  times,  I recommend  it  in- 
stead of  a face  lift;  other  times  I recommend  that  a 
patient  have  both  a face  lift  and  a face  peel.  This 
like  any  other  surgical  procedure  has  definite  indica- 
tions and  limitations. 
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In  summary,  I think  that  the  chemical  face  lift  or 
chemical  face  peel  is  an  excellent  procedure  and 
truly  feel  that  this  is  one  of  our  main  staves  in 
fighting  the  ravages  of  time. 

Louis  M.  Muldrow,  Ir.,  M.D. 

Lexington 
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Drug  Advertisement 


ETHICAL  drug  advertising  has  come  into 
hard  times  with  closer  governmental  su- 
pervision and  control.  It  is  certain  that 
most  drug  companies  make  a sincere  effort  to 
properly  inform  physicians  but  also  it  is  certain 
that  their  biggest  problem  and  main  objective 
is  to  attract  the  attention  and  then  the  loyalty 
of  physicians  who  so  completely  influence  the 
i rate  of  movement  of  the  products  from  the 
company  to  its  clients. 

In  addition  to  the  more  explicit  and  com- 
plete advertisements  in  medical  journals,  detail 
men  who  regularly  engage  in  personal  contact 
I with  physicians  must  be  a successful  method 
j for  drug  advertising  since  they  continue  to 
1 flourish. 

Some  drug  companies  have  sponsored  and 
completely  paid  for  visits  of  senior  medical 
students  to  their  factories  and  this  undoubtedly 
[ fosters  a sense  of  loyalty  in  many  young 
doctors. 

More  recently  and  with  very  great  success 
some  companies  have  undertaken  regular  spon- 
sorship of  large  groups  of  physicians  to  vaca- 
tion resorts  for  five  or  six  days.  Several  groups 
from  several  locations  occupy  the  resort  simul- 
taneously, and  are  continually  replaced  by 
other  groups  until  the  entire  country  has  been 


served.  That  operation  then  closes  and  another 
one  is  begun  at  a different  location  so  that  one 
or  two  trips  from  a representative  location 
may  be  made  every  year. 

The  group  is  enlisted  by  mail.  The  fee  is 
very  reasonable  and  includes  transportation, 
hotel  accommodations,  breakfast  and  dinner 
every  day,  and  the  use  of  luxury  sporting  facil- 
ities of  very  fine  resort  hotels.  Transportation 
is  by  charter  airplanes.  Transportation  between 
airports  and  hotel  and  registration  in  the  hotels 
is  also  arranged.  Several  hours  of  medical  in- 
struction, two  or  three  hours  for  three  morn- 
ings during  the  period  are  arranged  and  the 
quality  of  medical  material  presented  is  said 
to  be  quite  good. 

One  company  claims  to  have  all  of  its  ad- 
vertising funds  diverted  into  this  one  public 
relations  activity  and  is  very  satisfied  with  the 
results.  The  physicians  who  make  such  trips 
gain  a very  fine  vacation  at  a reasonable  rate. 
The  notion  is  clever  and  the  energy  behind  it 
great.  However,  we  thing  that  drug  companies 
and  physicians  should  continue  to  respect 
medical  journal  advertising  as  the  most  in- 
formative and  sound  method,  not  to  be  re- 
placed by  detail  men  or  vacation  seminars. 

AEO 


(Signed  or  initialed  editorials  represent  the  opinion  of  the  writer,  and  do  not 
necessarily  reflect  either  the  opinion  or  the  official  policy  of  the  Kentucky  Medical 
Association  as  a group.) 
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ORGANIZATION  SECTION 


1974  Emergency  Care  Seminar 
Approved  for  CME  Credit 

Several  new  features  have  been  added  to  this  year’s 
Emergency  Health  Care  Seminar  to  be  held  May  30- 
31  at  the  Ramada  Inn/Bluegrass  Convention  Center  in 
Louisville. 

The  program,  sponsored  by  KMA,  the  Kentucky 
Nurses  Association,  Kentucky  Hospital  Association, 
and  the  Kentucky  Chapter,  American  College  of 
Emergency  Physicians,  has  been  approved  for  13  Vi 
credit  hours  in  Category  I of  the  AMA  Physician’s 
Recognition  Award.  Continuing  Medical  Education 
credit  has  also  been  applied  for  from  the  Kentucky 
Academy  of  Family  Physicians,  KNA,  and  the  Ken- 
tucky Chapter,  American  College  of  Emergency  Phy- 
sicians. 

A simulated  traffic  accident  will  be  the  basis  for  a 
rescue  demonstration  on  Thursday,  May  30.  The 
latest  techniques  of  extrication,  on-the-scene  care, 
and  air  evacuation  will  be  demonstrated.  A workshop 
on  cardiopulmonary  resuscitation  and  respiratory 
distress  syndrome  will  be  another  highlight  of  the 
two-day  event. 


Captain  Waters 


Miss  Romano 


Captain  John  M.  Waters,  Director  of  the  Depart- 
ment of  Public  Safety  in  Jacksonville,  will  be  the 
featured  speaker  at  the  luncheon  on  Thursday,  May 
30.  The  luncheon  speaker  for  Friday,  May  31,  will  be 
Teresa  Romano,  R.N.,  Operations  Director  of  the 
State  of  Illinois  Department  of  Public  Health,  Chi- 
cago. Miss  Romano  will  speak  on  “Education  for  the 
Nurse  in  Emergency  Care.” 

There  will  be  a $10  registration  fee  for  each  day. 
Further  details  may  be  obtained  from  the  KMA  Head- 
quarters Office.  A pre-registration  form  for  this 
program  is  on  page  225  for  your  convenience. 

A program  outline  for  the  annual  seminar  follows: 


Emergency  Health  Care  Seminar 
Program  Outline  Released 

THURSDAY,  MAY  30 
Morning  Session 

Opening  Ceremonies 

“Ophthalmologic  Emergencies" — Arthur  Keeney, 
M.D.,  Louisville 

“Venomous  Stings  and  Bites" — Robert  Arnold,  M.D., 
Louisville 

“Burns" — Harry  Stambaugh,  M.D.,  Louisville 
“Tetanus” — William  Rumage,  Jr.,  M.D.,  Louisville 
“The  Unconscious  Patient" 

Rescue  Demonstration 
Luncheon 
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Afternoon  Session 

Cardiopulmonary  Resuscitation  and  Respiratory  Dis- 
tress Syndrome  Workshop — including  practical  ex- 
perience in  cardiopulmonary  resuscitation 

FRIDAY,  MAY  31 
Morning  Session 

“Behavioral  Emergency”  Panel 

“ Head  and  Facial  Trauma” — Andrew  Moore,  M.D., 
Lexington 

“Medical-Legal  Problems” — Carl  Wedekind,  Louis- 
ville 

“Roadside  to  Bedside"  Panel 

Luncheon 
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Afternoon  Session 

■- 

“Urologic  Emergencies" — Lyndon  Goode,  M.D., 
Hopkinsville 

“Pediatric  Surgical  Emergencies” — Robert  Belin, 

M.D.,  Lexington 

“ Pediatric  Medical  Emergencies” — Mary  A.  Smith, 
M.D.,  Louisville 
“Extremity  Injuries”  Panel 
Adjournment 

ft 


Focus  On  High  Blood  Pressure 

May,  1974,  is  being  recognized  as  National  High 
Blood  Pressure  Month.  The  purpose  of  this  national 
focus  is  to  make  the  public  and  health  professionals 
aware  of  the  prevalence  and  danger  of  high  blood 
pressure,  that  it  is  asymptomatic  in  nature,  and  that 
high  blood  pressure  can  and  must  be  controlled 
through  continuing  treatment  by  a qualified  physician. 

Nationwide  activities  are  being  planned  through 
the  coordinated  efforts  of  many  of  America’s  private, 
professional,  voluntary,  state  and  federal  organiza- 
tions. 
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e parenteral  analgesia 
i<  onger  required, 
fj'in  Compound  with 
ine  usually  provides  the 
;( needed. 
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ijrin  Compound  with 
c ne  is  effective  for 
cral  as  well  as  soft  tissue 
ii -provides  an  antitussive 
rs  in  addition  to  its 
d pt,  predictable 
3;esia. 

? rescribing  convenience: 

' pto  5 refills  in6months, 
yjr  discretion  (unless 
3'icted  by  state  law);  by 
e hone  order  in  many  states. 

i rin  Compound  with 
•c  ine  No.  3,  codeine 
icphate*  32.4  mg.  (gr.  V2); 
i.i,  codeine  phosphate* 
t.  mg.  (gr.  l).*Warning— 
jpe  habit-forming.  Each 
3 1 also  contains:  aspirin 
. h,  phenacetin  gr.  2V2, 
if  ine  gr.  V2. 

/ Burroughs  Wellcome  Co. 

a.  / Research  Triangle  Park 
•lime/  North  Carolina  27709 


Healing  nicely, 
but  it  still 


EMPIRIN 


COMPOUND 

6 CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


For  relief  of  low  back  pain" 

(including  intervertebral  disc) 


Bed  rest,  moist  heat,  exercise 
and  ‘Soma  350’  (carisoprodol) 
can  help  relax  muscle  spasm, 
relieve  mild-to-moderate  pain, 
restore  range  of  motion.* 

Economically ..  .with  only  one 
tablet  q.i.d. 

Measure  the  results  yourself. 
(Wallace  will  even  send  you 
a complimentary  goniometer.) 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences  — National  Research  Council 
and/or  other  information,  FDA  has  classified  the  indication 
as  follows : 

“Possibly”  effective : for  symptomatic  relief  in 
conditions  characterized  by  skeletal  muscle  spasm  and  mild 
to  moderate  pain. 

Final  classification  of  this  indication  requires  further 
investigation. 


Contraindications:  Acute  intermittent  porphyria  and  allergic 
or  idiosyncratic  reactions  to  carisoprodol  or  related  compounds 
such  as  meprobamate,  mebutamate,  tybamate. 

Warnings:  Idiosyncratic  Reactions:  Rarely,  first  dose  has  been 
followed  by  extreme  weakness,  transient  quadriplegia,  dizziness, 
ataxia,  temporary  vision  loss,  diplopia,  mydriasis,  dysarthria, 
agitation,  euphoria,  confusion,  disorientation.  Symptoms  usually 
subside  during  the  next  several  hours.  Supportive  and 
symptomatic  therapy,  including  hospitalization,  may  be  necessary. 

Pregnancy  and  Lactation:  Safe  use  not  established;  weigh 


potential  benefits  against  potential  hazards  in  pregnancy,  i 
mothers,  or  women  of  childbearing  potential. 

Children  Under  Fine:  Drug  not  recommended. 

Potentially  Hazardous  Tasks:  Driving  a motor  vehicle  or 
operating  machinery. 

Additive  Effects:  Possible  additive  effects  between  carisc 
alcohol,  and  other  CNS  depressants  or  psychotropic  drug; 

Drug  Dependence:  Use  cautiously  in  addiction-prone  p, 
Precautions:  To  avoid  excess  accumulation,  use  caution 
patients  with  compromised  liver  or  kidney  function. 
Adverse  Reactions:  Central  Nervous  System:  Drowsine; 
dizziness,  vertigo,  ataxia,  tremor,  agitation,  irritability,  heade 
depressive  reactions,  syncope,  insomnia. 

Allergic  or  Idiosyncratic:  Usually  seen  after  1-4  doses  in  f 
not  previously  exposed,  e.g.,  rash,  erythema  multiforme, 
pruritus,  eosinophilia,  fixed  drug  eruption  with  cross  reactii 
meprobamate.  More  severe  manifestations:  asthma,  fever, 
weakness,  dizziness,  angioneurotic  edema,  smarting  eyes, 
hypotension,  anaphylactoid  shock.  Stop  drug,  treat 
symptomatically  (e.g.,  possible  use  of  epinephrine,  antihistai 
and  in  severe  cases  corticosteroids). 

Cardiovascular:  Tachycardia,  postural  hypotension,  faci< 
flushing. 

Gastrointestinal:  Nausea,  vomiting,  hiccup,  epigastric  di 

Hematologic:  Leukopenia  and  pancytopenia  (on 
carisoprodol  plus  other  drugs). 

Usual  Adult  Dosage:  One  350  mg  tablet  three  times  da 
and  at  bedtime. 

Overdosage:  Has  produced  stupor,  coma,  shock,  respirai 
depression,  and,  very  rarely,  death.  Overdosage  of  carisop 
plus  alcohol  or  other  CNS  depressants  or  psychotropic  dn 
can  be  additive.  Empty  stomach,  treat  symptomatically; 
cautiously  give  respiratory  assistance,  CNS  stimulants,  pre 
agents  as  needed.  Carisoprodol  is  metabolized  in  the  liver, 
excreted  by  the  kidney.  Diuresis  and  dialysis  have  been  use 
successfully  with  related  drug  meprobamate.  Carefully  mo 
urinary  output;  avoid  overhydration;  observe  for  possible  r< 
due  to  incomplete  gastric  emptying  and  delayed  absorptio 

Before  prescribing,  consult  package  circular  or  latest 
PDR  information.  Reu  5/7 

WALLACE  PHARMACEUTICALS  Cranbury,  N.  J.  085 


Soma  350  its  power  ma ; 

(carisoprodol)  350  mg  tablets 


measured  in  movement 


All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C 


Woman  (man)  cannot. 


Human  beings  can  neither  synthesize  vitamin  C nor 
store  most  of  the  water  soluble  vitamins.  They  should 
be  replenished  continuously. 

Normally,  people  accomplish  this  in  their  daily 
diet.  But  under  conditions  of  illness,  stress,  in  conva- 
lescence or  following  surgery,  vitamin  stores  may  be 
depleted  or  metabolic  demands  increased. 


In  such  cases,  Surbex-T  may  be  indicated.  Surbex 
makes  it  easy  and  convenient  to  restore  the  wat 
soluble  vitamins.  Each  tablet  provides  500  mg. 
vitamin  C plus  high  potency  B-complex. 

Where  nutritional  status  must  be  pre- 
served,  Surbex-T  can  help  restore  what  * 

r ABBOT 

the  body  cannot  effectively  store  . 403482 


SURBEX-T 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


KEMPAC  Presented  Two  Awards 
At  AMPAC  Workshop 

The  AMA/AMPAC  Public  Affairs  Workshop  held 
March  16  and  17,  1974  in  Washington,  D.  C.  was 
attended  by  16  KEMPAC  representatives. 

KEMPAC  was  presented  the  second  place  Woman 
Membership  Award  and  third  place  Sustaining  Mem- 
bership Award  at  the  Annual  Awards  Banquet. 
Political  satirist  Mark  Russell  entertained  in  his  ex- 
cellent fashion,  according  to  those  in  attendance. 

The  program  included  panels  and  open  forum 
discussions  on  legislation  and  political  campaigns. 
Legislators  who  had  received  campaign  guidance  as 
well  as  financial  assistance  from  AMPAC  and  State 
Pacs  were  participants.  A panel  on  “Politics  for 
1974”  was  moderated  by  Hoyt  D.  Gardner,  M.D., 
Louisville,  and  was  discussed  by  Richard  M.  Scam- 
mon.  Director,  Elections  Research  Center,  Govern- 
mental Affairs  Institute;  Neil  Peirce,  political  cor- 
respondent and  author;  and  David  Broder,  Washing- 
ton Post  Correspondent. 

The  Kentucky  delegation  to  the  Workshop  in- 
cluded Doctor  Gardner,  AMPAC  Board  member 
and  Mrs.  Gardner,  Treasurer  of  KEMPAC;  Fred 
C.  Rainey,  M.D.,  President  of  KMA  and  Immediate 
Past  Chairman  of  KEMPAC;  Donald  C.  Barton, 
M.D.,  Secretary  of  KEMPAC  and  Mrs.  Barton; 
Bennett  Crowder,  M.D.,  Assistant  Treasurer  of 
KEMPAC;  Mrs.  William  Pearson,  President, 


Woman’s  Auxiliary  to  KMA;  Mrs.  Richard  Mc- 
Elvein,  President-Elect  of  WA-KMA;  Mrs.  William 
H.  Keller,  KEMPAC  Director  and  Doctor  Keller; 
Mrs.  William  N.  Richardson,  KEMPAC  Director  and 
Doctor  Richardson;  Robert  Robbins,  M.D.,  KEMPAC 
Director;  Mrs.  George  Schafer,  Immediate  Past  Presi- 
dent of  WA-KMA  and  Coordinator  for  Members  at 
Large  of  WA-KMA;  Mrs.  Robert  Taylor,  Legisla- 
tive Chairman  of  WA-KMA;  and  Gilbert  L.  Arm- 
strong, of  KMA  staff. 

Public  Relations  Meeting  Set 
For  Office  Assistants 

A public  relations  program  designed  specifically  for 
the  office  assistant  will  be  held  June  13  at  the 
Ramada  Inn/Bluegrass  Convention  Center  in  Louis- 
ville. 

Sponsored  by  the  KMA  Public  Relations  Committee 
and  the  Kentucky  Chapter,  American  Association  of 
Medical  Assistants,  the  program  will  include  presenta- 
tions by  professionals  on  telephone  techniques,  mal- 
practice and  the  office  assistant,  and  the  art  of  dealing 
with  the  public,  and  specifically  the  patient. 

James  B.  Holloway,  Jr.,  M.D.,  Lexington,  Chair- 
man of  the  Public  Relations  Committee,  is  hopeful 
that  physicians  will  sponsor  an  office  assistant  for  this 
one-day  program.  A $10  registration  fee  will  be 
charged  and  details  are  available  from  the  KMA 
Headquarters  Office. 


PRE-REGISTRATION 

1974  Emergency  Health  Care  Seminar 


Name  or  Names 


Hospital  or  Organization 

Address 

Registration  fee  enclosed  ($10  per  registrant  per  day  or  $20  for  both  days) 
(Registration  covers  cost  of  any  materials,  coffee  breaks,  and  luncheons) 


Mail  to:  Emergency  Health  Care  Seminar 
Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 
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NEWS  ITEMS 


Stanley  Hammons,  M.D.,  Frankfort,  was  appointed 
Deputy  Commissioner  of  Health  Services  for  Ken- 
tucky. Doctor  Hammons  is  an  assistant  clinical  pro- 
fessor in  psychiatry  at  the  University  of  Louisville 
and  University  of  Kentucky. 


Phil  Aaron,  Louisville,  third-year  medical  student  at 
the  University  of  Louisville  School  of  Medicine,  was 
recently  elected  Speaker  of  the  House  of  Delegates 
of  the  Student  American  Medical  Association  at  their 
annual  convention  in  Dallas. 


Robert  C.  Long,  M.D.,  Louisville,  has  recently  been 
selected  as  a Regional  Delegate  to  the  House  of  Del- 
egates of  the  American  Hospital  Association.  Doctor 
Long,  a former  AMA  Trustee,  is  Chairman  of  the 
Division  of  Human  Sexuality  of  the  University  of 
Louisville  School  of  Medicine. 


Endocrine  Manifestations  of  Lung  Tumors 

(Continued  from  page  211) 

12.  Orth,  D.N.  and  Liddle,  G.W.  Results  in  treatment  in 
108  patients  with  Cushing's  syndrome,  NEJM.  285:243-247, 
1971. 

13.  Muggia,  F.M.  and  Heinemann,  H E.  Hypercalcemia  as- 
sociated with  neoplastic  disease,  Ann.  lnt.  Med.  73:281-290, 
1970. 

14.  Fulmer,  D.H.,  Dimich,  A.B.,  Rothschild,  E.O.,  and 
Myers,  W.P.L.  Treatment  of  hypercalcemia,  Arch.  Ini.  Med. 
129:923-930,  1972. 

15.  Kennedy,  B.J.  Metabolic  and  toxic  effects  of  mithramycin  i 
during  tumor  therapy,  Am.  J.  Med.  49:494-502,  1970. 

16.  Suki,  W.N.,  Yium,  J.J.,  Von  Minden,  M.  Saller-Herbert, 

C.,  Eknoyan,  G.,  and  Martinez-Maldonade,  M.  Acute  treatment 
of  hypercalcemia  with  furosemide,  NEJM  283-836-840,  1970. 


MAKE  PLANS  NOW- 


1974 

Kentucky  Medical  Association 
ANNUAL  MEETING 


September  24,  25,  26 

Ramada  Inn/Bluegrass  Convention  Center 
Louisville 


At  Your  Service  in 
The  Bluegrass 
State 


In  the  state*  that  got  its 
nickname  from  the  dusty-blue 
blossoms  of  the  grass 
around  Lexington  . . . 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY  MO  64137 


is  represented  by . 


Larry  Farmer 


Lee  Fuqua 


John  McKinney 


Bill  Nicol 


For  more  information  on  the  history  of  your 
slate,  write  Professional  Services. 

Marion  Laboratories,  Inc. 


Jon  Swanson 


These  men  bring  you  ...i 


Larry  Plumlee 
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In  lUntuinam 


SAMUEL  SHELTON  WATKINS,  M.D. 

Louisville 

1888-1974 

Samuel  Shelton  Watkins,  M.D.,  Louisville,  died  on 
March  17  at  the  age  of  85.  A 1914  graduate  of  the 
Johns  Hopkins  University  Medical  School,  Doctor 
Watkins  was  a retired  ear,  nose  and  throat  specialist. 
A member  of  the  American  College  of  Surgeons, 
Doctor  Watkins  was  an  emeritus  member  of  the  Jef- 
ferson County  Medical  Society  and  the  Kentucky 
Medical  Association. 

CPT-3  Available 

The  third  edition  of  the  Current  Procedural  Term- 
inology (CPT-3)  is  available  to  all  physicians  from 
the  American  Medical  Association.  Cost  of  the  1974 
version  is  $5.00. 


PHYSICIANS 

Private  practice  (solo,  partnerships, 
groups)  opportunities  exist  in  several 
communities  within  the  state  of  Kentucky 
(Morganfield,  Mayfield,  Bowling  Green, 
and  Frankfort).  As  a public  service  to 
these  communities,  we  are  performing  a 
free,  no  obligation,  service  acting  as  a 
liaison  between  physicians  interested  in 
practice  opportunities  and  communities 
in  need  of  their  services.  These  commu- 
nities have  modern,  JCAH  approved  hos- 
pitals, modern  offices,  and  recognized 
needs  for  additional  physicians. 

For  details  call  collect  615-327-9551 
or  write  with  C.V.  to: 

E.  J.  Ryan,  Jr.,  Corporate  Director, 
Medical  Relations 
Hospital  Corporation  of  America 
One  Park  Plaza 
Nashville,  Tennessee  37203 


its  comfort 
your  prescription 
r nicotinic  acid 


'P'PWfflrTyr 
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What’s  on  you 


k 


patient’s  face 


may  be  more  important  than 
his  chief  complaint 


Patient  ET.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  ET.*  seen  on 
6/ 12/ 67,  seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 


he  lesions  on  his  face 
e solar/actinic— 
i -called  "senile”  keratoses... 
lid  they  may  be  premalignant. 


:ar,  actinic  or  senile  keratoses 

13  lesions  may  be  called  by  several  names,  but  they 
!y  can  be  identified  by  the  following  characteris- 
i "he  typical  lesion  is  flat  or  slightly  elevated,  of  a 
fish  or  reddish  color,  papular,  dry,  rough,  adherent 
harply  defined.  They  commonly  occur  as  multiple 
is,  chiefly  on  the  exposed  portions  of  the  skin. 

luence  of  therapy— 
activity  of  response 

several  days  of  therapy  with  Ef  udex®  (fluorouracil), 
ema  may  begin  to  appear  in  the  area  of  the  lesions; 
^action  usually  reaches  its  height  of  unsightliness 
iscomfort  within  two  weeks,  declining  after  dis- 
luation  of  therapy.  This  reaction  occurs  in  affected 
. Since  the  response  is  so  predictable,  lesions  that 
t respond  should  be  biopsied. 

:eptable  results 

ment  with  Efudex  provides  highly  favorable  cos- 
results.  Incidence  of  scarring  is  low.  This  is  par- 
rly  important  with  multiple  facial  lesions.  Efudex 
d be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pre 
longed  exposure  to  ultraviolet  rays.  Safe  use  in  pregnane; 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi 
ately.  Apply  with  care  near  eyes,  nose  and  mouth.  Lesior 
failing  to  respond  or  recurring  should  be  biopsied. 
Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
laerimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

IIow  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methy 
and  props!)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


his  patient’s  lesions  were  resolved  with 


Efudex 

luorouracil/  Ro  che 


5%cream/solution...a  Roche  exclusive 


Synthroid 

(sodium  levothyroxine, 

the  smooth  road 
to  thyroid  replacement 

therapy 

Synthroid  is  T4. 

It  provides  your  patients  with 
what  is  needed  for  eoniplete 
thyroid  replacement  therapy. 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 

I 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  for  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison's  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds’s  Disease  (pan- 
hypopituitarism) or  Cushing's  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  tc  k 
with  cardiovascular  disease;  develop 
chest  pains  or  other  aggravations  of  c jp 
cular  disease  requires  a reduction  in  dip 


Contraindications:  Thyrotoxicosis,  acute  i 
dial  infarction.  Side  effects:  The  effect:  4 
THROID  (sodium  levothyroxine)  therapy# 
in  being  manifested.  Side  effects,  whei  ■ 
occur,  are  secondary  to  increased  rate  h 
metabolism;  sweating,  heart  palpitati  v 
or  without  pain,  leg  cramps,  and  wei  y 
Diarrhea,  vomiting,  and  nervousness  t i 
been  observed.  Myxedematous  patie  i 
heart  disease  have  died  from  abrupt  i i 
in  dosage  of  thyroid  drugs.  Careful  ob  I 
of  the  patient  during  the  beginning  of  ■ 
roid  therapy  will  alert  the  physician  tc  t 
toward  effects. 


I 


ni  cases  with  side  effects,  a reduction  of 
e llowed  by  a more  gradual  adjustment 
d ill  result  in  a more  accurate  indication 
P ent's  dosage  requirements  without  the 
rs:e  of  side  effects. 


n nd  Administration:  The  activity  of 
n.  SYNTHROID  (sodium  levothyroxine) 
-T  equivalent  to  approximately  one  grain 
d,  I.S.P.  Administer  SYNTHROID  tablets 
>it  e daily  dose.  In  hypothyroidism  with- 
iy  dema,  the  usual  initial  adult  dose  is 
0-  aily,  and  may  be  increased  by  0.1  mg. 
3 lays  until  proper  metabolic  balance  is 
w Clinical  evaluation  should  be  made 
it:  nd  PBI  measurements  about  every  90 
Fal  maintenance  dosage  will  usually 
" 1 0.2-0. 4 mg.  daily.  In  adult  myxedema, 
i?  lose  should  be  0.025  mg.  daily.  The 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs.  2 


X Synthroid  is  T4. 

Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.1-2 

3t4  hormone  content  is  controlled 
by  chemical  assay. 

4 Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 


O Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6 Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 


7  Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 

8  When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9  On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy; 

i lr 


troid 

(sodium  levothyroxine) 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  sig- 
nificant improvement  is  not  shown  the  following 
day,  a repeat  injection  of  100-200  meg.  may  be 
given. 


1.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and  Sterling, 
K.:  Conversion  of  Thyroxine  (T4)  to  Triiodothyro- 
nine (T3)  in  Athyreotic  Human  Subjects,  J.  Clin. 
Invest.  49:855-64,  1970. 

2.  Surks,  M.  I.,  Schadlow,  A.  R.,  and  Oppen- 
heimer,  J.  H.:  A New  Radioimmunoassay  for 
Plasma  L-Triiodothyronine:  Measurements  in 
Thyroid  Disease  and  in  Patients  Maintained  on 
Hormonal  Replacement.  J.  Clin.  Invest.  51:3104- 
13,  1972. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  60015 


Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 

1974  Annual  Meeting  Kentucky  Medical  Association 

Ramada  Inn-Bluegrass  Convention  Center  Louisville,  Kentucky  September  24,  25,  26 

Fill  Out  and  Mail  to: 

ARNOLD  C.  WILLIAMS,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1 , 1 974. 

The  Kentucky  Medical  Association  welcomes 
and  supports  scientific  exhibits  as  a facet  of 
continuing  postgraduate  education. 


1 . Title  of  exhibit 

2.  Name  ( s ) of  exhibitor  ( s ) 

Address  

Professional  title  

3.  Institution  if  other  than  exhibitor 

4.  Amount  of  linear  footage  required 

(all  side  walls  are  four  feet) 

SHELF  DESIRED? Yes  _No 

5.  Do  you  wish  lighting  other  than  the  bracket  lights  provided? Yes  No. 

(SPOTLIGHTS  ARE  NOT  FURNISHED) 

6.  Will  summary  printed  matter  be  available  or  obtainable  for  the  interested  physician? 

7.  Indicate  sources  of  assistance  provided  to  you  in  connection  with  the  exhibit 

8.  Has  this  exhibit  been  displayed  before?  If  so,  when  & where? 

9.  Please  attach  a brief  outline  which  includes  a general  idea  of  your  exhibit. 


Date 


Signature  of  Applicant 


KMA  provides,  without  cost  to  the  exhibitor,  simple  shelves,  bracket  lights  and  a title  sign,  pro- 
vided all  items  are  approved  in  advance  by  the  Scientific  Exhibits  Committee. 

Transportation  and  erection  costs  are  the  responsibility  of  the  exhibitor. 

View  Boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  the  Joseph 
T.  Griffin  Company,  704  West  Main  Street,  Louisville,  Kentucky  40202. 
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aybe  the  patient’s  self-diagno- 
5 is  right.  He  could  have  hay 
ver.  But  that  bright  red  nasal 
ucosa,  along  with  the  thick  dis- 
large  and  excoriation  around 
ie  nares,  strongly  suggests  that 
ie  main  problem  is  a cold.  Hay 
ver  or  another  form  of  allergic 
linitis  may  or  may  not  be  an 
iderlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  lie’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


Eoh for 


AUergy? 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


IlDICATIONS:  Dimetapp  Extentabs  are 
Idicated  for  symptomatic  relief  of  aller- 
|c  manifestations  of  upper  respiratory 
■nesses,  sueh  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
Inctivitis  and  otitis.  In  these  cases  it 
■Jickly  reduces  inflammatory  edema, 

f“tsal  congestion  and  excessive  upper 
spiratory  secretions,  thereby  affording 
lief  from  nasal  stuffiness  and  postnasal 
'ip- 

0NTRAIND1CATI0NS:  Hypersensitivity 
1 antihistamines  of  the  same  chemical 
ass.  Dimetapp  Extentabs  are  contrain- 
cated  during  pregnancy  and  in  children 
Oder  12  years  of  age.  Because  of  its  dry- 
Jg  and  thickening  effect  on  the  lower 
■spiratory  secretions,  Dimetapp  is  not 
tcommended  in  the  treatment  of  bron- 
lial  asthma.  Also,  Dimetapp  Extentabs 
re  contraindicated  in  concurrent  MAO 
■ hibitor  therapy. 

/'ARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

Ejrtvntahs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 

A H'ROBINS 

A.  H.  Robins  Company,  Richmond.  Va.  23220 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow's  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 


Phenaphen 
with  Codeine 

Phenaphen  with  Codeine  No.  2,  3,  or  4 contains:  Phenobarbital  (%  gr.),  16.2  mg.  (warning: 
may  be  habit  forming);  Aspirin  (2 Vi  gr  ),  162  0 mg.;  Phenacetin  (3  gr  ),  194.0  mg.;  Codeine 
phosphate,  Vi  gr.  (No  2),  Vi  gr.  (No  3)  or  1 gr  (No  4)  (warning:  may  be  habit  forming). 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature. 

/jr.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
v!i!  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond,  Va. 
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hen  their  worst  subject  is  acne 


many  things  may  help: 

>atient  education,  antibiotics, 
diet,  cleaner  skin  and  the 

Slearasil  formula 

ulfur,  resorcinol,  bentonite 

(Basic  peeling/drying  formulation— plus 
the  proven  sebum-absorbing  action  of  bentonite— 

| for  the  daily  routine  of  anti-acne  therapy. 


Clearasil:  therapeutically  sound  combinations 
f professionally  recommended  ingredients 
I Cosmetically  suited  to  teen-ager’s  needs 
l Low  cost— ready  availability 

For  a supply  of  Clearasil  "self-starter”  samples 
. nd/or  a supply  of  the  patient  education  booklet, 

‘ he  Many  Faces  of  Acne  Therapy,”  simply  write 
} the  following  address:  Vick  Chemical  Company, 
22  East  42nd  Street,  New  York,  N.Y.  1 001 7. 
attention:  S.  M.  Yanklowitz. 


Regular  Tinted 

Vanishing  Formula 

Sulfur 

8% 

3% 

Resorcinol 

2% 

2% 

Bentonite 

1 1 .5% 

10% 

Vick  Chemical  Company,  Division  of  Richardson-Merrell  Inc.,  New  York,  N.Y.  10017  CLEARASIL  IS  A REGISTERED  TRADEMARK. 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonob- 
structed  urinary  tract  infections  (primarily  pyelonephritis,  y’J 

pyelitis  and  cystitis)  due  to  susceptible  organisms.  'Note: 
Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests 
with  bacteriologic  and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increasing  frequency  of  re- 
sistant organisms  limits  the  usefulness  of  antibacterials  includ- 
ing sulfonamides,  especially  in  chronic  or  recurrent  urinary  tract 
infections.  Measure  sulfonamide  blood  levels  as  variations  may 
occur;  20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy  at 
term  and  during  nursing  period;  infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  established. 
Sulfonamides  should  not  be  used  for  group  A beta-hemolytic  strep- 


tococcal infections  and  will  not  eradicati 
vent  sequelae  (rheumatic  fever,  glomeruloi 
of  such  infections.  Deaths  from  hypersensitiv 
tions,  agranulocytosis,  aplastic  anemia  and  otl 
dyscrasias  have  been  reported  and  early  clinical  si' 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indicat 
blood  disorders.  Frequent  CBC  and  urinalysis  with  mic 
examination  are  recommended  during  sulfonamide  therap 
cient  data  on  children  under  six  with  chronic  renal  diseas 
Precautions:  Use  cautiously  in  patients  with  impairec 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  gl 
phosphate  dehydrogenase-deficient  individuals  in  who 
related  hemolysis  may  occur.  Maintain  adequate  fluid 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytos 
tic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane 


is  Gantanol 

(sulfamethoxazole) 

therapy  in 
ructedurinar 
infections? 


Because  it  is  considered 
a good  choice... 

■ for  efficacy  in  nonobstructed  cystitis,  pyelonephritis 
and  pyelitis 

■ for  control  of  £ coli,  Klebsiella-Aerobacter,  Staph, 
aureus,  Proteus  mirabilis  and,  less  frequently, 
Proteus  vulgaris 

■ for  prompt  antibacterial  blood  and  urine  levels  in 
from  2 to  3 hours  after  initial  2-gram  adult  dose 

■ for  economical  around-the-clock  coverage 

■ for  maximum  patient  cooperation  with  easy-to- 
remember  B.I.D./T.I.D.  dosage 


Basic  Therapy 

Gantanol 

(sulfamethoxazole) 

Tablets/Suspension 
(0.5  Gm)  (0.5  Gm/teasp.) 


lypoprothrombinemia  and  methemoglobinemia);  allergic 
is  (erythema  multiforme,  skin  eruptions,  epidermal  necroly- 
caria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
oid  reactions,  periorbital  edema,  conjunctival  and  scleral 
h,  photosensitization,  arthralgia  and  allergic  myocarditis); 
itestinal  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
irrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
she,  peripheral  neuritis,  mental  depression,  convulsions, 
nallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneous 
is  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
periarteritis  nodosa  and  L.E.  phenomenon).  Due  to  certain 
al  similarities  with  some  goitrogens,  diuretics  (acetazola- 
hiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
rare  instances  of  goiter  production,  diuresis  and  hypogly- 
as  well  as  thyroid  malignancies  in  rats  following  long-term 
stration.  Cross-sensitivity  with  these  agents  may  exist. 


Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm 
b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp. )/20  lbs  of  body 
weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose  should 
not  exceed  75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/teaspoonful. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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cars  — all  makes  & models, 

Medical,  Surgical  & Laboratory 
Equipment 
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IN  THIS  FIELD 

General  Leasing 

CORPORATION 

121  Bauer  Ave.  St.  Matthews 


w)  896-0383 


V 


NEW ! Patient  Therapy  Packs 

Because  many  patients  tend  to 
stop  treatment  prematurely,  the 
full  course  of  b.i.d.  therapy  is 
now  specially  packaged  to 
encourage  patients  to  complete 
the  full  course  of  therapy. 

CANDEPTIN  Vaginal  Ointment 
Therapy  Pack—  two  75  gm.  tubes 
CANDEPTIN  Vagelettes 
Therapy  Pack—  28  vaginal  capsules 
CANDEPTIN  Vaginal  Tablet 
Therapy  Pack—  28  vaginal  tablets 


Brief  Summary 

Description:  Candeptin  (Candicidin)  Vaginal 
Ointment  contains  a dispersion  of  Candicidin 
powder  equivalent  to  0.6  mg.  per  gm.  or  0.06% 
Candicidin  activity  in  U.S.P  petrolatum.  3 mg. 
of  Candicidin  is  contained  in  5 gm.  of  oint- 
ment or  one  applicatorful.  Candeptin  Vaginal 
Tablets  contain  Candicidin  powder  equivalent 
to  3 mg.  (0.3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vagelettes  Vaginal  Capsules 
contain  3 mg.  of  Candicidin  activity  dispersed 
in  5 gm.  U.S.P  petrolatum. 

Action:  Candeptin  Vaginal  Ointment,  Vaginal 
Tablets,  and  Vagelettes  Vaginal  Capsules 
possess  anti-monilial  activity. 

Indications:  Vaginitis  due  to  Candida  albicans 
and  other  Candida  species. 

Contraindications:  Contraindicated  for  pa- 
tients known  to  be  sensitive  to  any  of  its  com- 
ponents. During  pregnancy  manual  Tablet  or 
Vagelettes  Capsule  insertion  may  be  pre- 
ferred since  the  use  of  the  ointment  applicator 
or  tablet  inserter  may  be  contraindicated. 
Caution:  During  treatment  it  is  recommended 
that  the  patient  refrain  from  sexual  inter- 
course or  the  husband  wear  a condom  to 
avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of  sensiti- 
zation or  temporary  irritation  with  Candeptin 
Vaginal  Ointment,  Vaginal  Tablets  or 
Vagelettes  Vaginal  Capsules  have  been  ex- 
tremely rare. 

Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vagelettes  Vaginal  Capsule  is  in- 
serted high  in  the  vagina  twice  a day,  in  the 
morning  and  at  bedtime,  for  14  days.  Treat- 
ment may  be  repeated  if  symptoms  persist  or 
reappear. 

Available  Dosage  Forms:  Candeptin  Vaginal 
Ointment  is  supplied  in  a Patient  Therapy 
Pack,  containing  two  75  gm.  tubes  with  two 
applicators  for  the  full  course  of  treatment.  '■ 
Candeptin  Vaginal  Tablets  are  packaged  in 
boxes  of  28,  in  foil  with  inserter  — enough 
for  a full  course  of  treatment.  Candeptin 
Vagelettes  Vaginal  Capsules  are  packaged  in 
a Patient  Therapy  Pack,  containing 
28  Candeptin  Vagelettes  Vaginal  Capsules 
(2  boxes  of  14),  for  the  full  course  of  treat- 
ment. Store  under  refrigeration  to  insure  full 
potency. 

Federal  law  prohibits  dispensing  without  pre- 
scription. 

References: 

I.  Melges,  F.  J.:  Obstet.  Gynecol.  24: 921,  Dec. 
1964.  2.  Cameron,  P F.:  Practitioner  202: 695, 
May  1969.  3.  Olsen,  J.  R.:  Journal-Lancet  85: 
287,  July  1965.  4.  Giorlando,  S.  W.:  OB/GYN 
Digest  13: 32,  Sept.  1971.  5.  Decker,  A.:  Case 
Reports  on  file.  Medical  Department,  Julius 
Schmid.  6.  Friedel,  H.  J.:  Md.  State  Med.  J. 
15: 36,  Feb.  1966.  7.  Roberts,  C.  L.  and  Sulli- 
van, J.  J.:  Calif.  Med.  103: 109,  Aug.  1965. 8.  Gior- 
lando, S.  W.,  Torres,  J.  F.  and  Muscillo,  G.:  Am. 

J.  Obstet.  Gynecol.  90:370,  Oct.  1,  1964. 
9.  Abruzzi,  W.  A.:  Western  Med.  5:62,  Feb. 
1964. 


Innovators  in  candicidin  therapy 
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Gandeptin 


(candicidin) 

The  highly  effective 
monilia-cide  with 
high  cure  rates 
proved  clinically.1'" 


■ the  only  candicidin  available  in  three  dosage  forms 
for  complete  therapeutic  flexibility— even  for  adoles- 
cent and  gravid  patients. 

■ Symptomatic  relief  in  many  patients  as  early  as 
48-72  hours1'3;  usually  cures  in  a single  14-day  course 
of  therapy. 

■ Exact  dosage  assured  when  used  as  directed. 

■ High  patient  acceptability , easy  to  use  in  all  forms; 
helps  keep  patients  on  the  full  14-day  regimen— 
important  in  controlling  recurrences. 

■ Clinically  proved— C ANDEPTIN  Vaginal  Ointment 
and  Vaginal  Tablets  have  more  than  nine  years  of 
clinical  experience. 

■ Sensitivity  and  temporary  irritation  with 
CANDEPTIN  (candicidin)  Vaginal  Ointment,  Vaginal 
Tablets,  and  VAGELETTES  Vaginal  Capsules  have 
been  extremely  rare. 

And  a dosage  form  for  all  your  patients 


VAGELETTES 


Vaginal  Capsules 


Vaginal  Ointment 


Vaginal  Tablets 
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LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Road  Mall  Office  Center 
400  Sherburn  Lane 

Telephone:  (Area  Code  502)  895-5501 
Mailing  Address:  P.O.  Box  20065,  Louisville,  Kentucky  40220 


Breast 
self-examination 

KEY  ROLE 
OF  THE  PHYSICIAN 


item: 

Breast  cancer  is  a major  concern  of  American  women, 
according  to  a recent  Gallup  study  conducted  for  the  Ameri- 
can Cancer  Society. 

item: 

Although  aware  that  early  discovery  improves  the  chances  of 
cure,  and  that  BSE  can  lead  to  early  discovery,  fewer  than 
1 in  5 women  practice  BSE,  and  only  half  have  an  annual 
breast  examination  by  a physician. 

item: 

Only  35%  of  all  women  polled  reported  that  a physician  had 
ever  raised  the  subject  of  breast  self-examination,  and  only 
24%  had  received  instruction  from  the  physician  on  how  to 
do  it.  Even  among  women  who  regularly  see  a gynecologist, 
only  34%  had  been  instructed  on  BSE. 

item: 

But,  among  women  who  received  personal  instruction  from 
their  physicians,  the  overwhelming  majority  (92%)  practiced 
BSE  during  the  preceding  year. 

The  Gallup  study  revealed  that,  far 
more  important  than  increasing 
awareness  of  breast  self-examina- 
tion, is  the  problem  of  inducing 
women  to  practice  it  regularly.  The 
physician  plays  a key  role  in  this — 
by  teaching  women  the  correct 
technique,  and  instilling  in  them  the 
confidence  that  will  assure  their 
continued  practice  of  BSE. 

The  American  Cancer  Society  gives 


major  emphasis  to  breast  cancer 
through  research  and  a vast  array 
of  public  educational  materials,  de- 
signed to  give  women  life-saving 
information  about  the  disease.  Our 
latest  approach  is  via  a pioneering 
television  film  starring  Jennifer 
O’Neill,  “Breast  Cancer:  Where  We 
Are.”  Where  we  will  be  in  a few 
years  will  certainly  hinge  on  our 
joint  efforts. 


American  Cancer  Society  5 ? 
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T riaminic*  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501  bs-rd 


: prescribing,  see  complete  prescribing 
lation  in  SK&F  literature  or  PDR  The 
ing  is  a brief  summary, 
tions:  Edema  associated  with  congestive 
ailure,  cirrhosis  of  the  liver,  the  nephrotic 
>me;  steroid-induced  and  idiopathic 
; edema  resistant  to  other  diuretic  therapy, 
nild  to  moderate  hypertension, 
indications:  Pre-existing  elevated  serum 
ium.  Hypersensitivity  to  either  com- 
t.  Continued  use  in  progressive  renal  or 
c dysfunction  or  developing  hyperkalemia, 
ngs:  Do  not  use  dietary  potassium  supple- 
or  potassium  salts  unless  hypokalemia 
ps  or  dietary  potassium  intake  is  markedly 
■ed.  Enteric-coated  potassium  salts  may 
small  bowel  stenosis  with  or  without 
tion.  Hyperkalemia  (>  5.4  mEq/L)  has 
eported  in  4%  of  patients  under  60  years, 

0 of  patients  over  60  years,  and  in  less 
%of  patients  overall.  Rarely,  cases  have 
ssociated  with  cardiac  irregularities, 
dingly,  check  serum  potassium  during 

>y,  particularly  in  patients  with  suspected 
firmed  renal  insufficiency  (e.g.,  elderly  or 
ics).  If  hyperkalemia  develops,  substitute 
jide  alone.  If  spironolactone  is  used 
mitantly  with  ‘Dyazide!  check  serum 
iium  frequently — both  can  cause  potassium 
ion  and  sometimes  hyperkalemia.  Two 
s have  been  reported  in  patients  on  such 
ned  therapy  (in  one,  recommended 
e was  exceeded;  in  the  other,  serum  elec- 
:s  were  not  properly  monitored).  Observe 
its  on  ‘Dyazide’  regularly  for  possible 
dyscrasias,  liver  damage  or  other  idio- 
itic  reactions.  Blood  dyscrasias  have  been 
ed  in  patients  receiving  Dyrenium 
iterene,  SK&F).  Rarely,  leukopenia, 
bocytopenia,  agranulocytosis,  and  aplastic 
a have  been  reported  with  the  thiazides. 

1 for  signs  of  impending  coma  in  acutely 
hotics.  Thiazides  are  reported  to  cross  the 
ital  barrier  and  appear  in  breast  milk, 
nay  result  in  fetal  or  neonatal  hyperbili- 
:mia,  thrombocytopenia,  altered  carbo- 

te  metabolism  and  possibly  other  adverse 
ons  that  have  occurred  in  the  adult.  When 
luring  pregnancy  or  in  women  who  might 
hildren.  weigh  potential  benefits  against 
)le  hazards  to  fetus. 

utions:  Do  periodic  serum  electrolyte  and 
determinations.  Do  periodic  hematologic 
:s  in  cirrhotics  with  splenomegaly.  Anti- 
tensive  effects  may  be  enhanced  in  post- 
athectomy  patients.  The  following  may 
: hyperuricemia  and  gout,  reversible 
;en  retention,  descreasing  alkali  reserve 
tossible  metabolic  acidosis,  hyperglycemia 
lycosuria  (diabetic  insulin  requirements 
>e  altered),  digitalis  intoxication  (in 
;alemia).  Use  cautiously  in  surgical 

!its.  Concomitant  use  with  antihypertensive 
s may  result  in  an  additive  hypotensive 

I rse  Reactions:  Muscle  cramps,  weakness, 

: less,  headache,  dry  mouth;  anaphylaxis; 

I urticaria,  photosensitivity,  purpura,  other 
t atological  conditions;  nausea  and  vomiting 
i indicate  electrolyte  imbalance),  diarrhea, 
r ipation,  other  gastrointestinal  distur- 
t 's.  Rarely,  necrotizing  vasculitis,  pares- 

(is,  icterus,  pancreatitis,  and  xanthopsia 
occurred  with  thiazides  alone, 
lied:  Bottles  and  Single  Unit  Packages  of 
H apsules. 

<:CO. 

» ina,  P.R.  00630 
i idiary  of  SmithKline  Corp. 


WHEN  VOUR  DIGITALIZED 
R6J1ENT  NEEDS  A DIURETIC 
SHE  NEEDS  DYAZIDE 


• relieves  edema* 


• conserves  potassium 


• reduces  the  risk  of  digitalis  intoxication  due  to  potassium 
depletion.  Potassium  depletion  sensitizes  the  myocardium 
to  the  toxic  effects  of  digitalis,  and  reduces  its  inotropic 
effect. 


^ ^ Trademark 

DVAZ1DE 


Each  capsule  contains  50  mg.  of  Dyrenium 1,1  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


MEETS  THE  HEARTFELT  HEED 
OF  THE  DIGITALIZED  PATIENT 


It’s  time  for  action  to  defend  the  lau 
and  regulations  that  protect  your 
patients  against  drug  substitution . 


These  professional  and  trade  organizations  are  unite 
in  supporting  antisubstitution  statutes  and  regulatic 


)!3 


The  American  Academy  of  Dermat 


r 

A 


The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 


The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Assoc 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists' 
Association 


t 


, Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
'frm  the  support  of  the  participat- 
l(fganizations  for  the  laws,  regula- 
iand  professional  traditions  which 
pit  the  unauthorized  substitution 
I g products. 

Traditionally,  physicians,  den- 
i nd  pharmacists  have  worked 
I ratively  to  serve  the  best  inter- 
! f patients.  Productive  coopera- 
)as  been  achieved  through 
( al  respect  as  well  as  a common 
I'rn  for  the  ideals  of  public 
■ e.  This  mutual  respect  has  been 
I ted,  in  part,  by  joint  support 
j he  years  for  the  adoption  and 

!;ement  of  laws  and  regulations 
ically  prohibiting  unauthorized 
$ tution  and  encouraging  joint 
( ssion  and  selection  of  the 
i e of  supply  of  drug  products, 
jasic  principles  of  medical,  den- 
I d pharmacy  practice  are  thus 
|'d  and  preserved  in  the  interest 
Lent  welfare. 

» The  antisubstitution  laws  have 
i >structed  enhancement  of  the 
psional  status  of  pharmacy  any 
[than  they  have  in  and  of  them- 
guaranteed  absolute  protec- 
i om  unsafe  drugs,  or  freed 
pians,  dentists  and  pharmacists 
n heir  responsibilities  to  patients, 
c ractical  matter,  however,  such 
p nd  regulations  encourage  inter- 
Ihsional  communications  regard- 
; ug  product  selection  and  assure 
t profession  the  opportunity  to 
» se  fully  its  expertise  in  drug 
i; . to  the  advantage  of  patients. 

3hysicians  and  dentists  should 
t^ed  to  increase  the  frequency 
1 igularity  of  their  contacts  with 
J lacists  in  selection  of  quality 
products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 


Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 


There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


Placidyl® 

(ETHCHLORVYNOL) 

Brief  Summary 

Indications— Placidyl  (ethchlorvynol)  is  indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  insomnia. 

Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Warnings— Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
of  possible  combined  exaggerated  effects  with 
alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
other  hazardous  operations  requiring  alertness  af- 
ter taking  the  drug.  Administer  with  caution  to 
patients  with  suicidal  tendencies  and  do  not  pre- 
scribe large  quantities  of  the  drug.  Adjustment  of 
the  dosage  of  oral  anticoagulants  might  be  neces- 
sary when  beginning  ethchlorvynol  therapy,  during 
therapy,  or  after  stopping  therapy.  This  drug  is 
not  recommended  for  use  in  children.  PLACIDYL 
HAS  THE  POTENTIAL  FOR  THE  DEVELOPMENT 
OF  PSYCHOLOGICAL  AND  PHYSICAL  DEPEND- 
ENCE. INSTANCES  OF  SEVERE  WITHDRAWAL 
SYMPTOMS,  INCLUDING  CONVULSIONS  AND 
DELIRIUM  CLINICALLY  SIMILAR  TO  THOSE  SEEN 
WITH  BARBITURATES,  HAVE  BEEN  REPORTED 
IN  PATIENTS  TAKING  REGULAR  DOSES  AS  LOW 
AS  1000  MG.  PER  DAY  OVER  A PERIOD  OF 
TIME  WHEN  THE  DRUG  WAS  SUDDENLY  DIS- 
CONTINUED. PROLONGED  ADMINISTRATION  OF 
THE  DRUG  IS  NOT  RECOMMENDED.  Addiction- 
prone  patients  or  those  who  are  likely  to  increase 
dosages  of  the  drug  on  their  own  initiative  should 
be  observed  for  evidence  of  signs  or  symptoms 
which  may  indicate  possible  early  withdrawal  or 
abstinence  symptoms.  Signs  and  symptoms  asso- 
ciated with  withdrawal  and  abstinence  include  un- 
usual anxiety,  tremor,  ataxia,  slurring  of  speech, 
memory  loss,  perceptual  distortions,  irritability, 
agitation  and  delirium.  Other  less  well  defined 
signs  and  symptoms,  not  necessarily  due  to  with- 
drawal and  abstinence,  may  include  anorexia,  nau- 
sea or  vomiting,  weakness,  dizziness,  sweating, 
muscle  twitching  and  weight  loss.  Abrupt  discon- 
tinuance of  Placidyl  following  prolonged  overdos- 
age may  result  in  convulsions  and  delirium. 
Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
patients  receiving  MAO  inhibitors  or  antidepres- 
sants. Caution  should  be  exercised  in  patients 
with  impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
hol, or  who  exhibit  excitement  and  release  of  inhi- 
bition in  association  with  such  agents,  may  also 
react  in  this  way  to  Placidyl.  Rarely,  patients  may 
exhibit  symptoms  suggestive  of  an  unusual  sus- 
ceptibility to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria, 
or  syncope  without  marked  hypotension.  Transient 
giddiness  or  ataxia  may  occur. 

Adverse  Reactions— Hypotension,  nausea  or  vom- 
iting, gastric  upset,  aftertaste,  blurring  of  vision, 
dizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
Placidyl  administration.  Mild  "hangover"  and  symp- 
toms of  mild  excitation  have  occurred  in  some 
patients.  There  have  been  rare  reports  of  cholestatic 
jaundice  occurring  in  patients  taking  ethchlorvynol. 
A few  cases  of  thrombocytopenia  have  been  re- 
ported in  patients  receiving  ethchlorvynol.  302430R 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 

high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
| aagainst  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


prescribing,  please  consult  complete  product 
ation,  a summary  of  which  follows: 
ions:  Chronic  urinary  tract  infections  (primarily 
ephritis,  pyelitis  and  cystitis)  due  to  susceptible 
;ms  (usually  E.  coli,  Klebsiella-Enterobacter, 

5 mirabilis,  and,  less  frequently,  indole-positive 
; species). 

he  increasing  frequency  of  resistant  organisms 
le  usefulness  of  antibacterials,  especially  in 
: and  recurrent  urinary  tract  infections, 
indications:  Hypersensitivity  to  trimethoprim 
>namides;  pregnancy;  nursing  mothers, 
gs:  Deaths  from  hypersensitivity  reactions, 
ocytosis,  aplastic  anemia  and  other  blood  dys- 
have  been  associated  with  sulfonamides.  Expe- 
vith  trimethoprim  is  much  more  limited  but 
>nal  interference  with  hematopoiesis  has  been 
d as  well  as  an  increased  incidence  of  throm- 
a in  elderly  patients  on  diuretics,  primarily 
?s.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
gns  of  serious  blood  disorders.  Frequent  CBC's 
)tnmended;  therapy  should  be  discontinued 
ificantly  reduced  count  of  any  formed  blood 
t is  noted.  Data  are  insufficient  to  recommend 
ifants  and  children  under  12. 
tions:  Use  cautiously  in  patients  with  impaired 
■ hepatic  function,  possible  folate  deficiency, 
ar  bronchial  asthma;  and  in  thosewith  glucose- 
)hate  dehydrogenase  deficiency,  where  he- 
may  occur.  During  therapy,  maintain  adequate 
Jake  and  perform  frequent  urinalyses,  with 
■microscopic  examination,  and  renal  function 
Particularly  where  there  is  impaired  renal 

In. 

Ife  Reactions:  All  major  reactions  to  sulfona- 
Rnd  trimethoprim  are  included,  even  if  not 
Id  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
Iplastic  anemia,  megaloblastic  anemia,  throm- 
|p,  leukopenia,  hemolytic  anemia,  purpura, 
itathrombinemia  and  methemoglobinemia. 

I,  reactions:  Erythema  multiforme,  Stevens- 
jjn  syndrome,  generalized  skin  eruptions,  epider- 
I rolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization, arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml / min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


ROCHi: 


Each  tablet  contains  80  mg  tri 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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This  psychoneurotif 

often  respond; 

1 

medication;  abrupt  withdraws  ( 

be  associated  with  temporary  ii  j 
crease  in  frequency  and/or  sev< 
of  seizures.  Advise  against  sinv 
taneous  ingestion  of  alcohol  an 
other  CNS  depressants.  Withdr 
symptoms  (similar  to  those  wit 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  disc 
tinuance  (convulsions,  tremor, 
dominal  andmusclecramps,  von 
and  sweating).  Keep  addiction-; 
individuals  under  careful  sum 
lance  because  of  their  predispo 
to  habituation  and  dependence, 
pregnancy,  lactation  or  women 
childbearing  age,  weigh  potentu 
benefit  against  possible  hazard 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation  ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


I V hen  you  determine  that  the 
rpressive  symptoms  are  associated 
; th  or  secondary  to  predominant 
udety  in  the  psychoneurotic 
pdent,  consider  Valium  (diazepam) 
addition  to  reassurance  and 
inseling,  for  the  psychotherapeutic 
3port  it  provides.  As  anxiety  is 
ieved,  the  depressive  symptoms 
erable  to  it  are  also  often  relieved 
reduced. 

The  beneficial  effect  of  Valium  is 
i tally  pronounced  and  rapid, 
iprovement  generally  becomes 
■ dent  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


ymptom  complex 

i Valium  (diazepam) 


Ihcautions:  If  combined  with 
Ihychotropics  or  anticonvul- 
Lonsider  carefully  pharma- 
|3>f  agents  employed ; drugs 
phenothiazines,  narcotics, 
races,  MAO  inhibitors  and 
itidepressants  may  poten- 
action.  Usual  precautions 
;d  in  patients  severely  de- 
j,  or  with  latent  depression, 

• suicidal  tendencies.  Observe 
1 ’ecautions  in  impaired  renal 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ; should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium* 

(diazepam) 


2-mg,  5-mg,  io-mg  tablets 


The  Rx  that  says 

“ “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedall 
minor  dosage  adjustments  are  usually  all  that's  neec|»s 
produce  the  desired  degree  of  sedation.  (With  3 dos;» 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively 
cumulative  action:begins  to  work  within  30  minute 
because  of  its  intermediate  rate  of  metabolism,  gene 
neither  a “roller-coaster’’  nor  a “hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  Bf 

costs  less  than  half  as  much  as  most  commonly  pres 
sedative  tranquilizers*  ■ 

These  are  four  good  reasons  for  prescribing  BUTISC  i 
Sodium  for  the  many  patients  who  need  to  have  the  L 
just  a little  slower.  Its  gentle  daytime  sedative  action  i 
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MESSAGE 
FROM  THE 
PRESIDENT 


"Federal  Intervention— Where  Will  It  Stop— 

Or  Will  It?" 

ORGANIZED  medicine  has  been  on  the  battle  front  for  a long  time,  and  quite 
frankly,  the  future  appears  more  bleak  to  me  than  ever  before.  Politicians 
continue  to  ridicule  the  high  cost  of  medical  care,  and  then  they  vote  for 
more  and  more  federally-sponsored  health  programs;  every  one  of  them  increasing 
the  cost  of  medical  care,  not  decreasing  it.  Medicare  has  far  exceeded  the  original 
cost  estimated  by  the  federal  government,  and  co-insurance  premiums  have  ap- 
proximately doubled  in  that  short  time.  Such  efforts  are  being  made  to  decrease 
expenditures  that  services  for  those  who  need  care  the  most  are  being  cut.  Medi- 
caid has  so  many  inequities  and  unreasonable  administrative  considerations  to 
deserve  a forthcoming  article  all  its  own.  Along  came  neighborhood  health  centers, 
OEO  centers,  and  so  forth,  all  costing  the  taxpayer  an  amount  more  than  double 
what  the  same  service  would  cost  provided  by  a private  physician  on  a fee-for-serv- 
ice  basis.  And  bear  in  mind,  these  are  HEW  statistics — not  ours!  According  to 
some  estimates,  even  the  pre-paid  capitation  plans  are  costing  approximately 
double  that  of  private  physicians.  Catastrophic  coverage  is  needed  and  cannot 
survive  as  a free-standing  insurance  program  because  of  the  nature  of  such  illnesses. 
If  the  federal  government  really  wishes  to  help  the  American  people,  why  not 
subsidize  a catastrophic  illness  program,  help  those  who  need  help,  and  allow  free 
enterprise  to  do  the  rest? 

It  would  seem  no  one  ever  learns  a lesson — now  we  have  PSRO,  more  HMO’s 
skimming  off  the  low-risk  patients,  a national  health  insurance  proposal  by  vir- 
tually every  organization  and  Presidential  hopeful,  and  all  of  them  will  add  to 
the  cost  of  medical  care — not  a single  one  in  my  opinion  will  decrease  costs — and 
at  the  same  time,  freedom  of  the  individual  and  the  free  enterprise  system  are 
being  constantly  eroded  and  chipped  away. 

I am  very  much  concerned  that  in  the  immediate  future,  we  may  have  a system 
of  medical  care  which  no  one  will  want — but  by  then,  perhaps  it  will  be  too  late. 
I seriously  question  whether  the  American  people  really  understand  and  fully 
appreciate  the  system  of  care  we  presently  have;  and  I further  believe  that  if  they 
understood  the  shortcomings  and  higher  cost  of  federally-sponsored  health  pro- 
grams, that  the  vast  majority  would  oppose  the  trend  we  see  today.  Physicians 
have  traditionally  fought  their  own  battle  only  to  be  accused  of  being  prejudiced 
and  biased.  Maybe  we  are,  but  I surely  wish  we  could  somehow  cause  the 
public  to  become  interested  in  all  the  facts.  I am  confident  the  vast  majority  would 
express  preference  for  our  present  system  with  few  changes;  then,  and  perhaps 
only  then,  would  we  be  able  to  “win  the  war.” 


FRED  C.  RAINEY,  M.D. 


KENTUCKY  FOUNDATION  FOR  MEDICAL  CARE 


KPRO 

Kentucky  Professional  Review  Organization 


At  its  meeting  on  April  11,  1974,  the  KMA 
Board  of  Trustees  voted  to  establish  a 
free-standing  statewide  peer  review 
organization  to  be  known  as  the  Kentucky  Peer 
Review  Organization.  This  action  resulted 
from  an  explanation  of  how  KPRO  would  be 
organized  and  operated  to  meet  all  require- 
ments of  Professional  Standards  Review  Or- 
ganization’s legislation  as  well  as  all  commer- 
cial and  “private”  review  needs,  on  the  pro- 
fession’s terms.  The  Board  also  voted  to  make 
application  to  the  federal  government  for  a 
planning  grant  for  the  proposed  review  efforts. 

Rationale 

The  Rationale  for  creating  a formal  peer 
review  organization  hinges  on  four  points: 

(1)  That  KMA  and  subsidiary  components 
have  achieved  affirmative  peer  review 
experience  in  operating  a statewide 
medical  care  evaluation  mechanism. 

(2)  That  social,  geographical,  economical, 
demographic,  and  traditional  considera- 
tions indicated  that  a review  mechanism 
can  operate  effectively  when  conducted 
in  a regionalized  form  (KMA  Trustee 
Districts)  but  administered  centrally. 

(3)  That  the  review  mechanism  thus  de- 
scribed should  be  opened  to  all  doctors 
of  medicine  and  osteopathy  in  the  state 
and  otherwise  meet  the  requirements  of 
PSRO  as  stipulated  in  Public  Law  92- 
603. 

(4)  That  the  review  mechanism  should  be 
“free-standing”  and  make  professional 
services  available  to  any  party  which 
contracts  for  such  services. 

KPRO  constitutes  a more  detailed  version 
of  the  initial  implementation  proposal  de- 


veloped by  the  Kentucky  Foundation  for  Med- 
ical Care  and  is  an  extension  of  that  plan. 
The  establishment  of  KPRO  is  proposed  be- 
cause the  Kentucky  Foundation  for  Medical 
Care  does  not  meet  all  PSRO  requirements, 
notably  that  it  is  not  open  for  membership 
to  all  physicians  and  osteopaths  with  no  re- 
strictions. In  addition,  the  KPRO  concept 
would  fulfill  the  moral  responsibility,  indicated 
by  opposition  to  PSRO,  to  perform  profes- 
sional peer  review  rather  than  PSRO.  It  would 
satisfy  all  PSRO  requirements  but  would  allow 
more  control  by  the  profession  of  review  ac- 
tivities than  would  be  possible  with  PSRO.  The 
government  would  be  encouraged  to  contract 
with  KPRO  to  perform  PSRO  functions  but 
PSRO  would  be  done  only  on  the  same  terms 
that  would  apply  to  all  other  contracted  re- 
view. This  proposal  is  suggested  as  a compro- 
mise between  the  need  to  accomplish  formal- 
ized, statewide  review  and  the  objectionable 
or  questionable  portions  of  PSRO. 

KPRO  Organization 

KPRO  will  be  organized  in  much  the  same 
manner  as  stated  in  the  original  KFMC  im- 
plementation proposal.  The  incorporators  of 
the  organization  will  be  members  of  the  KMA 
Board  of  Trustees  who  would  serve  until  an 
initial  KPRO  Board  of  Directors  was  elected. 
The  Board  of  Directors  of  the  corporation  will 
be  composed  of  members  elected  from  each  of 
the  existing  KMA  Trustee  Districts,  one  non- 
KMA  physician,  an  osteopath  and  four  other 
non-members. 

This  Board  would  have  the  authority  to  em- 
ploy administrative  staff  and  appoint  various 
physician  committees  to  oversee  aspects  of  the 
program.  The  utilization  review  committee  of 
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each  hospital  would  be  the  focal  point  for  re- 
view operations  and  would  perform  all  primary 
peer  review.  It  would  also  nominate  and  mon- 
itor the  activities  of  physician  advisors  in  each 
hospital  and  the  physician  advisors  would,  in 
turn,  supervise  local  program  coordinators. 

KPRO  Operations  and  Functions 

A system  of  concurrent,  in-house  review 
would  be  applied  to  patients  eligible  for  KPRO 
peer  review  activities.  KPRO  review  would  be 
applicable  to  beneficiaries  of  those  programs 
who  have  contracted  with  KPRO,  to  include 
but  not  be  limited  to,  those  eligible  under 
PSRO.  All  patients  in  such  contracted  pro- 
grams will  be  reviewed  by  KPRO. 

KPRO  would  rely  on  seven  basic  operation- 
al principles: 

1.  All  elements  of  health  care  must  partici- 
pate— especially  physicians. 

2.  The  actual  review  of  medical  services 
must  be  conducted  by  physicians. 

3.  The  system  would  utilize  “on-site,  con- 
current” review. 

4.  Local  program  coordinators  would  be 
used  to  collect  data  but  would  not  par- 
ticipate in  the  rendering  of  medical  serv- 
ices and  would  make  no  medical  judg- 
ments. 

5.  Physician  advisors  would  supervise  the 
activities  of  the  local  coordinators  and 


Five  Trustee  Districts  Hold 
Annual  Meeting  for  1974 

Four  Trustee  Districts  have  recently  held  annual 
meetings.  The  First  District,  meeting  in  Paducah  on 
April  24,  heard  David  A.  Hull,  M.D.,  Lexington, 
President  of  the  Kentucky  Foundation  for  Medical 
[ Care,  speak  on  the  status  of  PSRO,  according  to 
District  Trustee,  W.  Eugene  Sloan,  M.D.,  Paducah. 

The  Second  District  met  on  April  25  in  Henderson 
; and  the  featured  speaker  was  KMA  President,  Fred 
C.  Rainey,  M.D.,  Elizabethtown,  according  to  Charles 
' C.  Kissinger,  M.D.,  Henderson,  Trustee. 

Meeting  in  Lexington  on  May  2,  the  Ninth  District 
heard  Jamie  Jacobs,  M.D.,  Lexington,  according  to 
James  L.  Ferrell,  M.D.,  Trustee.  The  Seventh  District 
met  on  May  8 in  Frankfort  and  featured  presenta- 
tions by  Doctor  Rainey  and  KMA  President-Elect, 
Hoyt  D.  Gardner,  M.D.,  Louisville,  according  to 
John  P.  Stewart,  M.D,  Frankfort,  District  Trustee. 

Scheduled  to  meet  on  May  23  is  the  Fourteenth 
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provide  on-the-spot  review  decisions  and 
would  be  selected  by  the  KPRO  and  the 
individual  hospital  staffs.  The  advisors 
would  be  reimbursed  by  KPRO  for  their 
services. 

6.  The  review  of  patient  care,  covered  by 
participating  third  parties,  would  be  all 
inclusive. 

7.  All  decisions  of  this  peer  review  process 
would  be  final  as  far  as  participating 
third  parties  are  concerned.  The  program 
would  include  an  appeal  mechanism  and 
no  retroactive  denial  of  payment  by  par- 
ticipating third  parties  would  be  per- 
mitted. 

Conclusion 

With  the  impending  establishment  of  na- 
tional health  insurance  and  other  political- 
social  movements,  medical  organizations  must 
create  involvement  in  depth  if  they  are  to  re- 
main or  become  viable  forces  in  future  years. 
Proven  patient  care  modes,  the  independence 
of  medical  practice,  and  the  guaranteed  pro- 
fessional supervision  of  health  programs  can  be 
maintained  only  through  active  participation  by 
individual  physicians  and  by  groups  of  phy- 
sicians. KPRO  is  intended  to  prove  the  pro- 
fession’s commitment  to  self-supervised  med- 
ical care  appraisal  on  the  profession’s  own 
terms  and  would  not  sacrifice  independent 
judgment  to  bureaucratic  administration. 


Trustee  District.  A scientific  program  is  being  plan- 
ned for  the  meeting  to  be  held  at  the  Green  Meadow 
Country  Club  in  Pikeville,  according  to  Trustee, 
Ballard  W.  Cassady,  M.D..  Pikeville. 


PRIME  LOCATION — MODERN 
PHYSICIAN’S  OFFICE 

Skyway  Bldg. — Hikes  Ln.  & Bardstown  Rd. 
Opposite  two  new  giant  shopping  centers 
Ideal  for  1 M.D.,  can  be  enlarged  for  2. 

Ground  floor — plenty  “At  the  Door” 
parking. 

AVAILABLE  NOW- 
PHONE  (502)  458-4303 
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MATERNAL  MORTALITY 


From  the  Files  of  the  KMA  Maternal 
Mortality  Study  Committee 


Case  11-71:  This  19-year-old,  married  white,  gravida 
I,  para  0 was  under  the  care  of  a private  physician. 
Her  LMP  was  11/27/70  thus  her  EDD  was  9/3/71. 
She  was  seen  initially  on  2/1/71.  She  weighed  136 
lbs  and  had  normal  physical  findings  on  examination. 
She  was  seen  regularly,  having  seven  additional  pre- 
natal visits,  the  last  on  9/2/71.  Her  total  weight  gain 
was  1 8 lbs.  She  was  Rh  negative,  blood  pressure 
was  normal,  and  the  urinalysis  was  negative. 

Labor  began  spontaneously  at  4:30  a.m.,  9/13/71. 
She  was  admitted  to  the  hospital  at  7:30  a.m.,  having 
contractions  every  five  to  seven  minutes  lasting 
45-60  seconds,  described  as  fairly  hard.  Her  tem- 
perature was  98,  BP  136/90,  blood  count  13.8  Hgb; 
fetal  heart  tones  were  good,  140/minute.  Rectal 
examination  was  performed  and  the  cervix  was 
thought  to  be  completely  dilated;  the  station  described 
as  low.  She  received  50  mg  Demerol,  25  mg  Phener- 
gan  IM  at  7:50  a.m.  and  her  physician  was  notified. 
She  had  some  bloody  show  at  9 a.m.,  rectal  examin- 
ation revealed  the  presenting  part  lower,  the  cervix 
completely  dilated. 

At  9:50  a.m.  complete  dilation  of  the  cervix  was 
confirmed.  She  stated  she  had  the  desire  to  push 
with  the  contractions.  At  11:30  a.m.  some  perineal 
pressure  was  noted.  She  received  50  mg  Demerol,  25 
mg  Phenergan  IM.  At  1:10  p.m.  the  contractions 
were  occurring  every  two  to  three  minutes  lasting 
45-60  seconds. 

Her  BP  was  140/80  at  5 p.m.,  when  she  com- 
plained of  backache  with  the  contractions.  Dilation 
of  the  cervix  was  noted  to  be  7 cm.  She  received  50 
mg  Demerol,  25  mg  Phenergan  after  which  she  was 
able  to  doze  between  contractions. 

At  10  a.m.  on  9/14/71,  she  was  sent  to  x-ray  for 
pelvimetry.  The  pelvis  was  reported  adequate  in  all 
diameters  and  there  was  no  molding  of  the  fetal 
skull.  The  occiput  was  transverse,  engaged  in  the 
pelvis.  She  received  Trilene  with  her  contractions, 
the  dilation  remained  7 cm,  the  FHTs  were  good  in 
the  RLQ  and  the  membranes  were  bulging. 

She  received  50  mg  of  Demerol,  25  mg  Phenergan 
at  midnight  after  which  she  began  having  irregular 
contractions.  The  patient  slept  between  contractions. 
At  6:40  a.m.  on  the  15th  she  had  only  a rim  of 
cervix  remaining,  temperature  was  99,  BP  150/78, 
FHT  good  volume  and  regular.  Her  physician  ex- 
amined her  at  9:45  a.m.  and  ordered  Pitocin  0.1  cc 
sub  q and  IV  fluids  were  started.  Her  membranes 


— Edited  by  John  W.  Greene,  Jr.,  M.D. 


were  ruptured  and  she  was  encouraged  to  push  with 
contractions.  She  was  moved  to  the  delivery  room  at 
10:30  a.m.  and  received  “whiffs  of  chloroform  with 
oxygen.”  She  received  0.1  cc  Pitocin  deep  sub  q at 
11  a.m.  She  was  delivered  of  an  8 lb.  HVz  oz.  male  at 
11:37  a.m.  as  an  occiput  posterior  by  forceps  with 
RML  episiotomy.  The  infant’s  color  initially  was 
poor;  oxygen  was  administered  by  mask  and  he  im- 
proved. Cord  blood  was  obtained  and  sent  to  the 
lab.  The  placenta  was  expressed  intact.  She  sustained 
what  was  described  as  1.0  degrees  lacerations.  She 
received  Ergotrate  IV.  At  1:20  p.m.  her  BP  was 
130/90,  the  fundus  was  firm  and  the  lochia  normal. 
Another  1000  cc  D-5-W  was  given.  She  voided 
spontaneously. 

Her  temperature  was  normal  on  the  16th.  Her 
episiotomy  was  tender  and  swollen;  she  received 
medication  and  a heat  light  for  this.  She  had  no 
problem  until  a shaking  chill  and  nausea  around 
11:50  a.m.  on  the  17th.  Temperature  was  100.2, 
pulse  152,  R 28,  BP  120/80.  She  complained  of  a 
headache.  An  attempt  was  made  to  notify  her  physi- 
cian, however  his  phone  was  out  of  order.  Bicillin 
2 cc  stat  was  ordered,  then  Lincocin  2 cc  IM,  then 
500  mg  orally  q 6 hrs.  A midstream  urinalysis  was 
ordered.  It  revealed  4+  alb,  2+  bacteria,  2030  WBC, 
and  loaded  with  RBC,  no  sugar  or  acetone.  Blood 
pressure  was  118/70,  pulse  was  rapid  at  140.  On  the 
18th  her  temperature  was  100.8  and  the  pulse  152. 
She  complained  of  a headache. 

She  was  still  febrile  on  the  19th,  100.6,  pulse  100 
and  still  complained  of  headache  in  addition  to  pain 
in  the  right  groin  that  radiated  to  her  back.  Her 
temperature  was  101.8,  pulse  120.  She  was  given 
Darvon  compound  65  mg. 

On  the  20th  her  temperature  was  normal,  Hgb. 
11.9,  WBC  29,000,  9 stab,  80  seg,  8 lymps.  She  still 
complained  of  headache.  She  refused  her  breakfast, 
was  nauseated  and  around  8:45  a.m.  vomited  ap- 
proximately 480  cc  brown  liquid  and  had  incoherent 
speech,  pulse  was  88,  respirations  20,  blood  pressure 
120/78.  She  continued  to  complain  of  a headache. 
Hematuria  was  noted  when  the  patient  involuntarily 
voided.  Her  pulse  was  150,  blood  pressure  at  1:15 
p.m.  160/?.  Her  eyes  rotated  to  her  left  side.  Her 
physician  examined  her  at  1:45  p.m.,  and  had  her 
transferred  to  a medical  center. 

On  arrival  in  the  emergency  room  she  was  coma- 
tose, unresponsive  to  all  but  deep  pain  stimuli.  Her 
skin  was  clear  without  evidence  of  ecchymosis,  her 
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neck  was  supple.  The  chest  was  clear.  Examination 
of  the  heart  revealed  the  rate  regular  at  104,  no 
murmurs.  Blood  pressure  was  150/90. 

The  abdomen  was  obese  and  soft.  The  uterus  was 
palpable,  but  no  other  masses  were  felt.  Pelvic  ex- 
amination revealed  a foul  smelling  lochia  and  a 
broken  down  episiotomy. 

Neurologic  examination  revealed  sharp  disc  mar- 
gins without  hemorrhages  or  exudates.  The  eyes 
were  deviated  to  the  left  with  very  poor  doll’s  head 
response.  The  ciliospinal  reflex  was  present  bilateral- 
ly. Pupils  were  small  and  not  reactive  to  light.  There 
was  some  spontaneous  vertical  nystagmus.  Corneal 
reflexes  were  depressed  bilaterally.  Gag  reflex  was 
depressed  but  present.  The  tongue  was  midline.  The 
neck  was  deviated  to  the  left  and  there  were  more 
spontaneous  movements  of  the  left  side  than  of  the 
right.  Deep  tendon  reflexes  were  slightly  hyperactive 
on  the  right  side  and  normal  on  the  left.  A right- 
sided Babinski  was  present.  There  was  no  Hoffmann’s 
sign.  Abdominal  reflexes  were  absent.  The  patient 
responded  by  withdrawal  to  deep  pain  stimuli,  but 
there  was  no  response  to  pinprick. 

The  patient  was  taken  from  the  emergency  room 
to  the  x-ray  department  where  bilateral  carotid  angi- 
ograms were  done.  These  revealed  marked  spasm  of 
all  the  intracerebral  vessels  with  thrombosis  of  the 
venous  sinuses  and  cerebral  veins.  A lumbar  puncture 
done  immediately  after  the  angiography  showed  clear 
fluid  with  an  opening  pressure  of  380,  closing  pres- 
sure of  207.  The  fluid  was  slightly  xanthochromic 
with  15  red  cells,  57  white  cells  of  which  90%  were 
polys.  Cerebrospinal  fluid  protein  was  60  and  glucose 
was  100. 

Other  pertinent  laboratory  data  obtained  over  the 
next  several  hours  showed  a sodium  of  125,  potassium 
3.8,  carbon  dioxide,  16,  and  chloride  of  87.  Platelets 
were  61,500,  BUN  94,  white  count  16,500  with  a 
marked  left  shift,  hemoglobin  of  12.3,  hematocrit  of 
35.9%.  Prothrombin  time  was  15.8  with  a control 
of  11.3  seconds. 

The  patient  had  a nasotracheal  tube  inserted  and 
was  placed  on  a respirator  with  room  air  after  blood 
gases  revealed  a pH  of  7.44,  P02  of  66,  PC02  of  20. 
Shortly  after  admission  the  patient  began  to  show 
evidence  of  further  bleeding  tendencies  with  epistaxis 
around  the  nasotracheal  tube  and  bleeding  from  sites 
of  vena  punctures.  She  was  seen  in  consultation  by  the 
renal  group,  and  by  another  consultant  for  the  co- 
agulopathy. A sternal  bone  marrow  aspiration  done 
shortly  after  midnight  was  consistent  with  diagnosis 
of  thrombocytopenic,  thrombohemolytic  purpura. 
Peripheral  blood  smear  also  substantiated  this  diag- 
nosis. Shortly  after  midnight  the  patient  resumed 
seizuring  and  was  treated  with  IV  Dilantin  and 
Valium.  Her  condition  continued  to  deteriorate  over 
the  next  two  hours  with  no  evidence  of  any  urine 
output,  with  progressive  signs  of  central  nervous  sys- 
tem deterioration,  and  with  progressive  cutaneous 
and  mucous  membrane  bleeding.  The  patient  became 
hypotensive  and  had  a cardiorespiratory  arrest  at  2 

!a.m.  on  9/21/71.  Resuscitative  measures  were  con- 
ducted and  the  patient  was  pronounced  dead  at 
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2:10  a.m.  on  9/21/71.  Permission  for  autopsy  was 
obtained. 

Final  Diagnosis 

1.  Progressive  disseminated  intravascular  coagula- 
tion, i.e.  with  thrombohemolytic,  thrombocytopenic 
purpura. 

2.  Cortical  vein  thrombosis  and  dural  sinus  throm- 
bosis. 

3.  Acute  renal  failure. 

Comments 

The  Maternal  Mortality  Committee  classified  this 
death  as  a direct  obstetrical,  preventable  one.  It  is 
felt  that  she  was  allowed  to  be  in  labor  far  too  long. 
The  history  as  given  is  not  quite  accurate.  In  one 
place  she  is  described  as  completely  dilated,  then 
later  on  said  to  be  only  7 cms.  This  patient  should 
have  been  treated  far  more  vigorously  as  to  her  care 
during  labor.  She  should  have  received  active  treat- 
ment of  an  inert  labor  and  delivery  effected  much 
earlier  than  was  done.  The  dehydration  which  she 
had  would  certainly  predispose  her  to  thrombosis 
which  did  occur  in  this  situation.  It  is  felt  that  she 
might  also  have  had  a septic  pelvic  vein  thrombosis 
that  caused  her  fever  and  deterioration.  This  is  indeed 
an  unfortunate  situation. 


Ecology  Booklet  Available 

A new  booklet  describing  various  adverse  effects 
that  the  pollution  of  the  environment  has  on  human 
beings  and  their  health  is  available  free  from  the 
Office  of  Public  Affairs,  Dept.  MED,  U.S.  Environ- 
mental Protection  Agency,  Washington,  D.C.  20460. 
The  booklet  is  entitled  “Health  Effects  of  Environ- 
mental Pollution.” 


PHYSICIANS 

Private  practice  (solo,  partnerships, 
groups)  opportunities  exist  in  several 
communities  within  the  state  of  Kentucky 
(Morganfield,  Mayfield,  Bowling  Green, 
and  Frankfort).  As  a public  service  to 
these  communities,  we  are  performing  a 
free,  no  obligation,  service  acting  as  a 
liaison  between  physicians  interested  in 
practice  opportunities  and  communities 
in  need  of  their  services.  These  commu- 
nities have  modern,  JCAH  approved  hos- 
pitals, modem  offices,  and  recognized 
needs  for  additional  physicians. 

For  details  call  collect  615-327-9551 
or  write  with  C.V.  to: 

E.  /.  Ryan,  Jr.,  Corporate  Director, 
Medical  Relations 
Hospital  Corporation  of  America 
One  Park  Plaza 
Nashville,  Tennessee  37203 
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Doctor!  This  is  Your  Own  Plan 
ENDORSED  BY  THE 

Kentucky  Medical 
Association 


for  the  leasing  of 
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Medical,  Surgical  & Laboratory 
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and  Office  Furnishings. 

13  YEARS  EXPERIENCE 
IN  THIS  FIELD 

General  Leasing 

CORPORATION 

121  Bauer  Ave.  St.  Matthews 

(502)  896-0383 
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NEW ! Patient  Therapy  Packs 

Because  many  patients  tend  to 
stop  treatment  prematurely,  the 
full  course  of  b.i.d.  therapy  is 
now  specially  packaged  to 
encourage  patients  to  complete 
the  full  course  of  therapy. 

CANDEPTIN  Vaginal  Ointment 
Therapy  Pack—  two  75  gm.  tubes 
CANDEPTIN  Vagelettes 
Therapy  Pack— IS  vaginal  capsules 
CANDEPTIN  Vaginal  Tablet 
Therapy  Pack— IS  vaginal  tablets 


Brief  Summary 

Description:  Candeptin  (Candicidin)  Vaginal 
Ointment  contains  a dispersion  of  Candicidin 
powder  equivalent  to  0.6  mg.  per  gm.  or  0.06% 
Candicidin  activity  in  U.S.P.  petrolatum.  3 mg. 
of  Candicidin  is  contained  in  5 gm.  of  oint- 
ment or  one  applicatorful.  Candeptin  Vaginal 
Tablets  contain  Candicidin  powder  equivalent 
to  3 mg.  (0.3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vagelettes  Vaginal  Capsules 
contain  3 mg.  of  Candicidin  activity  dispersed 
in  5 gm.  U.S.P  petrolatum. 

Action:  C andeptin  Vaginal  Ointment,  Vaginal 
Tablets,  and  Vagelettes  Vaginal  Capsules 
possess  anti-monilial  activity. 

Indications:  Vaginitis  due  to  Candida  albicans 
and  other  Candida  species. 

Contraindications:  Contraindicated  for  pa-  | 
tients  known  to  be  sensitive  to  any  of  its  com- 
ponents. During  pregnancy  manual  Tablet  or 
Vagelettes  Capsule  insertion  may  be  pre- 
ferred since  the  use  of  the  ointment  applicator 
or  tablet  inserter  may  be  contraindicated. 
Caution:  During  treatment  it  is  recommended 
that  the  patient  refrain  from  sexual  inter- 
course or  the  husband  wear  a condom  to 
avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of  sensiti- 
zation or  temporary  irritation  with  Candeptin 
Vaginal  Ointment,  Vaginal  Tablets  or 
Vagelettes  Vaginal  Capsules  have  been  ex- 
tremely rare. 

Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vagelettes  Vaginal  Capsule  is  in- 
serted high  in  the  vagina  twice  a day,  in  the 
morning  and  at  bedtime,  for  14  days.  Treat- 
ment may  be  repeated  if  symptoms  persist  or 
reappear. 

Available  Dosage  Forms:  Candeptin  Vaginal 
Ointment  is  supplied  in  a Patient  Therapy 
Pack,  containing  two  75  gm.  tubes  with  two 
applicators  for  the  full  course  of  treatment. 
Candeptin  Vaginal  Tablets  are  packaged  in 
boxes  of  28,  in  foil  with  inserter  — enough 
for  a full  course  of  treatment.  Candeptin 
Vagelettes  Vaginal  Capsules  are  packaged  in 
a Patient  Therapy  Pack,  containing 
28  Candeptin  Vagelettes  Vaginal  Capsules 
(2  boxes  of  14),  for  the  full  course  of  treat- 
ment. Store  under  refrigeration  to  insure  full 
potency. 

Federal  law  prohibits  dispensing  without  pre- 
scription. 

References: 

I.  Melges,  F J.:  Obstet.  Gynecol.  24: 921,  Dec. 
1964.  2.  Cameron,  P.  F.:  Practitioner  202: 695, 
May  1969.  3.  Olsen,  J.  R.:  Journal-Lancet  85: 
287,  July  1965.  4.  Giorlando,  S.  W.:  OB/GYN 
Digest  13: 32,  Sept.  1971.  5.  Decker,  A.:  Case 
Reports  on  file,  Medical  Department,  Julius 
Schmid.  6.  Friedel,  H.  J.:  Md.  State  Med.  J. 
15: 36,  Feb.  1966.  7.  Roberts,  C.  L.  and  Sulli- 
van, J.  J.:  Calif.  Med.  103: 1 09,  Aug.  1965. 8.  Gior- 
lando, S.  W.,  Torres,  J.  F.  and  Muscillo,  G.:  Am. 

J.  Obstet.  Gynecol.  90: 370,  Oct.  1,  1964. 

9.  Abruzzi,  W.  A.:  Western  Med.  5:62,  Feb. 
1964. 

Innovators  in  candicidin  therapy 
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Oandeptin 

(candicidin) 

The  highly  effective 
monilia-cide  with 
high  cure  rates 
proved  clinically. 


■ the  only  candicidin  available  in  three  dosage  forms 
for  complete  therapeutic  flexibility— even  for  adoles- 
cent and  gravid  patients. 

■ Symptomatic  relief  in  many  patients  as  early  as 
48-72  hours1'3;  usually  cures  in  a single  14-day  course 
of  therapy. 

■ Exact  dosage  assured  when  used  as  directed. 

■ High  patient  acceptability , easy  to  use  in  all  forms; 
helps  keep  patients  on  the  full  14-day  regimen  — 
important  in  controlling  recurrences. 

■ Clinically  proved— C ANDEPTIN  Vaginal  Ointment 
and  Vaginal  Tablets  have  more  than  nine  years  of 
clinical  experience. 

■ Sensitivity  and  temporary  irritation  with 
CANDEPTIN  (candicidin)  Vaginal  Ointment,  Vaginal 
Tablets,  and  VAGELETTES  Vaginal  Capsules  have 
been  extremely  rare. 

And  a dosage  form  for  all  your  patients 


VAGELETTES 
Vaginal  Capsules 


Vaginal  Ointment 


Vaginal  Tablets 


Link  in  the  Chain 
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Focus  on  the  Abused  Child 

U A 1 least  700  children  are  killed  every  year  in  this  country  by  their  parents 
or  surrogates.  Child  abuse,  a symptom  of  violence  running  rampant  in 
our  communities,  results  in  social  disorganization  and  disintegration.  This 
generation’s  battered  children,  if  they  survive,  will  be  the  next  generation’s  battering 
parents.”  These  are  the  words  of  Vincent  Fontana,  M.D.,  Director  of  Pediatrics, 
St.  Vincent’s  Hospital  and  Medical  Center  of  New  York,  as  he  addressed  the 
1973  Convention  of  the  AMA  Woman’s  Auxiliary. 

This  year  the  Woman’s  Auxiliary  to  the  KMA  has  emphasized  the  problem  of 
Child  Abuse  and  Neglect.  Our  goals  have  been  to  educate  our  members  about 
the  problem,  then  to  inform  the  community,  and  then  to  undertake  action  programs 
in  relation  to  assessed  needs.  At  every  level  we  have  tried  to  coordinate  and  inte- 
grate our  work  with  that  of  other  professional,  governmental,  and  lay  organizations. 

Mrs.  William  J.  Oldham  of  Owensboro,  who  has  a Master’s  Degree  in  Social 
Work,  has  served  as  the  Chairman  of  our  State  Committee  on  Mental  Health,  and 
she  has  directed  and  coordinated  our  efforts  in  the  area  of  Child  Abuse.  Early  in 
the  year,  she  prepared  an  educational  kit  for  auxiliary  members  and  conducted 
a workshop  at  our  Fall  Board  Meeting.  She  has  also  represented  the  Auxiliary  on 
the  Kentucky  Child  Protective  Services  Committee,  which  functions  as  an  organ- 
ized forum  to  deal  with  child  abuse  and  neglect.  She  continues  to  serve  on  this 
committee,  specifically  to  help  develop  educational  materials  for  statewide  dis- 
tribution. These  materials  are  to  be  designed  so  that  the  lay  people  of  the  Common- 
wealth can  be  at  least  basically  familiar  with  the  problem  and  be  aware  of  the 
laws  as  they  have  to  do  with  reporting  suspected  cases  of  child  abuse. 

Activities  at  the  county  level  have  varied  depending  on  the  size  of  the  auxiliary 
and  the  assessed  need  in  the  community.  Programs  have  been  both  educational 
and  preventive  in  nature.  Local  auxiliaries  have  sponsored  and/or  co-sponsored 
educational  TV  films  and  forums,  newspaper  articles,  and  TV  and  radio  spot 
announcements  to  inform  the  public  of  help  and  services  available.  One  auxiliary 
is  working  toward  incorporating  information  about  child  abuse  into  the  curriculum 
used  at  the  prenatal  clinic.  Auxilians  in  another  county  have  made  informative 
talks  to  high  school  students,  guidance  counselors,  church  groups,  and  girls  clubs. 
Another  auxiliary  is  cooperating  with  other  organizations  in  their  community  to 
raise  funds  for  a badly  needed  shelter  home  where  abused  and  neglected  children 
can  be  cared  for.  And  our  largest  county  auxiliary  co-sponsored  a statewide  Child 
Abuse  Seminar,  and  is  presently  participating  on  a committee  to  plan  lay  volunteer 
programs. 

We  have  but  laid  a good  foundation.  Our  efforts  will  have  to  continue  and 
to  increase  if  we  are  to  help  prevent  and  ameliorate  this  complex  problem.  But 
no  single  group  or  organization  can  do  the  job  alone.  To  further  quote  Doctor 
Fontana,  “Community  and  personal  involvement  by  all  people  will  bring  us  closer 
to  eradicating  this  social  disease.” 

Mrs.  William  Pearson,  President 
Woman’s  Auxiliary  to  the  KMA 
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)ur  skin— the  human  integument 
-covers  us,  defines  us,  protects 
is.  But  skin  is  subject  to  cuts, 
turns,  abrasions.  And  infections. 
Jeosporin  Ointment  fights 
ifection  by  providing  broad 
ntibacterial  action  against  sus- 
eptible  skin  invaders.  It  contains 
ntibiotics  that  are  rarely  used 
ystemically,  reducing  the  risk 
if  sensitization. 


INdlCATlONS:^ferapeuffcal/y^  used  0$  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as^in:  • infected  burns,  skin  grafts,  surgfeal  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  a ny  of  the  com ponents. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


VEOSPORIN  Ointment 


POIYMYXIN  B-BACURACIN-NEOMYCIN) 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vt  oz.  and  %2  oz.  (approx.)  foil  packets. 
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STAGE  3 


STAGE  4 


HOURS  # 1 . 1 A 

begins  within 


STAGE  2 


STAGE  1 


17  minutes,  on  average 

an  initial  benefit  of 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 


Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 
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ge  Time  Required 
Asleep  (4  Studies, 
ijects2'5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories 25 

Using  a 14-night  protocol  involving  eight  insomniac  and 

eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HC1)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?'5 

Dalmane  (flurazepam  HC1) 
induces  and  maintains  sleep, 
with  relative  safety 

me  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
uent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
loted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
i be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

prescribing  Dalmane  (flurazepam  HC1),  please  consult  Complete  Product  Information, 
nary  of  which  follows: 

ions:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
it  nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
lia  or  poor  sleeping  habits:  and  in  acute  or  chronic  medical  situations  requiring  restful 
>ince  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
essary  or  recommended. 

indications:  Known  hypersensitivity  to  flurazepam  HC1. 

gs:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
;ants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
perating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
al  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
3 under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
d on  recommended  doses,  use  caution  in  administering  to 
on-prone  individuals  or  those  who  might  increase  dosage, 
tions:  In  elderly  and  debilitated,  initial  dosage  should  be 
to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia, 
tined  with  other  drugs  having  hypnotic  or  CNS-depressant 
consider  potential  additive  effects.  Employ  usual  precautions 
■nts  who  are  severely  depressed,  or  with  latent  depression  or 
1 tendencies.  Periodic  blood  counts  and  liver  and  kidney 
n tests  are  advised  during  repeated  therapy.  Observe  usual 
tions  in  presence  of  impaired  renal  or  hepatic  function, 
e Reactions:  Dizziness,  drowsiness,  lightheadedness, 
ing,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
iitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
trobably  indicative  of  drug  intolerance  or  overdosage,  have 
ported.  Also  reported  were  headache,  heartburn,  upset 
h.  nausea,  vomiting,  diarrhea,  constipation.  GI  pain,  nervous- 
ilkativeness,  apprehension,  irritability,  weakness,  palpitations, 
ains,  body  and  joint  pains  and  GU  complaints.  There  have 
an  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
lorexia,  euphoria,  depression,  slurred  speech,  confusion, 

■ ness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
lilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
aitement,  stimulation  and  hyperactivity,  have  also  been 
Id  in  rare  instances. 

I : Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
I osage:  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
yatients:  15  mg  initially  until  response  is  determined. 

J d:  Capsules  containing  15  mg  or  30  mg  flurazepam  HC1. 

ItENCES:  1 . Kales  A,  et  al:  Arch  Gen  Psychiatry  23: 226-232,  Sep  1970 

I can  1,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  ol  sleep  and 
isturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
ttion,  Washington  DC,  May  3-7,  1971 

t JD  Jr:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
II  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
snt  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 
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A drug  comp 
of  the  type  I er 
would  fill  a defii  ! 
need  for  the  re 
ingphysiciar 
compendiur 
give  hirr 
informatii^ 
essary  f< 
a drug  intelligently,  and  it  v\  ■ 
do  so  in  a clear,  concise,  cc  355 
venient,  objective  and  bala 
fashion. 

What  a Compendium  Shoul* 
Contain 

I believe  the  compenc 
should  inform  the  doctor  w 
drug  will  do,  when  he  shoul  ^ 
for  what  type  of  patient,  for  :(S 
long,  in  what  dose,  what  be 
his  patient  is  likely  to  obtaii 
risks  involved,  and  cross-re 
with  other  drugs. 

The  information  wouf 
based  on  the  package  insei 
have  the  same  legal  status,  f; 
a complete  compendium  w 
plete  and  current  informati  : 
might  even  eliminate  the  n< 
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A drug  compendium 
preferably  compendia,  sho 
believe,  be  private,  not  fed* 
sponsorship.  They  should  c 
comprehensive  listings  of  c 
available  for  prescribing.  T 
should  be  single,  legibly  pr 
volumes  of  reasonable  size 
dated  quarterly  or  semianr 
and  completely  revised  eve 


.dii 


Function  of  a Compendium 

A compendium  shoul 
nish  the  following  informat 
drugs  in  the  followingordei 
tions  for  use,  side  effects,  < 
drug  reactions,  contraindic 
drug  interactions,  drug  dos 
the  dosage  forms  markets 
prices  should  not  be  indue 
cause  they  vary  so  widely  a 
change  rapidly. 

No  compendium  shoi 
forth  drugs  of  choice  or  dis 
relative  efficacy.  Such  que 
must  be  left  for  the  practic 
sician  to  decide,  whether  o 
basis  of  the  .medical  literat 
own  clinical  experience,  ac 
colleagues,  information  su 
by  manufacturers,  and  so  < 

Nor  should  a compen 
undertake  to  educate  the  d 
how  to  use  drugs.  Rather,  i 
be  a reference  source  desi: 
marily  to  refresh  his  memo 
drugs  he  may  not  use  regu 
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package  insert  in  many  in- 
le  :es.  This  would  constitute  a 
e|  ;antial  saving  for  the  manu- 
ie  rer. 

ia  By  a complete  compendium, 
lot  mean  a volume  of  prohibi- 
ize.  You  don’t  need  a book 
ribing  25,000  products  with 
lormous  amount  of  repetition, 
er,  drugs  should  be  arranged 
ass.  Mutually  applicable  infor- 
an  would  be  provided,  along 
brief  discussions  pinpointing 
'ences  in  specific  drugs  of 
:lass.  Listings  would  be  cross- 
ced  in  a useful  way. 


r Available  Documents  as 
ces  of  Information 

Existing  references  such  as 
and  the  AMA  Drug  Evaluation 
bviously  useful  but  they  are 
mplete.  Either  they  are  not 
^referenced  by  generic  name 

10  not  group  drugs  with  simi- 
laracteristics,  or  they  do  not 

11  the  available  and  legally 
eted  drugs.  And  some  of 

.*  omitted  may  be  very  useful. 


I Id  in  no  way  imply  control  over 
ractitioner’s  prerogatives. 


i Another  Compendium? 

A practicable,  single-volume 
pendium  cannot,  nor  is  it 
ssary  to,  include  all  drugs  on 
market  today.  From  my  prac- 
af  internal  medicine  for  some 
sars,  my  experience  as  a con- 
mt,  and  as  a faculty  member 
ur  or  five  medical  schools,  I 
d estimate  that  a doctor  uses 
30  to  35  drugs  regularly.  The 
l Physicians’  Desk  Reference, 
ientally,  contained  about 

0 entries. 

As  to  whether  there  should  be 
leral  compendium,  in  my  opin- 
as  stated  earlier,  the  answer  is 

1 —there  should  not  be  one.  The 
I'Osal  assumes  that  existing 

i pendia  are  inadequate.  We’re 
sure  of  that  at  all.  Whatever  its 
ejections,  the  present  drug 
■mation  system  in  the  U.S.  is 
i,  multifaceted,  pluralistic  and 
nsive.  Good  compendia  exist, 
ell  as  other  ample  sources  on 
’ therapy,  ranging  from  journal 
ature  through  AMA  Drug  Evalu- 
l to  company  materials.  Not 
hysicians  may  use  such 
ces  as  often  or  as  well  as  they 
ild,  but  that  is  the  fault  of  the 
, not  of  the  sources. 

In  any  event,  rather  than  pro- 


On the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compiling  and  editing  a particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsorand/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


duce  another  book,  it  makes  much* 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Takea  hard  lookatthe  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level —a  most 
dangerous  trend  for  medicine. 

New  Compendium— A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium— or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  fora  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally,  outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies— but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Emergency  Medical  Care— The  Physician's 

Responsibility! 

Jack  K.  Wickstrom,  M.D.* * 

New  Orleans,  Louisiana 


THOSE  phases  of  medicine  which  deal 
with  the  primary  care  of  the  seriously 
ill  and  injured  is  one  of  the  weakest  links 
I in  the  delivery  of  health  care  in  this  coun- 
try.2' 12  The  National  Academy  of  Science,  in 
March  of  1972,  reported  that  a study  of  am- 
bulance equipment  available  in  this  country  re- 
vealed that  20,000  of  the  25,000  ambulances 
were  inadequate  in  type  of  vehicle,  space,  and 
equipment.18  The  Department  of  Transporta- 
tion, in  another  survey,  estimated  that  over 
50%  of  the  nation’s  ambulances  do  not  have 
equipment  specified  as  minimal  standard  by 
the  American  College  of  Surgeons  Committee 
on  Trauma.  A recent  HEW  survey  revealed 
that  5%  of  the  nation’s  ambulance  attendants 
had  no  training  in  first  aid  and  that  64%  of 
the  attendants  had  only  completed  the  equiva- 
lent of  an  advanced  first  aid  course,  and  that 
only  5%  of  all  ambulance  attendants  “meas- 
ured up”  to  the  more  stringent  requirements 
sought  by  the  federal  government. 

The  control  and  dispatching  of  ambulances 
in  most  communities  is  haphazard  and  ill- 
planned.15  The  HEW  survey  found  that  once 
an  ambulance  had  arrived  at  the  scene  and  the 
patients  were  on  their  way  to  the  hospital,  40% 
received  no  emergency  care  en  route  to  the 
hospital  and  were  unsupervised  during  the  trip. 
Less  than  7%  of  the  nation’s  ambulances  were 


t Presented  at  the  1973  KMA  Annual  Meeting, 
September  18,  Louisville 

*Professor  and  Chairman,  Division  of  Orthopaedic 
Surgery,  Tulane  University  School  of  Medicine,  New 
Orleans 


found  to  have  adequate  communication  which 
would  allow  contact  with  a hospital  and  per- 
mit physicians  in  the  hospital  to  prepare  for 
the  patient  or  to  monitor  the  patient’s  vital 
signs.6 

To  compound  the  deficiencies,  it  has  been 
found  that  half  the  nation's  hospitals  do  not 
have  basic  necessities  which  would  make  them 
capable  of  offering  adequate  emergency  care. 
An  American  Hospital  Association  survey 
showed  that  only  17%  of  the  hospitals  with 
emergency  departments  are  staffed  by  a doc- 
tor on  duty  24  hours  a day.2-  9 This  is  in  spite 
of  the  sound  recommendations  made  by  the 
American  College  of  Surgeons  that  emergency 
departments  make  available  a physician  to  see 
patients  within  15  minutes  of  their  admission 
and  that  emergency  departments  be  kept  open 
and  staffed  24  hours  per  day. 

If  such  deficiencies  exist  within  the  frame- 
work of  modern  American  medical  care,  whose 
responsibility  is  it  to  correct  these  deficiencies, 
and  by  what  means  can  they  be  corrected? 

It  appears  to  us  that  the  primary  responsibili- 
ty of  patient  care  rests  with  the  physicians 
within  a community,  whether  it  be  urban  or 
rural,  large  or  small.  It  would  appear  that  if 
the  physicians  neglect  this  duty  of  providing 
supervision  for  primary  care  in  manning  emer- 
gency facilities,  there  are  a number  of  govern- 
ment agencies  which  are  anxious  to  fill  this 
void  by  assigning  physicians  to  primary  care 
facilities  or  make  available  someone  to  perform 
the  physician’s  duties  for  him. 

It  is  obvious  that  there  are  insufficient  phy- 
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sicians  to  afford  on-the-scene  care  for  all  ac- 
cident victims  or  those  with  serious  acute  ill- 
nesses. In  order  to  fill  the  gap  between  the 
supply  and  need  for  service,  the  individuals 
with  special  skills  needed  to  render  adequate 
on-the-scene  emergency  medical  care  and  com- 
petent transportation  and  monitoring  of  such 
patients  to  properly  equipped  and  manned  in- 
hospital  emergency  facilities,  must  be  recruited. 
It  appears  to  us  that  it  is  the  physician’s  re- 
sponsibility not  only  to  recruit,  but  also  to 
assist  in  the  training  of  Emergency  Medical 
Technicians  who  are  capable  of  substituting 
for  the  physician,  rendering  adequate  care  by 
the  most  exacting  and  modern  standards.3'  4 
It  is  also  the  medical  sector’s  responsibility  to 
alert  the  community  as  to  the  need  for  finan- 
cial support  of  the  emergency  care  facilities  and 
equipment.8  Certain  urban  communities  such 
as  Seattle,  Houston,  Los  Angeles,  Miami,  and 
Jacksonville  have  initiated  such  programs  with 
phenomenal  success. 

Is  there  specific  evidence  of  the  value  of  im- 
proved emergency  medical  care  and  transpor- 
tation of  the  seriously  ill  and  injured? 

It  is  estimated  that  in  Jacksonville  deaths  per 
1,000  accident  victims  have  dropped  by  38% 
since  the  Fire  Department  Controlled  Emer- 
gency Medical  Services  were  upgraded.14  If 
we  need  more  concrete  evidence  of  the  value 
of  immediate  care  of  the  seriously  ill  and  in- 
jured, one  need  refer  only  to  the  excellent  rec- 
ord of  the  Military  Medical  Services  in  Viet- 
nam, which  should  demonstrate  to  every  phy- 
sician the  effectiveness  of  emergency  care  be- 
ing furnished  by  properly  trained  and  ade- 
quately equipped  paramedical  personnel.  Julian 
Waller,  M.D.,  Professor  of  Community  Medi- 
cine at  the  University  of  Vermont,  has  correct- 
ly pointed  out  that  the  most  important  reason 
for  the  high  survival  rate  of  wounded  Ameri- 
cans in  Vietnam  is  not  the  speed  of  helicopter 
evacuation  to  field  hospitals,  but  the  improve- 
ment of  care  provided  by  medical  corpsmen 
before  the  patients  are  evacuated.14 

Fry,  in  a study  of  autopsies  of  patients  in  his 
county  in  Michigan,  believes  that  18%  of  high- 
way crash  victims  could  have  been  saved  had 
the  emergency  personnel  been  able  to  carry 
out  endotracheal  intubation  and  intravenous 
fluid  therapy.14 

Another  example  of  the  effectiveness  of  im- 


proved emergency  care  has  been  demonstrated  111 
in  Heidelberg,  where  they  have  installed  hos-  1 
pital-based  emergency  units  manned  by  sur-  - 
geons  24  hours  a day  and  equipped  with  in- 
tubation and  respiration  equipment,  intrave- 
nous fluids,  surgical  instruments,  ECG  and  de- 
fibrillators, anesthetics,  as  well  as  other  routine 
emergency  splints  and  stretchers.14  These  units 
were  capable  of  responding  to  an  emergency 
call  within  85  seconds,  and  were  able  to  be  on 
the  scene  of  the  accident  in  an  average  of  slight- 
ly over  nine  minutes  from  an  average  distance 
of  4.7  miles.  There  were  106  life  or  death  situ- 
ations among  the  first  1,000  injured  patients 
treated.  Of  these,  36  were  successfully  resusci- 
tated and  delivered  to  the  emergency  units  of 
the  hospitals,  and  would  otherwise  have  died  if 
it  were  not  for  the  specialized  surgical  care  at 
the  scene. 

It  is  easy  to  imagine  that  larger  urban  com- 
munities would  have  facilities  which  would  al- 
low furnishing  first-rate  emergency  medical 
care  at  the  scene  of  accidents  or  medical  emer- 
gencies and  adequate  transportation  to  properly 
equipped  hospital  facilities,  but  what  of  the 
rural  areas?  In  England,  its  feasibility  has  been 
demonstrated  in  one  community,  North  Riding 
of  Yorkshire.14  Thirty  general  practitioners 
created  their  own  cooperative  emergency  serv- 
ice, which  placed  a physician  at  the  scene  of 
most  of  the  accidents  within  the  community  to 
work  with  trained  personnel  capable  of  extrica- 
tion of  accident  victims,  and  excellent  cardio- 
pulmonary resuscitation  in  a program  known 
as  Road  Accident  After  Care.  Within  the  first 
three  months  of  1968,  the  R.A.A.C.  had  at- 
tended 351  accidents  in  which  182  severely  in- 
jured patients  had  been  treated,  plus  310  with 
less  critical  injuries.  There  were  23  deaths  at 
the  scene  of  the  accident  and  four  deaths  at 
the  hospital,  but,  more  importantly,  there  were 
no  deaths  during  transit.  In  the  year  before, 
2,000  out  of  100,000  seriously  injured  people 
on  British  roads  died  en  route  to  the  hospitals. 

If  the  medical  profession  recognizes  the  fact, 
and  certainly  they  must,  that  prevention  of 
injury  and  prevention  of  death  following  acute 
illness  or  injury,  is  as  much  a responsibility  of 
the  medical  profession  as  prevention  of  con- 
tagious diseases  by  proper  immunization  and 
other  public  health  matters,  then  physicians 
must  attack  the  problem  two  ways.  First,  they 
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must  make  the  local,  state  and  federal  govern- 
ment cognizant  of  the  necessity  for  better  emer- 
gency medical  care.  Second,  they  must  assist  in 
training  the  proper  personnel,  with  adequate 
equipment,  to  render  such  services  and  trans- 
portation at,  and  from,  the  scene  of  the  acci- 
dent or  acute  medical  emergency. 

I Theoretically,  federal  funds  will  be  available 
for  improved  emergency  medical  care  once  the 
executive  and  legislative  branches  of  the  gov- 
ernment quit  squabbling,  and  the  Department 
of  Transportation  now  has  the  power  to  cut 
off  highway  funds  to  states  that  do  not  comply 
with  various  highway  safety  standards,  includ- 
ing furnishing  adequate  emergency  medical 
services.  So  far,  the  Department  of  Transpor- 
tation has  never  used  this  power.  William  Had- 
den, Jr.,  M.D.,  first  Medical  Director  of  the 
National  Highway  Safety  Bureau,  points  out 
that  without  an  adequate  constituency,  the  pro- 
grams will  gradually  deteriorate  and  disappear. 
Doctor  Hadden  states  that  most  of  the  people 
involved  do  not  regard  highway  safety  as  a 
medical  issue,  which  is  a good  part  of  the 
problem.13  Fry,  of  Michigan,  concluded  that 
the  reason  for  lack  of  proper  first-rate  emer- 
gency services  in  this  country  is  that  the  render- 
ing of  such  services  has  never  been  the  official 
responsibility  of  any  group  or  public  agency. 

How  does  one  go  about  taking  the  first  step 
in  correcting  the  deficiencies  in  our  emergency 
medical  services?  If  this  is  a responsibility  of 
the  medical  profession,  how  can  physicians 
help  solve  this  problem?  First,  by  selling  the 
community  the  needs  and  actively  participating 
in  the  recruitment  of  financial  support  for  up- 
grading of  equipment,  training  of  personnel, 
and  coordination  of  efforts  within  each  com- 
munity. Secondly,  by  actively  participating  and 
supervising  a program  that  will  train  Emergen- 
cy Medical  Technicians  at  all  community  levels. 
Some  states  have  made  remarkable  progress  in 
establishing  such  programs.  Wisconsin  is  one 
which  has  made  possible  the  training  of  many 
Emergency  Medical  Technicians  on  a state- 
wide program  that  is  controlled  and  directed 
by  organized  medicine,  and  by  practitioners 
within  the  state.  It  should  serve  as  a model 
for  all  states  to  follow.13  Many  other  states 
have  similar  programs  designed  to  train  emer- 
gency care  personnel,  as  well  as  improve  ambu- 
lances, their  equipment,  radio  communication, 


and  the  quality  and  level  of  emergency  care 
delivered. 

Before  establishing  such  a training  program 
for  Emergency  Medical  Technicians,  it  is  neces- 
sary for  the  physician  to  establish  liaison  with 
some  governmental  agency,  community  volun- 
tary emergency  service,  organization  or  private- 
ly owned  ambulance  service  to  secure  cooper- 
ation in  organizing  a training  program.  Next, 
the  requirements  of  the  Department  of  Trans- 
portation’s Eighty  Hour  Instruction  Program 
for  training  Emergency  Medical  Personnel  must 
be  followed  in  order  to  insure  the  capability 
of  the  emergency  personnel  to  obtain  proper 
certification.  Financial  support  from  the  com- 
munity, either  from  tax  dollars,  voluntary  con- 
tributions, or  from  appropriate  legislation 
which  would  make  support  for  upgrading  the 
equipment  and  training  of  personnel  on  pri- 
vate ambulance  service  feasible,  is  mandatory. 
Last,  but  not  least,  the  medical  profession 
must  secure  properly  designed  and  staffed 
emergency  facilities  in  our  hospitals.11 

Organization  of  instructional  material  must 
take  into  consideration  that  lectures  in  them- 
selves are  inadequate,  and  if  a picture  takes 
the  place  of  1,000  words,  one  demonstration 
takes  the  place  of  thousands  of  hours  of  talk. 
It  is  also  essential  that  the  students  take  an 
active  part  in  the  demonstrations  and  actually 
experience  handling  of  equipment  and  supplies 
used  in  the  care  of  the  acutely  ill  or  injured, 
as  well  as  assist  in  their  care.  This  exposure 
should  be  facilitated  by  the  use  of  simulated 
injuries  to  acquaint  the  students  with  the  some- 
times startling  appearance  of  the  severely  in- 
jured, as  well  as  through  slide  presentations 
available  from  a number  of  sources. 

Instruction  and  clinical  experience  must  be 
gained  in  cardiopulmonary  resuscitation.  The 
use  and  application  of  back  boards,  both  short 
and  long,  in  extrication  of  patients,  as  well  as 
routine  management  of  the  unconscious  pa- 
tient, the  patient  with  thoracic  abdominal  in- 
juries or  fractures,  as  well  as  those  with  in- 
juries to  the  more  limited  systems,  must  be 
included  in  the  program.3' 4 

It  is  essential  that  present  paramedical  per- 
sonnel be  trained  in  intravenous  therapy  and 
the  injection  of  medication,  as  well  as  in  elec- 
trocardiography, and  cardioversion  equipment 
so  that  they  can  apply  these  techniques  under 
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the  direction  of  a physician  monitoring  their 
work  by  telemetry  and  radio.7’  10  The  physicians 
conducting  such  courses  for  emergency  medi- 
cal personnel  must  also  avail  themselves  of  the 
services  of  specialists  in  extrication  who  can 
teach  and  demonstrate  the  use  of  the  various 
power  tools  that  are  needed  for  freeing  patients 
trapped  in  crushed  motor  vehicles  or  in  col- 
lapsed buildings.6 

It  is  not  only  necessary  that  the  personnel 
be  instructed  through  lectures,  demonstrations 
and  practice  sessions  in  the  various  aspects  of 
emergency  medical  care,  together  with  the  use 
of  equipment  needed  for  the  extrication  and 
transportation  of  patients,  as  outlined  above, 
but  evaluation  of  the  efficacy  of  such  instruc- 
tion must  be  determined  by  appropriate  testing 
through  examinations  and  demonstrations  by 
the  students  during  the  course  and  at  its  end. 
Those  who  successfully  master  the  art  of  emer- 
gency medical  procedures  should  be  given  rec- 
ognition of  these  skills  through  proper  certifi- 
cation, and  without  such  certification,  no  one 
should  be  able  to  be  employed  as  an  Emergen- 
cy Medical  Technician. 

It  is  needless  to  point  out  that  personnel 
trained  in  the  use  of  modern  equipment  are  in- 
capable of  rendering  the  proper  type  of  medi- 
cal services  if  the  equipment  available  in  the 
community  does  not  afford  the  necessary  tools 
to  apply  the  skills  acquired  through  this  edu- 
cation program.  It  is  also  necessary  to  include 
in  such  a program  periodic  inspection  of  equip- 
ment and  repeated  determination  of  the  per- 
sonnel’s familiarity  in  using  such  equipment. 

Are  such  activities  worthwhile  and  effective? 
We  have  cited  statistics  above  which  indicate 
that  some  factors  have  begun  to  reduce  the 
death  rate  from  accidental  injury  since  1966 
when  the  federally  sponsored  campaign  to  im- 
prove emergency  medical  care  was  instituted.9 
We  believe  this  reduction  is  the  direct  result 
of  improved  care.  Those  of  us  who  have 
worked  long  in  this  field  in  the  training  of 
axillary  medical  personnel  can  assure  you  that 
teaching  efforts  in  few  fields  yield  as  high  a 
degree  of  return  and  satisfaction  as  working 
with  the  type  of  person  one  encounters  in 
emergency  medical  personnel.  The  demonstra- 
tion by  the  physician  that  he  has  personal  in- 
volvement and  interest  in  the  problems  of  the 
Emergency  Medical  Technician,  and  that  he 


recognizes  the  responsibility,  fosters  a sense  of 
appreciation  by  the  students  and  a feeling  of 
“comradery.”  Such  satisfaction  is  garnered 
from  many  sources,  one  being  the  letters  one 
receives  from  practicing  colleagues  in  the  com- 
munity, expressing  their  appreciation  of  your 
efforts  in  training  such  personnel  who  have 
demonstrated  the  skills  acquired  by  rendering 
aid  to  patients  and  delivering  them  to  the 
physician  in  a community  hospital  with  proper 
emergency  care  having  been  applied. 

These  letters  from  physicians  are  gratifying, 
but  not  half  so  much  as  the  penciled  note  on 
lined  paper  written  by  some  technician  that 
says: 


“ Dear  Doc : 

I was  “rolling  on”  a cardiac  the  other  day 
when  he  quit  breathing  and  1 couldn’t  feel 
no  pulse.  / got  the  heels  of  both  hands  on 
his  chest  and  started  CPR  ( closed  heart 
massage)  and  the  driver  stopped  and  helped 
me  put  on  the  bag  to  pump  air  in  him.  Lucky 
for  us  and  him,  he  started  to  breathe  and 
his  pulse  came  back.  I thought : Wouldn’t 
Doc  be  proud  of  me  if  he  could  see  me  now? 
Your  friend” 


Indeed,  I am  proud  of  such  a friend,  and  all 
the  others  who  have  gone  out  from  training 
programs  to  apply  their  skills,  thus  extending 
this  physician’s  hand  in  caring  for  those  who 
need  immediate  care  during  some  acute  illness 
or  injury. 
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THE  terms  “sexual  problems,  sexual  in- 
adequacy, and  sexual  dysfunction”  are 
synonomous.  The  feelings  that  we  have 
about  our  own  sexuality  and  our  sexual  be- 
havior often  give  rise  to  sexual  dysfunction, 
; and  there  is  general  agreement  that  sexual 
problems,  especially  those  of  responsiveness, 
occur  commonly  among  both  men  and  women. 
What  is  not  appreciated  is  the  fact  that  sexual 
problems,  while  often  disguised,  are  among 
, the  most  common  causes  for  consulting  a physi- 

Ician.  The  high  frequency  of  sexual  problems  in 
medical  practice  is  confirmed  by  numerous 
authors,  including  a study  by  Burnap  and 

(Golden  indicating  that  of  92  doctors  of  varying 
backgrounds,  patients  with  sexual  problems 
comprise  15%  of  family  practice,  6%  of  in- 
> ternal  medicine,  14%  of  obstetrics  and  gyne- 
I cology,  and  77%  of  psychiatry.  Placed  in  an- 

! other  frame  of  reference,  Masters  and  Johnson 
have  estimated  that  50%  of  married  couples  in 
the  United  States  are  sexually  dysfunctional. 

I Sexual  problems  which  occur  commonly  in 
the  male  are:  premature  ejaculation,  impo- 
tence, and  sexual  inadequacy  in  the  aging  male. 
Sexual  problems  which  occur  commonly  in  the 
female  are:  orgasmic  dysfunction  (more  com- 
monly known  as  frigidity),  dyspareunia,  va- 
ginismus, and  sexual  inadequacy  in  the  aging 
female. 

, The  diagnosis  of  sexual  dysfunction  is  made 
in  most  instances  by  the  inclusion  of  a sexual 
or  marital-sexual  history  as  an  integral  part  of 
the  general  history.  Only  occasionally  will  the 
patient’s  chief  complaint  be:  “I  (or  we)  have 
a sexual  problem.”  Far  more  commonly,  such 
i symptoms  as  fatigue,  lack  of  energy,  upper 
' abdominal  distress,  low  back  pain  and  pelvic 
pain,  are  given.  Indeed,  the  majority  of  cases 
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of  sexual  dysfunction  will  be  missed  if  a sexual 
history  is  omitted. 

Once  the  diagnosis  is  established,  through 
history  and  complete  physical  examination,  and 
the  couple  has  indicated  that  they  wish  to  un- 
dergo treatment,  the  family  physician  as  well  as 
other  primary  care  physicians  will  either  accept 
the  couple  for  treatment  or  refer  them  to  a 
qualified  resource,  either  within  or  without  the 
medical  profession.  The  question  arises:  Should 
a primary  care  physician  undertake  the  treat- 
ment of  couples  who  are  sexually  dysfunc- 
tional? The  answer  is  a qualified  yes,  and  the 
important  qualifications  are: 

1 ) The  physician  should  be  comfortable. 
Evidence  of  discomfort  or  embarrass- 
ment on  the  part  of  the  physician  will 
effectively  bar  productive  counseling. 

2)  The  physician  should  be  nonmoralistic 
and  nonjudgmental.  Our  role  is  that  of  a 
concerned  professional  who  has  special 
knowledge  to  impart  to  his  patients  and 
who  guides  them  to  effective  self-help 
in  seeking  solutions  to  their  problems. 

3)  Some  knowledge  of  the  subject  is  es- 
sential, but  this  is  rather  easily  acquired 
and  not  as  critical  as  the  acquisition  of 
those  attitudes  enumerated  above. 

Of  the  common  sexual  problems  referred  to 
earlier  in  this  paper,  premature  ejaculation  is 
the  most  common  problem  in  the  male  by  far, 
and  orgasmic  dysfunction  (frigidity)  of  one 
kind  or  another  is  the  most  common  problem  in 
the  female.  The  other  common  sexual  dys- 
functions, impotence  in  the  male,  and  dys- 
pareunia and  vaginismus  in  the  female,  while 
less  common,  also  create  very,  very  serious 
problems  in  heterosexual  relationships. 

Every  person  engaged  in  the  diagnosis  and 
treatment  of  these  and  other  sexual  dysfunc- 
tions recognizes  the  invaluable  contribution  of 
Masters  and  Johnson  in  the  field  of  sex  re- 
search and  therapy.  Centers  for  the  treatment 
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of  sexual  inadequacy  based  on  their  reported 
experiences  have  sprung  up  throughout  the 
country. 

The  management  of  sexual  inadequacy,  re- 
gardless of  its  particular  form,  is  based  on  a 
number  of  concepts: 

1 ) Conjoint  marital  unit  therapy.  Both  part- 
ners in  the  marriage  are  involved  in  therapy. 

2)  Alleviation  of  fears  and  anxieties  over 
performance.  Masters  and  Johnson  have  stated 
“.  . . fear  of  inadequacy  is  the  greatest  known 
deterrent  to  effective  sexual  functioning,  simply 
because  it  so  completely  distracts  the  fearful 
individual  from  his  or  her  natural  responsivity 
by  blocking  reception  of  sexual  stimuli,  either 
created  by  or  reflected  from  the  sexual  part- 
ner.” 

3)  Rebuilding  self-confidence. 

4)  Establishment  of  effective  communica- 
tion between  partners. 

There  are  a number  of  physical  procedures 
used  in  the  treatment  of  sexual  dysfunctions. 
However,  it  is  to  be  emphasized  that  these 
techniques  are  of  little  or  no  value  without 
supportive  psychotherapy  for  the  marital  rela- 
tionship. In  other  words,  the  treatment  of  the 
sexually  dysfunctional  couple  consists  of  a com- 
bination of  interviews  on  an  individual  and 
couple  basis,  and  instruction  in  certain  physi- 
cal procedures  carried  out  in  the  bedroom. 

Before  outlining  the  specific  techniques 
utilized  in  the  management  of  premature  ejacu- 
lation in  the  male,  and  orgasmic  dysfunction  in 
the  female,  it  is  important  to  emphasize  that 
one  physical  procedure,  sensate  focus,  is  utili- 
lized  in  the  treatment  of  all  dysfunctions. 
Sensate  focus  consists  of  exercises  in  which 
couples  learn  to  feel  and  respond  pleasurably 
to  simple  touching  and  stroking,  and  to  com- 
municate what  sensory  experiences  are  pleas- 
urable. 

An  Outline  of  Physical  Procedures  Utilized  in 
the  Treatment  of  Premature  Ejaculation* 

1)  Unequivocal  assurance  that  premature 
ejaculation  can  be  reversed. 

2)  Sensate  focus. 

3)  Manual  stimulation  of  the  penis  by  wife. 

4)  “Squeeze”  technique  when  ejaculation  is 
imminent,  with  thumb  on  frenulum  and  first 
and  second  fingers  on  the  dorsal  surface  of 


the  penis  (above  and  below  the  coronal  ridge), 
pressure  is  applied  by  wife  for  three  to  four 
seconds. 

5)  Coitus  in  female-above  position,  wife 
remaining  motionless  to  accustom  husband  to 
intravaginal  containment  and  employing 
squeeze  technique  whenever  husband’s  excite- 
ment intensifies. 

6)  Husband  thrusts  sufficiently  to  maintain 
erection. 

7)  Lateral  coital  position — female  supine 
above  male  at  an  angle  in  which  her  weight 
rests  on  her  left  knee  which  is  outside  his  i 
right  leg. 

8)  Couple  should  continue  to  employ  the 
squeeze  technique  six  to  twelve  months  post- 
therapy and  whenever  needed. 

An  Outline  of  Procedures  Utilized  in  Treatment 

of  Orgasmic  Dysfunction  in  the  Female* 

1 ) Identify  things  husband  does  or  fails  to  do 
which  displease  the  wife  sexually.  Explore 
wife’s  history  of  sexual  experience  and  sexual- 
ly-imaged memories. 

2)  Discussions  following  sensate  focus  ex- 
ercises to  comprehend  etiology. 

3)  Emphasize  that  sexual  excitation  and 
orgasmic  release  cannot  be  willed  or  forced; 
orgasmic  response  is  more  a matter  of  ac- 
cepting erotic  stimuli. 

4)  Suggestions  to  avoid  tension-provoking 
behavior,  and  encouraging  women  to  discover 
and  share  sexually-stimulating  experiences,  thus 
giving  her  “permission”  to  express  her  sexual 
feelings. 

5)  After  effective  sensate  focus  procedures, 
genital  play  is  permitted  with  husband  in 
seated,  slightly  reclining  position,  wife  between 
his  legs  with  her  back  against  his  chest.  By 
squeezing  his  legs  or  directing  his  hands,  the 
wife  guides  husband’s  caresses.  It  is  important 
that  he  follows  her  stimulative  direction.  This 
position  allows  husband  access  to  wife’s  entire 
body,  provides  security  for  the  woman  (back 
protected  phenomenon),  and  dissipates  self- 
consciousness  or  spectator  role. 

6)  Instruction  to  male  in  stimulative  tech- 
nique: Do  not  approach  clitoris  directly — it  is 
too  sensitive.  Manipulate  the  general  mons 
area,  particularly  the  clitoral  shaft,  the  inner 
thighs,  and  labia.  Fingers  should  maneuver 

* Modified  from  Medical  Aspects  of  Human  Sex- 
uality, July  1970. 
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lubrication  from  vaginal  outlet  to  the  clitoral 
area.  Most  effective  in  early  stages  is  a teasing 
approach,  with  stimulation  varied  at  random  to 
and  from  breasts,  abdomen,  thighs,  labia, 
interlaced  with  stroking  of  nonsexual  areas  us- 
ing the  sensate  focus  exercises.  Husband  must 
not  try  to  force  responsivity,  but  rather  should 
accommodate  her  desires  with  warmth  and 
cooperation.  Frustration  is  to  be  avoided  by 
security  in  the  knowledge  that  there  will  be 
many  repeat  opportunities  in  the  immediate 
future. 

7)  Following  success  in  manual  genital  ex- 
citation, coitus  is  engaged  in,  using  female- 
superior  position,  controlled,  slowly-exploring 
pelvic  thrusting  on  part  of  wife  to  absorb 
awareness  of  penile  containment  while  hus- 
band lies  still,  making  no  demands. 

8)  Once  vaginal  sensation  develops  in  a 
pleasant,  even  demanding  vein,  husband  may 
thrust  nondemandingly  at  a pace  communi- 
cated by  wife.  Coitus  in  female  superior  posi- 
tion should  be  interrupted  periodically.  Couples 
should  lie  together  in  each  others  arms,  and 
then  return  to  love  play  and  coitus.  (If  husband 
ejaculates,  the  experience  should  be  enjoyed  for 
itself,  with  assurance  that  experience  can  be 
repeated  within  a reasonable  period  of  time.) 


9)  Once  confidence  in  female-superior  coital 
position  has  been  established  and  woman  en- 
joys sensate  pleasure  of  intravaginally  con- 
tained penis,  the  couple  may  employ  lateral 
coital  position.  Wife  is  supine  above  husband 
at  a 30°  angle  with  her  left  leg  outside  his 
right  leg,  her  right  thigh  upon  his  left  thigh, 
and  right  leg  between  his  two,  and  his  head  and 
her  face  resting  on  pillows.  This  is  the  most  ef- 
fective coital  position  permitting  mutual  free- 
dom of  pelvic  movement. 

Particularly  with  the  warm  interest  and 
emotional  support  of  the  husband,  many  wom- 
en develop  a pattern  of  orgasmic  release. 

Summary 

Sexual  problems  occur  very  commonly  in 
our  society,  especially  those  revolving  around 
sexual  responsiveness.  The  most  common  oc- 
curring sexual  problems  have  been  identified 
and  certain  therapeutic  concepts  and  specific 
physical  procedural  techniques  developed  by 
Masters  and  Johnson  have  been  discussed. 

A plea  is  made  for  the  case  that  primary 
care  physicians  of  all  kinds  can  and  should 
participate  in  the  diagnosis  and  treatment  of 
couples  who  present  themselves  with  varying 
kinds  of  sexual  dysfunction. 
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Pedunculated  Lymphangioma  of  the  Cecum: 

A Case  Report 

David  R.  Hendrick,  M.D.*,  Leonidas  Mostowycz,  M.D.** 
and  Martha  D.  Vazquez,  M.D.*** 

Lexington,  Kentucky 


Lymphangiomas  are  extremely  rare  tu- 
mors of  the  gastrointestinal  tract.  Ten 
documented  cases  of  lymphangioma  of 
the  colon,  excluding  the  rectum,  have 
been  reported  in  the  English  literature. 
Only  two  prior  cases  have  been  reported 
as  beitig  pedunculated  roentgenologic  al- 
ly, and  only  one  previous  case  has  been 
described  in  the  cecum. 


Case  Report 

A 64-year-old  male  was  admitted  to  the 
Veterans  Administration  Hospital  on  Oc- 
tober 18,  1972,  in  order  to  evaluate 
episodes  of  rectal  bleeding.  Past  history  re- 
vealed that  the  patient  periodically  had  ex- 
perienced crampy  lower  abdominal  pain  with 
intermittent  rectal  bleeding  dating  back  to 
1963.  A barium  enema  at  another  hospital  in 
1967  demonstrated  a cecal  filling  defect  (Fig. 
1),  but  an  exploratory  laparotomy  was  nega- 
tive. 

Because  of  persistent  guaiac  positive  stools, 
another  barium  enema  was  performed  at  the 
VA  Hospital.  Upon  the  retrograde  flow  of 
barium  into  the  cecum,  partial  filling  showed  a 
fluctuant,  sharply  demarcated,  radiolucent, 
polypoid  filling  defect.  The  lesion  was  not  as 
obvious  with  further  filling  of  the  cecum  with 
barium.  It  was  seen  again  clearly  on  the  post- 
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evacuation  roentgenograph  (Fig.  2A).  Manual 
compression  of  the  cecum  revealed  the  mass  to 
be  fluctuant,  changing  its  contour  (Fig.  2B). 
The  mucosa  appeared  intact  over  the  lesion. 

A supplemental  air  contrast  barium  enema 
was  performed,  again  displaying  the  smooth 
and  well  demarcated  lesion  (Fig.  3).  The  poly- 
poid mass  measured  approximately  3 x 3 cm 
and  remained  relatively  fixed  with  the  patient 
in  the  supine  position;  however,  in  the  prone 
position,  it  would  rhythmically  flop  back  and 
forth  in  the  air  distended  cecum  upon  jiggling 
of  the  patient,  indicating  its  posterior  attach- 
ment by  a broad  based  pedicle.  The  radiological 
impression  was  that  of  a pedunculated  polypoid 
lesion  of  the  cecum,  most  likely  representing  a 
lipoma  because  of  its  previously  described 
roentgenographic  characteristics. 

In  view  of  such  clear-cut  radiographic  find- 


FIG.  1 — Previous  barium  enema  in  196/  at  another 
hospital  reveals  an  irregular  filling  defect  of  the  cecum. 
An  exploratory  laparotomy  at  this  time  was  negative. 
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ings,  a second  exploratory  laparotomy  was  un- 
dertaken. At  surgery,  an  approximately  2-3 
cm  pedunculated  polyp  was  seen  to  be  attached 
to  the  posterior  cecal  wall.  Its  mucosal  stalk 
was  severed  and  the  patient  had  an  uneventful 
recovery. 

Pathological  examination  revealed  the  speci- 
men to  be  an  irregular  polypoid,  pale  tan  to 
reddish  tan  mass,  measuring  3 x 2.5  x 2 cm 
(Fig.  4).  The  surface  was  slightly  rough  and 
lobulated.  Cut  sections  demonstrated  a whitish 
tan  surface  with  small,  irregular,  semitranslu- 
cent  cystic  spaces  which  contained  clear  serous 
fluid.  Microscopically,  the  mass  was  covered  by 
normal  colonic  mucosa  and  was  a honeycomb 
of  cystic  spaces,  some  lined  by  flattened  en- 
dothelium and  separated  from  each  other  by 
dense,  fibrous  connective  tissue  septa.  Focally, 
the  mucosa  contained  tumor  (Fig.  5).  The 
septa  were  thick  in  some  areas  with  edema  and 
discrete  collections  of  lymphoid  tissue  and  in 
other  areas  were  thin.  The  cystic  spaces  con- 
tained some  acidophilic  material  forming  a 
lace-like  pattern.  The  final  diagnosis  was  a 
cystic  lymphangioma  of  the  cecum. 

Discussion 

It  has  been  almost  100  years  since  Arnott3 
in  1873  first  described  an  intra-abdominal 
lymphatic  cyst  involving  the  mesenteries  and 
transverse  colon  of  a child.  Since  then,  only  10 
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cases  have  been  documented  of  the  colon  (ex- 
cluding the  rectum)  in  the  English  literature, 
attesting  to  its  rare  occurrence.  Arnett2  de- 
scribed the  roentgenologic  characteristics  of  a 
colonic  lymphangioma  (ascending  colon)  for 
the  first  time  in  1956.  Koenig11  (1955), 
Higgason10  (1958),  Ochsner14  (1959),  and 
Greene8  (1962)  reported  cases  involving  the 
transverse  colon.  Fleming0  (1970)  and  Gird- 
wood7  (1971)  described  cases  in  the  descend- 
ing colon.  Alvich1  (1960)  reported  a case  in 
the  hepatic  flexure  and  Lowell12  (1962)  re- 
ported a case  in  a sigmoid  flexure.  Nagle13  in 
1968  reported  a case  in  the  cecum. 

Aside  from  benign  adenomatous  polyps  of 
the  colon,  emphasis  has  always  been  placed  on 
the  rarity  of  benign  tumors  of  the  large  bowel. 
The  works  of  Raiford15,  Helwig9  and  Erh- 
lich5  are  often  cited.  Raiford  in  reviewing  a 
large  series  of  intestinal  lesions  found  only  87 
benign  tumors  of  the  colon,  excluding 
adenomas,  in  45,000  consecutive  surgical 
specimens  and  11,500  consecutive  autopsies. 
Helwig  found  154  benign  tumors,  aside  from 
adenomas,  in  1,460  consecutive  autopsy  ex- 
aminations of  the  large  bowel.  Erhlich,  in 
studying  material  from  the  Armed  Forces  In- 
stitute of  Pathology  for  the  period  of  the  Sec- 
ond World  War,  found  263  benign  tumors. 
None  of  these  authors  reported  a single  case  of 
a lymphangioma  in  the  colon. 

FIG.  2A — There  is  better  visualization  of  the  lesion  with 
only  partial  filling  of  the  cecum  on  the  post-evacuation 
roentgenogram,  (left) 


FIG.  2B — Manual  and  cone  compression  of  the  cecum 
reveals  the  mass  to  be  fluctuant,  changing  its  contour. 
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FIG.  3 — The  air  contrast  barium  enema  reveals  the  lesion 
to  better  advantage. 


mucosa  over  the  lesion  without  any  evidence  of 
hemorrhage  from  the  lymphangioma. 

Treatment 

Most  authors  agree  that  bowel  resection  is 
preferable  to  simple  excision  of  the  lesion,  cit- 
ing Beahrs4  et.  al.,  who  reported  that  two  of 
their  nine  cases  of  extra-intestinal,  intra-ab- 
dominal cysts  were  found  to  be  malignant. 
Higgason10  stressed  the  possibility  that  a large 
diverticulum  could  form  at  the  site  of  the  cyst 
bed  after  local  resection  due  to  weakening  of  ni 
the  bowel  wall.  Our  case  will  be  followed  with  « 
interest  in  this  respect  since  no  bowel  resection 
was  performed. 


Alvich1  gives  a good  etiological  and  path- 
ological discussion  in  his  case  report.  Some 
feel  that  lymphangiomas  are  hamartomas,  i.e., 
non-neoplastic  malformations  or  inborn  errors 
of  tissue  development.  Therefore,  one  would 
expect  to  find  an  abnormal  mixture  of  tissue 
indigenous  to  the  area  with  an  excess  of  one 
or  more.  These  malformations  are  thought  to 
enlarge  not  by  proliferation  but  by  the  opening 
of  new  channels  in  the  tissue  as  the  existing 
endothelial  cells  secrete  fluid.  Others  indicate 
that  lymphangiomas  in  the  bowel  may  be 
caused  by  back  pressure  from  lymph  nodes 
that  are  obstructed,  resulting  in  stasis  and 
lymphoid  dilatation.  However,  if  the  latter 
theory  were  true,  one  would  expect  to  find  a 
much  greater  incidence  of  bowel  lymphangio- 
mas during  exploratory  laparotomies  when  en- 
larged lymph  nodes  are  encountered.  Such  has 
not  been  the  case. 

Symptoms  and  Clinical  Findings 

As  in  our  case,  the  symptoms  and  signs 
caused  by  colonic  lymphangiomas  are  usually 
nonspecific  and  vague.  However,  the  only  other 
case  of  a lymphangioma  of  the  cecum13  did 
present  as  an  intussusception  projecting  up  to 
the  mid  ascending  colon.  Most  of  the  cases 
have  presented  with  nonspecific,  crampy  ab- 
dominal pain.  A few  have  had  melena. 
Koenig’s11  case  of  the  transverse  colon  was 
found  by  a barium  enema  examinatipn  as  part 
of  a routine  annual  health  study;  the  patient 
was  asymptomatic.  Interestingly  enough,  the 
majority  of  cases  that  have  presented  with  evi- 
dence of  bleeding  have  revealed  an  intact 


Roentgen  Aspects 

Arnett2  in  1956  was  the  first  to  report  on 
the  roentgenographic  characteristics  of  colonic 
lymphangiomas.  As  was  true  then,  a preopera- 
tive diagnosis  has  never  been  made  owing  to 
the  fact  that  these  lesions  are  so  rare.  However, 
lymphangiomas  do  have  certain  characteristics, 
as  seen  in  this  case  and  others  that  should 
make  the  radiologist  mention  this  entity  in  the 
differential  diagnosis  when  certain  criteria  have 
been  met. 

The  lesion  is  usually  best  demonstrated  with 
only  partial  filling  of  the  colon  with  barium. 
The  lesion  in  our  case  was  seen  easily  at 
fluoroscopy  as  barium  began  to  enter  the 
cecum,  as  well  as  on  the  air  contrast  study;  it 
became  obscured  almost  completely  when  the 
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FIG.  4 — The  excised  gross  specimen. 
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FIG.  5 — Photomicrograph  (250X).  The  tumor  can  be  seen 
extending  between  the  mucosa. 


cecum  was  distended  with  barium.  Also,  lym- 
phangiomas will  reveal  their  fluctuant  nature, 
and  change  shape  and  contour  with  compres- 
sion. One  must  also  be  suspicious  if  the  lesion 
appears  relatively  radiolucent.  Thus,  the  dif- 
ferential diagnosis  of  any  filling  defect  in  the 
colon  which  is  radiolucent,  sharply  demar- 
cated, and  changes  shape  with  compression 
I should  include  a lymphangioma.  Other  entities 
to  be  included  in  the  differential  diagnosis 
would  be  an  adenomatous  polyp,  a leiomyoma, 
an  enterogenous  cyst,  a cavernous  hemangio- 
i|  ma,  an  isolated  submucosal  varix,  or  a lipoma. 
All  of  these  display  similar  roentgenographic 
and  fluoroscopic  characteristics.  Probably  the 
: easiest  to  distinguish  is  the  adenoma  and  the 
: leiomyoma  because  they  do  not  change  shape 
; during  peristalsis  and  compression  as  do  the 
other  lesions  mentioned.  They  are  also  not  as 
radiolucent.  Of  the  other  entities,  lipomas  have 
been  most  often  included  in  the  preoperative 
differential  diagnosis  because  of  their  radio- 
lucency  and  partial  compressibility  and,  of 
course,  because  of  their  more  frequent  oc- 
currence. 

Arnett2  claimed  that  the  demonstration  of 
' a pedicle  should  exclude  the  diagnosis  of  a 
lymphangioma;  however,  since  that  time  Ochs- 
ner14  and  Koenig11  have  reported  peduncu- 
lated lesions  roentgenologically  in  the  trans- 
verse colon.  Most  cases  have  been  seen  in  the 
transverse,  descending  or  sigmoid  colon.  Ar- 
nett’s2 case  involved  the  ascending  colon  and 
Nagle’s13  case  the  cecum,  although  the  latter 
was  not  demonstrated  roentgenographically  be- 
fore surgery.  Thus,  it  is  believed  that  our  case 
represents  the  third  pedunculated  colonic 
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lymphangioma  seen  roentgenographically  and 
the  first  lymphangioma  of  the  cecum  demon- 
strated preoperatively. 

Of  course,  as  with  all  polypoid  lesions  of  the 
colon,  the  best  radiographic  study  is  the  air 
contrast  barium  enema  performed  after  proper 
patient  preparation.  Our  case  is  unique  in  that 
cine  fluoroscopy  could  vividly  demonstrate  to 
all  the  lesion  flopping  back  and  forth  as  it  hung 
from  its  pedicle. 


Summary 

A case  of  a pedunculated  lymphangioma  of 
the  cecum  is  reported.  The  roentgenographic 
characteristics  of  colonic  lymphangiomas  are 
reviewed  and  reveal  that,  when  certain  criteria 
have  been  met  (a  compressible,  sharply 
demarcated,  radiolucent  filling  defect),  this 
rare  lesion  of  the  colon  should  be  included  in 
the  differential  diagnosis. 
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This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 

Intraperitoneal  Infection  and  Emergency  Operation 

x|x 

in  Patients  on  Long-Term  Corticosteroid  Therapy 


MULTIPLE  problems  attend  the  man- 
agement of  the  patient  requiring  an 
emergency  operation  in  the  face  of 
long-term  corticosteroid  therapy.  The  follow- 
ing case  presentations  represent  examples  of 
such  illness  recently  encountered  on  this 
service. 

Case  Reports 

A 53-year-old  boiler  room  supervisor  was 
admitted  to  the  hospital  for  treatment  of  an 
exacerbation  of  rheumatoid  arthritis.  He  had 
had  rheumatoid  symptoms  and  physical  find- 
ings for  two  years  and  had  been  treated  with 
gold,  physical  therapy,  and  aspirin.  He  had 
been  receiving  prednisone  40  mg  every  other 
day  for  at  least  six  months  before  admission. 
He  was  continued  on  prednisone  and  physical 
therapy.  On  the  fifth  hospital  day  the  patient 
complained  of  lower  abdominal  pain.  A barium 
enema  was  done  and  interpreted  as  normal.  On 
the  seventh  hospital  day  abdominal  distension, 
temperature  elevation,  and  leukocytosis  of 
15,900/mm3  with  left  shift  were  observed. 
Surgical  consultation  disclosed  a large  tender 
pelvic  mass.  Emergency  laparotomy  was  done 
and  a large  pelvic  abscess  presumed  secondary 
to  a perforative  colonic  diverticulum,  was 
drained.  A right  transverse  colostomy  was  also 
performed.  The  postoperative  course  was  un- 
complicated, but  further  colon  x-ray  studies  and 
sigmoid  resection  are  planned  for  this  patient. 

A 57-year-old  retired  medical  photographer 


*From  the  Weekly  Complications  Conference  of  the 
University  Surgical  Service  at  the  Norton  Division 
of  Norton-Childrens  Hospitals,  Inc.,  and  the  Depart- 
ment of  Surgery,  University  of  Louisville  School  of 
Medicine 


was  admitted  to  the  hospital  for  chest  pain. 
He  was  afflicted  with  severe  deforming  rheu- 
matoid arthritis  and  had  been  treated  with  gold 
and  prednisone  in  varying  doses  for  four  years. 
An  acute,  inferior  wall  myocardial  infarction 
was  diagnosed.  The  patient  enjoyed  an  essen- 
tially uncomplicated  recovery  for  four  weeks  at 
which  time  he  developed  pneumococcal  pneu- 
monia. This  responded  to  antibiotic  therapy 
and  an  increase  in  methylprednisolone  dosage 
to  125  mg  every  three  hours.  Five  days  later 
the  patient  developed  pain  in  his  left  lower 
quadrant.  No  temperature  elevation  was  pres- 
ent. Physical  examination  disclosed  lower  ab- 
dominal tenderness  and  tenderness  on  rectal 
examination  but  no  mass.  The  white  blood  cell 
count  was  14,700/ mm3  with  12%  stab  forms 
and  83%  PMNs.  An  exploratory  laparotomy 
disclosed  free  pus  in  the  peritoneal  cavity.  A 
pelvic  abscess  was  drained  and  a right  trans- 
verse colostomy  was  performed.  Postopera- 
tively  the  patient’s  course  was  uncomplicated. 
Two  days  after  operation  the  leukocyte  count 
had  returned  to  5,800.  This  case  was  particu- 
larly remarkable  in  that  the  only  objective 
signs  of  peritonitis  were  mild  tenderness  and 
an  elevated  white  count. 

Discussion 

The  initial  problem  in  dealing  with  such 
patients  is  that  of  a very  difficult  clinical  diag- 
nosis. Patients  on  chronic  steroid  therapy  with 
various  drugs  at  variable  doses  are  notorious 
for  the  absence  of  clinical  signs  of  inflamma- 
tory  and  infectious  disease.  These  patients 
present  extremely  benign  and  reassuring  clin- 
ical courses,  with  intra-abdominal  sepsis  lit- 
erally masked  by  substantial  doses  of  corti- 
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costeroids.  Indeed,  it  has  been  said  that  the 
typical  history,  physical  findings,  and  labora- 
tory and  radiologic  data  are  so  grossly  dis- 
torted in  such  patients  that  the  presence  of  an 
abnormality  in  any  one  of  them  is  sufficient  to 
require  thorough  investigation  of  the  patient 
and  a strong  suspicion  of  progressive  perito- 
nitis. 

The  preparation  of  such  patients  for  opera- 
tion actually  is  much  simpler.  Tripling  the 
standard  dose  of  corticosteroid  on  the  day  of 
operation  is  considered  the  rule  of  thumb,  with 
a stepwise  reduction  back  to  normal  main- 
tenance dosage  over  the  week  following  op- 
erative intervention  if  the  patient  convalesces 
without  a major  identifiable  complication  and 
resultant  source  of  stress.  A history  of  the 
; administration  of  corticosteroids  any  time  in 
the  relatively  recent  past  may  well  be  an  indi- 
, cation  for  support  during  a period  of  stress 
as  it  is  virtually  impossible  to  predict  the  like- 
lihood of  clinical  adrenal  failure. 

The  peculiar  characteristics  of  the  patient  on 
corticosteroid  treatment  with  respect  to  in- 
fection have  been  the  subject  of  a lengthy  and 
• continuing  investigation  at  the  Price  Institute 
■ of  Surgical  Research.  Some  objective  para- 
meters of  this  aspect  of  the  patient’s  illness 
have  been  quantitated  with  great  accuracy, 
with  the  necessary  assumption  that  this  data 
II  can  indeed  be  transposed  to  man.  For  exam- 
:S  pie,  Brothers  and  his  associates1  recently  re- 
v ported  that  even  short-term  high  dose  corti- 
\ costeroid  therapy,  such  as  has  been  recom- 
mended  and  used  by  some  individuals  as  an 

1-  adjunct  to  the  treatment  of  shock  and  other 
j low  perfusion  states,  is  as  profound  an  en- 
it  hancer  of  infection  in  the  experimental  ani- 
j.  mal  as  is  the  notorious  chronic,  low  dose 
e preparation.  These  data  were  documented  by 
id!  in  vivo  measurements  of  bacterial  growth  rates 

which  provide  exquisite  sensitivity  for  the  de- 
termination of  the  host’s  response.  Subse- 
quently, Fuenfer  and  colleagues2  have  shown 
:h  that  many  corticosteroid  compounds  exert  an 

2-  adverse  effect  upon  the  ability  of  the  leukocyte 
til  in  vitro  to  achieve  intracellular  killing  of  in- 
ns gested  bacteria.  Specifically,  the  phagocytosis 
a-  proceeds  almost  normally,  but  intracellular 
its  killing  is  markedly  impaired.  This  is  noted  for 
Sr  both  hydrocortisone  sodium  phosphate  and 
it-  succinate  and  to  a lesser  degree  for  dexametha- 
fr  sone.  Peculiarly,  methylprednisolone  sodium 


Patients  on  Long-Term  Corticosteroid  Therapy 

succinate  was  entirely  free  of  such  enhance- 
ment— which  implies  that,  if  corticosteroid 
perparations  are  indeed  warranted  when  infec- 
tion is  a recognized  clinical  entity  or  is 
strongly  suspected,  this  may  well  be  the 
steroid  of  choice. 

The  objective  measurement  of  the  effect  of 
corticosteroid  compounds  in  some  illnesses  is, 
of  course,  difficult  because  they  have  been 
applied  very  often  as  adjunctive  forms  of 
therapy  and  to  long-term,  debilitating  chronic 
illness.  The  response  parameters  are  therefore 
not  clear,  and  some  justifiable  debate  persists 
as  to  the  efficacy  of  corticosteroid  compounds 
in  many  such  illnesses.  Of  50  patients  with 
active,  progressive  rheumatoid  arthritis  re- 
ported by  Nielsen  and  others,3  32%  required 
discontinuation  of  treatment  because  of  com- 
plications. Most  common  among  side  effects 
were  mental  disturbances  (24%),  gastric  or 
duodenal  ulcer  (18%),  osteoporosis  (spontane- 
ous fractures)  (6%),  and  pneumonia  (14%). 

While  debate  continues  as  to  the  usefulness 
of  corticosteroids  in  treating  some  forms  of 
shock,  there  is  a common  thread  regarding 
laboratory  experiments  which  bear  similarity 
to  observations  made  in  antibiotics  experiments 
20  years  ago.  Specifically,  pretreatment  is  the 
key  to  success  in  obtaining  reversal  of  certain 
deleterious  clinical  states  with  corticosteroids. 
However,  pretreatment  is  not  often  possible  in 
the  clinical  setting,  and  one  must  balance  both 
philosophically  and  practically  any  possible 
advantages  of  pretreatment  with  possible  ad- 
verse effects  as  so  clearly  emphasized  in  the 
two  patients  under  discussion.  Warren  has 
made  some  initial  clinical  observations  in 
choosing  one  clinical  situation  in  which  pre- 
treatment is  possible — i.e.,  elective,  extremely 
extensive  and  traumatic  operations.4  Examples 
of  these  are  portacaval  shunts,  major  hepatic 
resections,  pelvic  exenteration,  and  other  simi- 
lar procedures.  It  may  well  be  that  pretreat- 
ment with  corticosteroids  before  such  a trau- 
matic challenge,  which  always  includes  sub- 
stantial blood  loss,  will  have  some  beneficial 
effects.  This  is  currently  under  study  in  a 
clinical  trial  and  remains  to  be  determined. 

Summary 

The  points  of  particular  clinical  difficulty 
and  possible  danger  in  undertaking  an  emer- 


Medical  Association  • May  1974 


281 


Intraperitoneal  Infection  and  Emergency  Operation  in  Patients  on  Long-Term  Corticosteroid  Therapy 


gency  operation  in  a patient  who  has  been  the 
recipient  of  chronic  corticosteroid  therapy  have 
been  discussed  in  several  settings.  The  ex- 
treme difficulty  of  diagnosis  with  absent  signs 
of  inflammation  and  infection  has  been  em- 
phasized as  well  as  the  need  for  increased 
levels  of  exogenous  corticosteroids  during  any 
such  stressful  illness  and/or  operation. 

Acknowledgment 

The  patients  referred  to  in  the  case  reports 
were  kindly  referred  by  Doctors  Frank  Lehn 
and  Mary  Osborne. 


References 

1.  Brothers,  J.  R.,  Olson,  G.  and  Polk,  H.  C.,  Jr.:  En- 
hancement of  Infection  by  Corticosteroids:  Experimental 
Clarification.  Surg.  Forum  24:30,  1973. 

2.  Fuenfer,  M.  M.,  Olson,  G.  and  Polk,  H.  C.,  Jr.:  Ef- 
fect of  Various  Corticosteroids  on  Neutrophil  Function. 
Submitted  for  publication. 

3.  Nielsen,  J.  B.,  Divsholm,  A.,  Fischer,  F.  and  Broch- 
ner-Mortensen,  K. : Long-term  Treatment  with  Corticoste- 
roids in  Rheumatoid  Arthritis  (Over  a Period  of  9 to  12 
Years).  Acta  Med.  Scand.  173-177,  1963. 

4.  Warren,  W.  D. : Personal  communication,  1974. 


Timothy  Oldfather,  M.D. 
William  Bizot,  M.D. 
David  Kinnaird,  M.D. 
Hiram  C.  Polk,  Jr.,  M.D. 


a 

c 

ti 

ll 

ei 

2i 


282 


May  1974  • The  Joun 


Health  Services  of  the  Ukrainet 


George  F.  Brockman,  M.D.* 


Mr.  K.  was  not  a physician,  but  had  an  ex- 
i cellent  command  of  English  and  a thorough 
i knowledge  of  health  problems  administratively. 

The  Constitution  of  the  Ukraine  SSR, 
adopted  in  1953,  specifically  guarantees  health 
care  for  all.  During  the  five  years  from  1966 
to  1970  expenditures  of  the  Ministry  were  at 
the  rate  of  347  million  rubles  annually.  Pres- 
ently they  are  at  the  rate  of  464  million  rubles. 

The  population  served  is  47.5  million,  with 
26.28  million  classified  as  urban  and  21.21 
million  classified  as  rural. 

Government  medical  service  is  provided 
through: 

a.  Hospitals — primarily  by  general  hos- 
f pitals  fairly  comparable  to  general  hospitals  as 

we  know  them.  In  addition  to  these  general 
hospitals  there  are  a number  of  special  insti- 
, tutes  devoted  to  categories,  such  as  cancer, 
heart  disease,  surgery  (in  terms  of  surgical  re- 
search and  special  problems). 

b.  Polyclinics — ambulatories  strategically 
deployed  by  population  and  geography.  The 
adult  polyclinic  is  served  by  a number  of  phy- 
sicians, predominantly  general  practitioners. 
Appropriate  specialists  are  present  for  the  out- 
patient services  applicable  to  their  specialty. 
In  addition  to  the  adult  polyclinics,  there  are 
about  50%  more  pediatric  polyclinics  which 
take  care  of  children  to  the  age  of  16,  at  which 

| time  their  medical  record  is  transferred,  and 
1 their  care  is  transferred,  to  an  adult  polyclinic. 
Attendance  at  the  children’s  polyclinic  is  man- 
datory at  least  to  the  extent  of  immunizations. 

c.  In  addition  to  these  institutions  of  the 


t Abstract  of  a presentation  made  by  Mr.  Komen- 
schlia  of  Kiev,  of  the  Technologic  Propaganda  of  the 
Ministry  of  Health  of  the  Ukraine  SSR  on  October 
26,  1973. 

*Observations  and  impressions  of  Doctor  Brockman 
following  a trip  in  October,  1973,  to  study  medical 
care  in  the  USSR  and  Finland.  Doctor  Brockman,  a 
former  KMA  President,  practices  in  Greenville. 


Ministry  of  Health,  there  is  a municipal  emer- 
gency resuscitative  service,  with  equipment  for 
handling  acute  coronaries,  acute  pulmonary 
failure,  etc.  These  have  no  hospital  facilities 
but  deliver  their  patients  to  the  Ministry  of 
Health  facilities.  Normally,  the  patient  secures 
out-patient  care  at  the  polyclinic  to  which  he  is 
assigned,  routine  emergency  care  in  the  same 
manner,  but  has  the  additional  coverage  of  the 
municipal  emergency  service.  On  weekends, 
the  pattern  seems  to  be  pretty  much  that  the 
polyclinic  leaves  the  emergency  service  to 
either  physicians  at  the  polyclinic  or  to  the 
municipal  facility.  Attached  to  the  Ministry  of 
Health  is  a transportation  section,  which  han- 
dles routine  ambulance  transportation  as  di- 
rected by  the  physicians  of  the  polyclinics  and 
hospitals. 

Hospital  beds,  per  10,000  people,  are  107 
for  general  hospitals,  11.5  for  tuberculosis, 
and  11.2  for  mental  disorders.  In  addition  to 
the  hospital  beds,  there  are  45,000  people  on 
Social  Security,  who  reside  in  boarding  homes, 
and  who  are  served  by  medical  personnel  at- 
tached to  Social  Security. 

There  are  135,000  physicians  in  the  Ukraine 
SSR,  giving  the  rate  of  one  physician  per  360 
population.  This  is  regarded  as  inadequate  and 
is  to  be  reduced  within  five  years  to  one  phy- 
sician per  320  population,  through  annual  in- 
crements of  4,000  per  year. 

To  illustrate  the  normal  operation  of  the 
system,  consider  a worker  with  an  acute  sore 
throat.  He  may  secure  medical  attention  by 
going  to  the  polyclinic,  or  by  having  his  wife 
phone  to  report  his  illness  to  the  polyclinic. 
A polyclinic  team  including  a physician  will 
make  a house  call  within  four  to  six  hours.  If 
the  physician  feels  he  can  be  treated  at  home, 
he  prescribes  and  gives  the  patient  a statement 
of  sick-leave  for  from  three  to  seven  days,  as 
may  be  appropriate.  Before  the  patient  can  re- 
turn to  work,  however,  the  directors  of  em- 
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ployment  require  that  he  have  a complete  cer- 
tification as  to  his  illness.  This  will  be  com- 
pleted when  the  patient  reports  for  examination 
by  the  same  physician  at  the  polyclinic.  If  the 
physician  has  written  a prescription,  the  pa- 
tient or  his  family  fills  it  at  an  apothecary 
(APTEK)  which  is  a state-operated  pharmacy. 
At  present  one  pharmacy  is  available  per 
12,000  population,  but  rapid  increases  are  ex- 
pected to  provide  one  pharmacy  per  6,000 
population.  The  patient  must  purchase  the 
medication.  The  average  medication  for  a 
short-term  such  as  a sore  throat  would  ap- 
parently cost  from  40  to  60  kopeks. 

Birth  control  is  available  chiefly  through 
mechanical  means,  although  there  has  been  the 
fairly  recent  introduction  of  oral  contracep- 
tives. These  are  available  as  a form  of  family 
counselling  service  (for  females)  at  polyclinics. 
Because  of  the  population  deficit  from  World 
War  II,  population  control  is  not  a matter  of 
state  policy.  Abortions  are  performed,  but  in 
general  are  only  for  reasonable  medical  indica- 
tions. There  are  no  figures  on  illegitimate  or 
teenage  pregnancies,  as  the  only  record  of  a 
parturition  or  child  has  to  do  with  the  mother’s 
appropriate  identification,  and  not  with  that 
of  the  father. 

Drug  abuse  is  no  particular  problem. 

Alcoholism  is  not  a problem.  Mr.  K.  stated, 
with  a perfectly  straight  face,  that  only  two 
million  working  days  were  lost  to  alcoholism  in 
the  entire  Soviet  Union  in  a year. 

Polyclinic  physicians  have  no  contact  with 
the  hospital  care  of  patients.  After  four  years 
service  in  the  polyclinic  they  receive  a refresher 
course  in  a medical  institute  for  about  six 
weeks,  and  after  an  additional  period  of  serv- 
ice, they  receive  a refresher  course  of  about 
three  months. 

A Polyclinic  In  Leningrad 

The  polyclinic  studied  is  located  in  the 
Moskava  District  of  Leningrad.  It  was  estab- 
lished in  1963  to  serve  a population  of  52,000 
people.  The  Director  is  a woman  physician. 
She  is  assisted  by  three  deputies.  One  physi- 
cian supervises  treatment,  one  physician  super- 
vises disability  appraisals  and  diagnosis,  and 
a third  deputy  is  a non-physician  in, charge  of 
budget  and  finance.  There  are  a total  of  368 
employees,  including  104  physicians,  190 
nurses,  and  50  nurse  aides  and  maintenance 
persons.  Facilities  include  x-ray,  ECG,  two 


laboratories  (one  for  chemistries  and  one  for 
microbiology),  an  extensive  battery  of  physical 
therapy  equipment,  and  some  central  pulmon- 
ary machines  for  out-patient  treatment  of 
chronic  lung  disease. 

The  physicians  work  30  hours  per  week, 
with  the  general  practitioners  working  a 7 -Vi 
hour  day  and  the  specialists  a 6-hour  day.  The 
general  practitioner  is  scheduled  to  spend  about 
four  hours  in  the  clinic,  during  which  time  they 
are  scheduled  for  20  patient  visits,  ordinarily 
50%  initial  visits  and  50%  re-visits.  A par- 
ticular general  practitioner  is  assigned  to  about 
2,000  patients  that  he  observes  on  a continu- 
ing basis.  The  remaining  3- Vi  hours  of  his  day’s 
work  is  devoted  to  house  calls,  which  ordi- 
narily average  six  to  eight  in  that  period  of 
time.  Where  it  is  appropriate,  the  specialists 
also  make  house  calls.  The  polyclinic  is  affili- 
ated (quite  loosely)  with  a general  hospital  lo- 
cated at  a distance  of  about  two  kilometers. 

In  addition  to  providing  treatment  for  acute 
disorders,  the  polyclinic  maintains  a roster  of 
chronic  disease  patients  who  are  routinely  re- 
examined from  two  to  four  times  annually  ac- 
cording to  the  illness.  This  may  cover  such 
things  as  chronic  pulmonary  disease,  heart  di- 
sease, tuberculosis,  etc. 

The  patient  generally  expects  treatment  from 
the  physician  to  whom  he  is  assigned.  When 
there  is  disagreement  as  to  the  patient’s  disa- 
bility or  the  appropriateness  of  treatment,  there 
is  a formal  mechanism  for  resolving  these  by 
a special  board  of  arbitration.  Another  source 
of  conflict  is  that  many  of  the  larger  industrial 
organizations  maintain  their  own  polyclinics. 
If  the  patient  is  stricken  while  at  work,  he  may 
be  treated  initially  there  and  referred  to  his 
home  polyclinic,  or  be  cared  for  by  the  factory 
polyclinic.  It  is  not  uncommon  for  the  two 
polyclinics  to  disagree  as  to  illness  and  disa- 
bility, and  in  this  circumstance  (the  Director 
says)  “There  is  further  discussion.” 

The  Moskova  District  has  four  similar  poly- 
clinics. In  addition,  there  are  seven  pediatric 
polyclinics,  three  dermatologic  polyclinics,  a 
neuropsychiatric  polyclinic  or  institute,  and  a 
tuberculosis  establishment.  The  polyclinic  with 
a population  of  52,000  normally  logs  about 
one-half  million  patient  visits  per  year.  For 
budget  purposes,  these  are  estimated  to  cost 
four  kopeks  per  medical  visit  and  20  kopeks 
per  surgical  visit. 

Physical  facilities  inspected  at  the  clinic  did 
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not  include  laboratory,  x-rays,  or  the  ECG  fa- 
cilities. They  had  an  extensive  battery  of  dia- 
thermy and  various  other  forms  of  physical 
therapy.  In  the  emphysema  clinic,  four  patients 
were  being  served  from  a crude  machine,  with 
a common  container  piping  out  the  inhalation 
medication  to  each  patient.  The  American 
group  shuddered  at  the  high  rise  of  Pseudo- 
monas to  be  expected  from  this. 

Patients  with  active  tuberculosis  are  treated 
for  10  months,  on  salary,  while  under  treat- 
ment in  an  institution.  Two  additional  periods 
I of  two  months  each  may  be  added  to  this  at  the 
discretion  of  the  medical  facility.  It  is  reported 
that  five  years  ago  they  had  a special  cam- 
paign for  the  identification  of  tuberculosis  and 
that  this  has  reduced  their  tuberculosis  popu- 
lation approximately  in  line  with  those  in  the 
United  States,  and  has  now  reached  a plateau 
as  ours  has. 

Medical  Care  In  Finland 

For  a population  of  4.6  million,  there  are 
6,000  physicians  making  a physician-popula- 
tion ratio  of  one  to  800.  This  is  regarded  as 
insufficient  and  the  number  of  medical  facul- 
! ties  for  training  has  been  increased  to  a total 
of  five  so  that  there  is  an  intake  of  600  stu- 
dents per  year.  Students  are  about  27%  fe- 
male these  days.  The  previous  pattern  of  med- 
ical education  has  included  what  amounts  to 
6-V2  years  of  University  work.  It  is  at  present 
established  on  a level  of  4-V4  years  University 
work  but  there  is  under  discussion  various 
schemes  for  providing  additional  special  train- 
ing, including  general  practice,  that  would  lead 
to  a total  medical  education  experience  of  8-V2 
to  10-14  years  of  college  postgraduate  level 
work.  At  least  part  of  this  will  be  in  a pre- 
ceptorship  fashion. 

The  majority  of  the  physicians  in  Sweden 
are  in  salaried  positions,  with  only  a few  in 
strictly  private  practice.  However  those  in 
salaried  positions  are  permitted  to  have  private 
practice  and  most  do.  For  private  practice, 
there  is  a tendency  for  a physician  to  congre- 
gate in  groups  and  in  Helsinki  there  is  one 
group  that  contains  100  physicians. 

Hospital  care  is  provided  in  20  central  (gen- 
eral) hospitals.  These  are  maintained  by  the 
communes,  with  an  approximate  50%  sub- 
sidy by  the  Finnish  government.  The  commune 
is  a taxing  body  that  is  appropriate  for  the 
construction  of  a central  general  hospital.  Be- 


cause the  population  is  well  scattered,  the  hos- 
pitals range  in  size  from  300  beds  in  the  ex- 
treme rural  areas  to  3,500  beds  in  the  general 
hospital  of  Helsinki.  Three  thousand  of  the 
6,000  Finnish  physicians  are  on  salary  in  hos- 
pitals, but  as  noted  before  these  are  primarily 
part-time  jobs.  A few  of  the  high-level  special- 
ists have  the  privilege  of  admitting  private  pa- 
tients. Another  substantial  volume  of  Finnish 
physicians  are  working  in  commune  health 
centers,  which  is  an  ambulatory  center  estab- 
lished by  some  municipal  authority.  These  phy- 
sicians also  are  basically  on  salary  but  some 
of  them  have  provisions  for  either  increasing 
their  pay  for  exceeding  a given  number  of  pa- 
tients or  for  charging  privately  for  seeing  ex- 
cess patients.  Most  physicians  specialize.  Spe- 
cialization was  formerly  regulated  by  the  Fin- 
nish Medical  Association,  but  since  1961  has 
been  regulated  by  statute.  Surgery,  internal 
medicine,  and  gynecology  are  the  favorite  spe- 
cialties. 

Both  physicians  and  general  practitioners 
congregate  in  urban  areas.  For  physicians 
working  in  the  hospitals  the  standard  work 
week  is  37  hours  and  does  not  include  any  on- 
call  duty,  which  is  paid  for  separately.  In  the 
health  centers,  the  general  practitioners  work 
a 37-hour  week  which  is  devoted  to  both  ad- 
ministrative and  direct  medical  care.  Medical 
fees  for  private  practice  are  regulated  by  the 
Ministry.  Hospitals  are  gathered  together  in  an 
association  which  negotiates  with  the  physi- 
cians about  salaries,  which  have  been  frozen  in 
an  effort  to  control  inflation.  In  hospitals,  pa- 
tients pay  approximately  10%  of  expense  in- 
creases through  a form  of  government  sickness 
insurance  for  which  the  payroll  rate  is  1.5% 
of  income.  For  patients  seen  in  private  practice, 
the  government  insurance  pays  approximately 
60%  of  the  cost  of  physician  services,  pre- 
scription medications,  x-rays,  etc.  For  some 
chronic  diseases  and  special  forms  of  treatment 
the  sickness  insurance  plans  pay  100%  of  the 
cost  of  medication.  A routine  office  visit  to  a 
general  practitioner  usually  carries  a fee  of  $7 
to  $10,  with  specialists  charging  approximately 
50%  more.  Senior  specialists  in  hospitals  are 
paid  about  5,000  marks  per  month  ($1200), 
although  this  is  not  the  top  limit.  Because  of 
the  freeze  on  income  and  other  restrictions,  it 
is  felt  that  the  living  standard  of  Finnish  phy- 
sicians is  on  the  decline. 

( Continued  on  Page  297) 
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Reflection  on  Colonoscopy 


THERE  is  a rapidly  growing  awareness  of 
the  diagnostic  and  therapeutic  value  of 
colonoscopy.  In  Louisville  alone,  five 
major  hospitals  have  purchased  colonoscopes 
and  these  purchases  are  being  seriously  con- 
sidered in  three  other  hospitals.  This  obviously 
reflects  mounting  enthusiasm  for  this  procedure 
by  the  physicians  practicing  in  these  various 
institutions.  The  rapid  proliferation  of  avail- 
ability of  colonoscopes  has  quickly  outgrown 
the  supply  of  physicians  trained  to  use  the 
instruments.  There  are  no  criteria  as  to  the 
“who  should”  and  the  “when  should”  aspects 
of  colonoscopy;  the  uncontrolled  use  of  this  pro- 
cedure could  reach  the  point  at  which  the  only 
necessary  indication  for  colonoscopy  would  be 
the  “presence  of  the  colon.”  To  prevent  this 
from  occurring  and  to  maintain  the  current  low 
morbidity  attributable  to  both  diagnostic  and 
therapeutic  colonoscopy,  one  must  select 
patients  based  on  the  value  of  information 
gained,  measured  against  any  morbidity  pro- 
duced by  the  procedure.  The  possible  com- 
plications arising  from  colonoscopy  are  few, 
but  by  their  nature,  the  effects  on  the  patient 
are  serious. 

There  are  well  established  indications  for 
colonoscopy.  Its  greatest  service  is  in  removing 
colon  polyps  which  are  beyond  the  reach  of  a 
standard  proctosigmoidoscope.  The  advantages 
of  the  endoscopic  removal  of  colon  polyps  in- 
clude avoiding  many  needless  laparotomies  and 
general  anesthetics,  a significant  reduction  in 
hospitalization  time  and  time  lost  from  work, 
a greater  than  50%  reduction  in  the  overall 
medical  cost  of  managing  lesions  of  the  prox- 
imal colon,  and  all  done  with  a morbidity  rate 
which  is  far  less  than  that  attributable  to  a 
laparotomy-colotomy  to  achieve  the  same 
goal.1  Other  established  indications  include  pa- 
tients with  undiagnosed  rectal  bleeding  follow- 
ing a rectal  examination,  proctosigmoidoscopy 
examination,  and  contrast  x-ray  studies;  also, 
patients  with  questionable  radiographic  find- 


ings present  on  either  a routine  or  an  air-con-  : 
trast  barium  enema.  An  emerging  indication 
is  a patient  with  a documented  colon  carci-  > 
noma.  Colonoscopy  can  be  performed  before  ’ 
or  during  surgery  to  define  other  lesions,  in-  p 
eluding  synchronous  carcinomas  which  might 
not  ordinarily  be  included  in  the  contemplated  p 
field  of  resection. 


On  the  other  hand,  there  are  colonic  dis- 
orders which  are  well-defined  contraindications 
to  colonoscopy;  the  risk  of  adversely  affecting 
the  patient’s  recovery  greatly  outweighs  any 
beneficial  information  which  might  be  derived 
from  the  procedure.  Colonoscopy  is  not  recom- 
mended in  patients  with  any  form  of  acute 
inflammatory  disease  of  the  colon.  This  in- 
cludes ulcerative  colitis,  granulomatous  colitis, 
diverticulitis,  bowel  obstruction,  and  toxic 
megacolon.  There  obviously  are  a few  excep- 
tions and  when  the  diagnosis  of  one  of  the 
above  conditions  is  in  serious  doubt,  colono- 
scopy is  justifiable,  only  however,  following 
complete  resolution  of  all  signs  and  symptoms 
of  the  acute  phase  of  the  disease. 

There  is  another  group  of  colon  disorders  in 
which  insufficient  experience  is  available  to 
judge  the  value  of  colonoscopy.  Localization 
of  the  site  of  bleeding  in  diverticular  hemor- 
rhage has  great  appeal,  however,  the  practical 
considerations  of  an  inadequate  colon  prepara- 
tion and  the  rapid  aspiration  of  blood  and 
clots  make  it  of  questionable  value.  As  a 
screening  procedure  for  occult  colon  cancer, 
colonoscopy  has  great  potential,  but  once 
again,  practical  considerations  weigh  heavily 
against  its  routine  use.  The  two-to-three  day 
colon  preparation  and  the  one-to-two  hour  ex- 
amination do  not  lend  themselves  well  to  a 
screening  modality.  However,  should  a rapid, 
simple  screening  parameter  be  developed  with 
which  a small  high-risk  group  could  be  selected 
from  the  population  at  risk,  then  the  use  of 
the  colonoscope  on  this  selected  group  would 
be  justifiable  and  a quite  productive  endeavor. 
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This  procedure  has  so  recently  been  estab- 
lished that  no  criteria  for  determining  com- 
petence in  the  use  of  the  flexible  fiberoptic 
devices  has  been  developed.  However,  at  this 
stage,  good  conscience  should  dictate  that  some 
formal  instruction  should  be  obtained  in  their 
use  before  initiating  such  a program.  In  addi- 
tion, considerable  personal  experience  with 
diagnostic  colonoscopy  should  be  gained  prior 
to  initiating  a program  for  the  endoscopic  re- 
moval of  polyps.i 2  One  of  the  greatest  attrac- 
tions of  this  instrument  is  the  low  morbidity  as- 
sociated with  its  use  which  can  only  be  main- 
tained by  reasonable  training  prior  to  its  utiliza- 
tion. 

We  now  have,  at  our  disposal,  an  instru- 
ment which  has  been  proven  to  be  of  signifi- 
cant diagnostic  and  therapeutic  value,  par- 
ticularly in  some  currently  ill-defined  disorders. 
It  is  a gross  understatement  to  say  that  “the 


mere  presence  of  the  colon  is  not  an  indication 
for  colonoscopy.”  There  are  well-defined  indi- 
cations, as  well  as  contraindications  for  its  use. 
The  possible  information  obtained  or  benefits 
derived  thereof  must  be  carefully  weighed,  not 
only  against  the  possibility  of  morbidity  and 
the  cost,  but  also  against  the  time  involved  to 
achieve  an  adequately  clean  colon  and  the 
time  required  to  perform  the  examination. 
Thought  given  to  these  considerations  will  max- 
imize the  benefits  and  maintain  the  present 
minimal  morbidity  of  colonoscopy. 
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Regional  Workshops  Being  Held 
On  New  X-Ray  Standards 


i 

A Federal  standard  for  diagnostic  x-ray  equip- 
ment becomes  effective  August  1 of  this  year.  This 
equipment  standard  primarily  applies  to  manufac- 
turers and  assemblers  but  users  are  also  affected. 

Because  the  final  standard  was  extensively  revised 
and  amended  since  first  proposed  in  1971,  it  is  not 
j surprising  that  many  individuals  affected  are  not  yet 
knowledgeable  about  its  full  implications. 

Under  the  standard,  x-ray  manufacturers  are  re- 
sponsible  for  producing  equipment  and  components 
that  perform  according  to  requirements  of  the  stand- 
ard. Assembler’s  primary  responsibility  is  to  install 
the  system  according  to  the  manufacturer’s  specifica- 
• tions  and  to  use  the  type  of  components  called  for  by 
a I the  standard.  He  must  certify  that  these  two  condi- 
tions have  been  met  by  filing  specified  forms  with  the 
Food  and  Drug  Administration’s  Bureau  of  Radio- 
| logical  Health,  the  State  Radiation  Control  Agency, 
J and  the  purchaser. 

One  of  the  principal  protection  provisions  of  the 
J standard  requires  machines  to  be  capable  of  restrict- 
ing the  x-ray  beam  to  the  size  of  the  film  or  fluoro- 

I 


scopic  image  receptor.  The  standard  also  contains  pro- 
visions intended  to  make  it  possible  for  operators  to 
reproduce  more  consistently  a given  image  quality 
for  given  voltage,  current,  and  time  settings.  This 
capability,  in  combination  with  good  x-ray  exam- 
ination techniques,  will  tend  to  minimize  film  re- 
takes and  unnecessary  exposure. 

To  familiarize  persons  who  are  affected  by  the 
new  standard,  especially  commercial  installers  and 
users  who  may  perform  their  own  installations,  with 
their  responsibilities  under  the  new  regulations,  work- 
shops are  being  conducted  by  the  Food  and  Drug 
Administration.  These  one-day  sessions  are  being  held 
in  various  parts  of  the  United  States.  The  workshops 
will  also  include  discussions  of  proposed  federal  re- 
quirements involving  resale  of  used  x-ray  equipment. 
Persons  interested  in  attending  are  urged  to  contact 
the  FDA  Radiation  Officer  in  their  region  for  ad- 
ditional information. 

The  FDA  Radiation  Control  Officer  in  Kentucky’s 
region  is:  Thomas  R.  Johnson,  Jr.,  880  West  Peach- 
tree St.,  N.W.,  Atlanta,  Georgia  30309,  (404)  526- 
3576. 
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ORGANIZATION  SECTION 


Guest  Speakers  To  Provide  Outstanding  Scientific  Program 
At  1974  KMA  Annual  Meeting,  September  24-26 


An  outstanding  scientific  program  will  highlight  the 
1974  KMA  Annual  Meeting  to  be  held  September 
24-26  at  the  Ramada  Inn/ 
Bluegrass  Convention  Cen- 
ter in  Louisville.  Many 
prominent  guest  speakers 
from  Kentucky  and 
throughout  the  nation  are 
scheduled  to  participate  in 
this  year’s  annual  session, 
according  to  Fred  C. 
Rainey,  M.D.,  Elizabeth- 
town, KMA  President. 

Under  the  chairmanship 
of  R.  Glenn  Greene,  M.D., 
Owensboro,  the  KMA 
Scientific  Program  Committee  has  designed  the  pro- 
gram so  that  physicians  in  every  medical  specialty 
will  be  represented.  A wide  range  of  medical  subjects 
will  be  discussed  by  guests  of  the  Association,  spe- 
cialty group  speakers,  and  local  physicians  during 
the  three-day  session. 

Themes  for  the  four  general  sessions  include  “The 
Sexes,”  “Hypertension,”  “Fetal  and  Neonatal  Health,” 
and  “Food  Facts  and  Fads.” 

Speaking  during  the  opening  session  on  September 
24  will  be  Michael  J.  Daly,  Jr.,  M.D.,  Philadelphia; 
A.  Colin  Markland,  M.D.,  Minneapolis;  and  James 
D.  McNeely,  M.D.,  Louisville. 

Doctor  Daly,  who  is  Professor  of  Obstetrics  and 
Gynecology  at  Temple  University  Medical  Center, 
will  deal  with  the  topic  “Life  Style  Options  and  the 
Physician.”  An  author  of  numerous  publications  on 
gynecologic  oncology  and  psychophysiologic  prob- 
lems in  obstetrics  and  gynecology,  Doctor  Daly  is  a 
member  and  serves  on  several  national  committees 
of  the  American  College  of  Obstetricians  and  Gyne- 
cologists. 

“The  University  of  Minnesota  Transexual  Research 
Study”  will  be  discussed  by  Doctor  Markland,  Profes- 
sor of  Urology  at  the  University  of  Minnesota  Med- 
ical School.  A member  of  the  American  Urological 
Association  and  a Fellow  of  the  American  College 
of  Surgeons,  Doctor  Markland  is  an  editorial  board 
member  of  Urology  and  Journal  of  Human  Repro- 
duction. 

An  Assistant  Professor  of  Psychiatry , at  the  Uni- 
versity of  Louisville  School  of  Medicine,  Doctor 
McNeely  will  speak  on  “Current  Concepts  in  Marital 
Therapy.”  Doctor  McNeely,  a member  of  the  Amer- 
ican Psychiatric  Association,  also  coordinates  junior 


Doctor  Daly 


Doctor  Markland 


Doctor  McNeely 


clerkships  at  Norton  Psychiatric  Clinic  and  is  an  ad- 
junct Professor  of  Psychiatric  Information  for  Min- 
isters and  Social  Workers  at  Southern  Baptist  Theo- 
logical Seminary  in  Louisville. 

Meetings  of  17  specialty  groups,  two  meetings  of 
the  KMA  House  of  Delegates,  the  President’s  Lunch- 
eon, a wide  variety  of  scientific  and  technical  ex- 
hibits, and  the  Annual  Convention  of  the  Woman’s 
Auxiliary  to  KMA  will  also  take  place  during  the 
1974  session.  All  activities  will  be  held  at  the  Ramada 
Inn/ Bluegrass  Convention  Center  located  at  the  inter- 
section of  Interstate  64  and  Hurstbourne  Lane. 

Further  details  on  other  speakers  and  highlights 
of  the  1974  KMA  Annual  Meeting  will  be  carried 
in  upcoming  issues  of  The  Journal. 


Plans  Should  Be  Made  Now 
For  Scientific  Exhibits 

Arnold  C.  Williams,  M.D.,  Lexington,  Chairman 
of  the  KMA  Scientific  Exhibits  Committee,  urges  all 
physicians  interested  in  presenting  scientific  exhibits 
at  the  1974  KMA  Annual  Meeting  to  make  their 
plans  soon. 

Application  for  space  should  be  received  by  July 
1,  1974  at  the  Headquarters  Office.  Exhibits  need 
not  be  expensive  or  professionally  constructed,  but 
should  have  a good  subject  and  be  of  teaching  value. 

This  year’s  Annual  Meeting  will  be  held  September 
24-26  at  the  Bluegrass  Convention  Center.  An  ap- 
plication blank  appeared  in  the  April  Journal  of  KMA 
on  page  232.  You  may,  however,  obtain  an  applica- 
tion blank  by  writing  the  KMA  Headquarters  Office, 
Scientific  Exhibits,  3532  Ephraim  McDowell  Drive, 
Louisville,  Kentucky  40205. 
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KMA  Public  Relations  Committee 
Seeks  Physician  Volunteers 

The  KMA  Public  Relations  Committee  will  sponsor 
an  exhibit  at  the  1974  Kentucky  State  Fair  at  which 
blood  pressures  will  be  taken  with  an  automatic  cuff 
and  a small  disk  denoting  blood  pressure  will  be 
given  to  each  individual  for  his  personal  record. 
Members  of  the  Woman’s  Auxiliary  to  KMA  who 
are  registered  nurses  will  be  taking  the  blood  pres- 
sures. 

The  Committee  feels  that  the  best  public  relations 
can  be  obtained  by  having  a physician  member  of 
KMA  present  to  chat  briefly  with  individuals  who 
have  abnormal  blood  pressures.  Members  of  the 
Committee  have  all  volunteered  to  be  available  during 
undesirable  four-hour  periods.  If  any  KMA  member 
feels  he  can  give  four  hours  to  the  Association  at 
the  1974  State  Fair,  August  15-24,  it  would  be  ap- 
preciated if  he  would  contact  the  Headquarters  Office 
and  select  a time  which  would  be  convenient. 


Robert  C.  Long,  M.D.,  (right)  Louisville,  after  his  election 
as  President  of  the  National  Health  Council,  accepts  the 
gavel  of  office  from  outgoing  NHC  President,  Walter  J. 
McNerney,  (left)  Chicago,  President  of  Blue  Cross  Associa- 
tion. Elected  at  the  NHC  Annual  Meeting  in  Boston  on 
March  11,  Doctor  Long  has  been  an  AMA  representative 
on  the  NHC  Board  since  1968. 


AMA  Lists  107  Kentucky  Recipients 
For  Physician’s  Recognition  Award 

The  American  Medical  Association  Physician’s  Recognition  Award  for  1972-73  was  presented  to  107  Kentucky 
physicians.  First  offered  in  1969,  the  Physician’s  Recognition  Award  recognizes,  encourages  and  supports  physi- 
cians who  participate  regularly  in  continuing  medical  education.  The  Kentucky  Medical  Association  is  one  of  only 
three  state  medical  associations  whose  annual  meeting  was  approved  for  Category  1 for  the  1973  Physician’s 
Recognition  Award.  Listed  below  are  the  Kentucky  physicians  who  received  the  award  for  1972. 


Richard  A.  Allnutt,  Covington 
Leticia  C.  Alojipan,  Louisville 
Mohammad  Amin,  Louisville 
Richard  L.  Atkinson,  Ft.  Campbell 
Maurice  E.  Bandy,  Glasgow 
James  A.  Baumgarten,  Owensboro 
J.  Bradford  Block,  Frankfort 
James  C.  Bobrow,  Louisville 
Orides  Bonadio,  Harlan 
R.  Barton  Bridges,  Hopkinsville 
C.  William  Briscoe,  Corbin 
George  F.  Brockman,  Greenville 
Carl  J.  Brueggemann,  Covington 
John  H.  Burke,  Lexington 
William  W.  Bush,  Covington 
P.  Raphael  Caffrey,  Lexington 
Frank  S.  Cascio,  Lexington 
Jerry  W.  Conners,  Highland  Heights 
William  B.  Cook,  Prestonsburg 
Guy  C.  Cunningham,  Ashland 
Stanley  J.  Cyran,  Louisville 
James  R.  Dade,  Hopkinsville 
Arthur  T.  Daus,  Louisville 
Harry  O.  Debandi,  Madisonville 
Agapito  Del  Rosario,  Whitesburg 
Robert  W.  Dettmer,  Ft.  Knox 
Marcus  L.  Dillon,  Lexington 
Stephen  G.  Edelstein,  Lexington 
Francisco  Elbl,  Louisville 
Will  S.  Foster,  Louisville 
Yen  Jen  Fuh,  Lexington 
George  R.  Geier,  Ft.  Campbell 
George  I.  Goldstein,  Ft.  Knox 
Joseph  L.  Goldstein,  Louisville 
i Armond  T.  Gordon,  Louisville 
Allen  E.  Grimes,  Lexington 


Larry  J.  Hall,  Elizabethtown 

Ronald  D.  Hamilton,  Lexington 

Talmadge  V.  Hays,  Pineville 

Carl  G.  Hoffman,  Newport 

♦Charles  E.  Hornaday,  Owensboro 

John  P.  Howard,  Louisville 

Van  R.  Jenkins,  Lexington 

William  W.  Joule,  Louisville 

Irving  F.  Kanner,  Lexington 

Ann  P.  Kasdan,  Louisville 

Morton  L.  Kasdan,  Louisville 

Arthur  H.  Keeney,  Louisville 

Mohammed  I.  Khan,  Louisville 

Seong  Soo  Kim,  Henderson 

Taiksoo  A.  Kim,  Paducah 

William  H.  Klompus,  Madisonville 

Ferris  I.  Larsen,  Morganfield 

Frank  R.  Lemon,  Lexington 

♦Nathan  Levene,  Louisville 

Champ  Ligon,  Lexington 

Austin  S.  Litvak,  Lexington 

Thomas  B.  Logan,  Hopkinsville 

Tchuoc  Poin  Ly,  Louisville 

Khosrow  Matini,  Louisville 

Mary  H.  May,  Georgetown 

Manoochehr  Mazloomdoost,  Louisville 

R.  G.  McAllister,  Midway 

Edward  W.  McReynolds,  Ft.  Campbell 

Ira  P.  Mersack,  Lexington 

Harold  S.  Moberly,  Winchester 

Tom  D.  Nichol,  Louisville 

Clem  E.  Nichols,  Munfordville 

W.  Harold  Nicked,  Lexington 

Robert  C.  Noble,  Lexington 

Robert  L.  Nold,  Louisville 

Andres  C.  Olaciregui,  Louisville 


Nick  Olmos  Lau,  Ft.  Knox 
M.  David  Orrahood,  Owensboro 
William  M.  Parsley,  Louisville 
Philip  E.  Podruch,  Louisville 
Stephen  H.  Radinsky,  Lexington 
Garner  E.  Robinson,  Ashland 
George  H.  Rodman,  Greenville 
Robert  J.  Salisbury,  Mt.  Sterling 
Nat  H.  Sandler,  Lexington 
Robert  P.  Schiavone,  Louisville 
James  A.  Schroer,  Newport 
Arthur  F.  Schultz,  Somerset 
Samuel  R.  Scott,  Lexington 
Frank  D.  Scutchfield,  Morehead 
Frank  K.  Sewell,  Mt.  Sterling 
Charles  E.  Shields,  Ft.  Knox 
Allen  L.  Sklar,  Lexington 
Clifton  Smith,  Lexington 
Seung  Seek  Sohn,  Madisonville 
Curtis  L.  Songster,  Louisville 
Winfield  Stryker,  Paducah 
Gerald  E.  Sullivan,  Bowling  Green 
George  R.  Tanner,  Ft.  Thomas 
Sam  H.  Traughber,  Hopkinsville 
Harry  E.  Voyles,  Louisville 
Thomas  L.  Wachtel,  Corbin 
Ronald  E.  Waldridge,  Shelbyville 
Paul  M.  Walstad,  Harlan 
William  E.  Yancey,  Louisville 
William  R.  Yates,  Ft.  Mitchell 
Akhtar  E.  Yusufji,  Henderson 
Manoochehr  Zia  Borhan,  Harlan 
Nathan  Zimmerman,  Valley  Station 
Martin  Zukof,  Louisville 
Walter  H.  Zukof,  Louisville 
♦Deceased. 
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IN  KENTUCKY 

MAY 

15-18  Annual  Assembly,  Kentucky  Academy  of  Fami- 
ly Physicians,  Ramada  Inn/Bluegrass  Conven- 
tion Center,  Louisville. 

27- 31  “Practical  Therapeutics  in  Internal  Medi- 

cine”*, University  of  Kentucky  Medical  Cen- 
ter, Co-sponsored  by  American  College  of 
Physicians,  Lexington 

28- 30  International  Symposium  on  Intestinal  Ab- 

sorption and  Malabsorption,*  University  of 
Kentucky  Medical  Center;  Registration:  $150; 
Lexington 

30- 31  Emergency  Health  Care  Seminar,  Ramada 

Inn/Bluegrass  Convention  Center,  Louisville 

31- June  1 Fourth  Biennial  Symposium,  “Cancer  in 

Women,”  and  Annual  Meeting  of  Kentucky 
Obstetrical  and  Gynecological  Society,  Galt 
House,  Louisville 

JUNE 

1 Kentucky  Society  of  Pathologists  Annual  Slide 
Seminar,  Lake  Barkley  Resort  Park,  12:30 
p.m. — 5 p.m. 

13  “Patient/Public  Relations  Seminar  for  the 
Office  Assistant,”  KMA-sponsored,  Ramada 
Inn,  Louisville 

17-18  “Colposcopy  and  the  Cytologically  Suspect 
Uterine  Cervix,*”  University  of  Kentucky 
College  of  Medicine,  Registration:  $250,  Lex- 
ington Hilton  Hotel,  Lexington 

JULY 

17  “Patient/Public  Relations  Seminar  for  the 
Office  Assistant,”  KMA-sponsored.  Holiday 
Inn  North,  Lexington 

SEPTEMBER 

24-26  KMA  Annual  Meeting,  Ramada  Inn/Blue- 
grass Convention  Center,  Louisville 


*For  further  information  contact  Ronald  D.  Hamil- 
ton, MB,  Director,  Continuing  Education,  College 
of  Medicine,  University  of  Kentucky,  Lexington  40506 
♦♦For  further  information  contact  Gerald  D.  Swim, 
Director,  Office  of  Continuing  Education,  University 
of  Louisville  School  of  Medicine,  Health  Sciences 
Center,  Louisville,  Kentucky  40201 


IN  SURROUNDING  STATES 

JUNE 

22-27  Annual  Convention,  American  Medical  As- 
sociation, McCormick  Place,  Chicago 


Pathologists  to  Meet  June  1 

The  Kentucky  Society  of  Pathologists  will  hold 
their  Annual  Slide  Seminar  at  Lake  Barkley  Re- 
sort Park  on  June  1 beginning  at  12:30  p.m.  The 
seminar  directed  by  Costan  Berard,  M.D.  and 
Vincent  DeVita,  M.D.  of  the  National  Cancer  In- 
stitute will  deal  with  “Classification  of  Lymphomas: 
Implication  for  Therapy.” 

Registration,  which  is  $25,  can  be  made  by  con- 
tacting Lynn  L.  Ogden,  M.D.  Jewish  Hospital, 
Pathology,  217  East  Chestnut  Street,  Louisville, 
Kentucky  40202. 


Yoke  Fellows  at  Shakertown,  a branch  of  Yoke  Fel- 
lows International  (a  nondenominational  movement) 
has  extended  an  invitation  to  all  physicians  of  Ken- 
tucky to  join  in  a one-day  spiritual  retreat  on  June  1 
at  Shakertown,  Kentucky  from  9 a.m.  to  6 p.m.  Re- 
servations may  be  made  through  the  Executive  Di- 
rector, Stephen  S.  Sebert,  Route  4,  Harrodsburg. 
Kentucky  40330.  Phone  (606)  734-7461. 


M.D.  Recruitment 

Physician  opportunities  with  HealthCare  of  Louis- 
ville, Inc.,  a developing  prepaid  group  practice 
(H.M.O.).  Board  certified  or  qualified  family 
physicians,  internists,  and  pediatricians.  Must  be 
Kentucky  licensed.  Must  be  qualified  for  hospital 
staff  appointment.  Salary  plus  attractive  fringe 
benefits  depending  upon  qualifications  and  ex- 
perience. 

Direct  inquiries  to: 

HealthCare  of  Louisville,  Inc. 

Fincastle  Building — Suite  419 
Louisville,  Kentucky  40202 
583-4826 

After  June  1,  774-5711 


290 


All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C 


Woman  (man)  cannot. 


uman  beings  can  neither  synthesize  vitamin  C nor 
ore  most  of  the  water  soluble  vitamins.  They  should 
s replenished  continuously. 

Normally,  people  accomplish  this  in  their  daily 
:et.  But  under  conditions  of  illness,  stress,  in  conva- 
scence  or  following  surgery,  vitamin  stores  may  be 
pleted  or  metabolic  demands  increased. 


In  such  cases,  Surbex-T  may  be  indicated.  Surbex-T 
makes  it  easy  and  convenient  to  restore  the  water- 
soluble  vitamins.  Each  tablet  provides  500  mg.  of 
vitamin  C plus  high  potency  B-complex. 

Where  nutritional  status  must  be  pre- 
served, Surbex-T  can  help  restore  what 

r ABBOTT 

the  body  cannot  effectively  store.  403482 


SURBEX-T 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


Indications:  Pro-Banthihe  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  n I 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  I ' 
possibility  should  be  considered  before  administering  Pro-Banthi  | 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  c » 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  s 1 & 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secret 


rherapeutic  comparisons 
in  peptic  ulcer. 

acids  have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 


'o-Banthine  has  four. 

•pantheline  bromide 


cids: 

s relieve  ulcer  pain  by  neutralizing  gastric 
is  action  is  relatively  short-lived  and  they  have 
:r  mode  of  action. 

Xanthine; 

anthine  suppresses  gastric  acid 
ion.  The  antisecretory  properties  of 
ithlne  are  well  established.  By  effectively 
3 vagotonic  impulses  Pro-BanthTne  suppresses 
secretion  to  reduce  both  total  and  free  acid. 

anthine  helps  relieve  pain. 
ithlne  relieves  ulcer  pain  by  reducing  gastric 
in  and  the  motility  and  spasm  of  the 
itestinal  tract. 


Pro-Banthine  reduces  acidify  without 
subsequent  acid  rebound. The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthine  activity  lasts  about  six  hours. 
The  effect  of  a single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours."  Pro-Banthine  PA.®, 
the  prolonged-acting  form,  is  active  from  8 to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

'Innes,  I.  R.,  and  Nickerson,  M.,  in  Goodman,  L.S.,  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4,  New  York, The  Macmillan  Company, 
1970,  p.537 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


veil  as  mydriasis  and  blurred  vision.  In  addition  the  following 
actions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
tence  and  allergic  dermatitis. 

nd  Administration:  The  recommended  daily  dosage  for  adult 
oy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
ustment  to  the  patient’s  requirements  and  tolerance  must  be 

hlne  P. A.  — Each  tablet  of  Pro-Banthine  RA.  (propantheline 
contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-Banthine  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 
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mg,,  0.1  mg.. 
5.,  scored  and 
nd  1000. 
ive  ingredient 
ni.  single-dose 
ride  injection. 


Supplied:  Tablets:  0.025  n 
0.15  mg.,  0.2  mg.,  0-Stng 
color-coded  in  bottles  o|JL0i 
Injection:  500  meg.  lyojsB 
and  10  mg.  of  Mannitol,  U.Si 
vial,  with  5 ml.  vial  of  Sodi 
U.S.P.,as  a diluent. 


DIVISION  OF  TR^gHBSkBORATOR 
Deerfield.  lllinojBfeOtS 


ANSWERS  TO  YOUR  QUESTIONS  ABOUT 


BLUE  SHIELD 


Q.  What  is  the  Blue  Shield  Reciprocity  System? 

A.  Reciprocity  is  a nationwide  Blue  Shield  Claims  processing  system  developed  by  all  72  Blue 
Shield  Plans.  The  Reciprocity  System  will  enable  Kentucky  Blue  Shield  to  provide  direct 
payment  to  Kentucky  physicians  for  covered  services  rendered  to  eligible  out-of-state  Blue 
Shield  members. 

Q.  What  advantage  is  the  new  Reciprocity  System  to  Kentucky  physicians? 

A . Kentucky  physicians  rendering  services  to  out-of-state  members  enrolled  in  Reciprocity  groups 
will  be  able  to  bill  Kentucky  Blue  Shield  direct  on  the  familiar  Physicians  Service  Report  and 
will  be  paid  direct  by  Kentucky  Blue  Shield.  The  program  will  be  administered  using  the 
Usual , Customary  and  Reasonable  Guidelines  approved  by  the  Kentucky  Medical  Association. 

Q.  Are  all  Blue  Shield  members  enrolled  in  Reciprocity  groups? 

A.  No.  Only  certain  groups  with  Usual,  Customary  and  Reasonable  Blue  Shield  are  eligible  for 
participation.  The  Motors  Account  will  add  its  2.5mm  members  to  the  Reciprocity  System 
effective  June  1,  1974.  Reciprocity  enrollment  nationally  is  expected  to  reach  10mm  by  Jan- 
uary 1,  1975. 

Q.  Will  the  Reciprocity  System  affect  Kentucky  physicians’  payment  for  services  rendered  to 
Kentucky  Blue  Shield  members? 

4.  No.  The  only  time  Reciprocity  will  be  in  effect  is  when  a physician  renders  a covered  service 
to  an  eligible  out-of-state  member  who  has  the  special  Reciprocity  identification  card. 

Q.  How  will  the  physician  know  if  the  out-of-state  Blue  Shield  member  is  eligible  for  Reciprocity 
benefits? 

A.  All  “reciprocity  eligible’’  Blue  Shield  members  will  be  issued  special  identification  cards  bear- 
ing a red  double-pointed  arrow  in  the  upper  left  corner  indicating  reciprocity. 

Q.  Are  there  any  special  procedures  to  follow  when  billing  a Reciprocity  claim? 

A.  Only  one.  Inside  the  red  double-pointed  arrow  on  the  eligible  members  identification  card 
will  be  a letter  followed  by  three  numerals.  (The  number  inside  the  arrow  varies  by  Blue 
Shield  Plan.)  When  filing  a Reciprocity  claim  the  letter  and  numerals  must  be  placed  im- 
mediately preceding  the  member’s  certificate  number  in  Block  1 on  the  Physicians  Service 
Report.  This  will  be  Blue  Shield’s  only  indication  that  Reciprocity  is  involved  in  this  claim. 

Q.  What  services  are  covered  for  a member  of  a Reciprocity  group? 

4.  Covered  services  for  out-of-state  Reciprocity  members  include:  surgery,  anesthesia,  radiation 
therapy,  in-hospital  x-ray,  lab  and  pathology,  in-hospital  medical  care,  and  out-patient  acci- 
dent services  including  x-ray  and  lab  examinations.  It  is  important  to  note  that  maternity 
services  are  not  covered  under  the  Reciprocity  system.  All  maternity  claims  at  present 
should  be  sent  to  the  member’s  home  Blue  Shield  Plan. 

Q.  How  can  the  physician  get  more  information  regarding  the  new  Reciprocity  System? 

A.  If  you  have  any  questions,  please  contact  the  Professional  Relations  Division,  Kentucky  Blue 
Shield,  3101  Bardstown  Road,  Louisville,  Kentucky  40205. 
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A plaque  honoring  George  P.  Archer,  M.D.  who  died  on 
July  12,  1973,  was  recently  presented  by  the  Kentucky 
Medical  Association  to  the  Highlands  Regional  Medical 
Center  in  Prestonsburg.  Making  the  presentation  on  behalf 
of  the  Association  were  (left  to  right)  Jerry  E.  Mahoney, 
KMA  Director  of  Communications  Division;  and  Ballard  W. 
Cassady,  M.D.,  Pikeville,  Chairman  of  the  KMA  Board  of 
Trustees.  Edward  Music,  Chairman  of  Highlands  Regional 
Medical  Center,  and  Chalmer  H.  Frazier,  administrator  of 
the  Center,  accepted  the  plaque  which  will  be  placed  in 
the  lobby  of  the  Medical  Center. 


Emergency  Care  Seminar  Gets 
More  CME  Credit  Approval 

The  1974  Emergency  Health  Care  Seminar,  to  be 
held  May  30-31  at  the  Ramada  Inn/Bluegrass  Con- 
vention  Center  in  Louisville,  was  recently  approved 
for  III/2  hours  of  AAFP  prescribed  credit  and  1.0 
continuing  education  units  for  the  Kentucky  Nurses  : 
Association.  Previously,  13V2  credit  hours  were  ap-  lii 
proved  for  Category  I of  the  AMA  Physician’s  is 
Recognition  Award. 

Sponsored  by  KMA,  KNA,  the  Kentucky  Hospital 
Association,  and  the  Kentucky  Chapter,  American 
College  of  Emergency  Physicians,  the  program  will 
feature  a simulated  traffic  accident  and  rescue  dem- 
onstration and  a workshop  on  cardiopulmonary 
resuscitation  and  respiratory  distress  syndrome. 

Featured  luncheon  speakers  for  the  two-day  event  la 
will  be  Captain  John  M.  Waters,  Director  of  the  » 
Department  of  Public  Safety  in  Jacksonville,  and 
Teresa  Romano,  R.N.,  Operations  Director  of  the  N 
Illinois  Department  of  Public  Health. 

A $10  registration  fee  for  each  day  will  be  charged  ft 
and  registration  should  be  made  with  the  KMA  Head-  B 
quarters  Office  as  soon  as  possible. 
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At  Your  Service  in 
The  Bluegrass 
State 


In  the  state*  that  got  its 
nickname  from  the  dusty-blue 
blossoms  of  the  grass 
around  Lexington  . . . 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY  MO  64137 

is  represented  by . 


For  more  information  on  the  history  of  your 
slate,  write  Professional  Services, 

Marion  Laboratories.  Inc. 


Lee  Fuqua 


Jon  Swanson 


These  men  bring  you 


John  McKinney 


Bill  Nicol 


Larry  Farmer 


Larry  Plumlee 
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Health  Services  of  the  Ukraine 

(Continued  from  page  285) 

There  are  eight  physician  members  of  the 
200-member  Finnish  Parliament.  Medical  ex- 
perience  of  these  physicians  has  been  uniform- 
ly unfavorable,  as  they  invariably  act  as  poli- 
ticians rather  than  physicians,  and  their  loyalty 
is  to  the  political  party  (including  the  Com- 
munist party)  rather  than  to  the  profession. 


NEWS  ITEMS 

en  James  A.  Baumgarten,  M.D.,  Owensboro,  was  re- 
cently named  a Fellow  of  the  American  College  of 
Radiology  at  the  College’s  51st  Annual  Meeting  in 
ihi  New  Orleans. 

:i£  George  W.  Pedigo,  Jr.,  M.D.,  Louisville,  was  recently 
named  to  the  American  College  of  Physicians  Board 
; of  Regents.  Elected  at  the  ACP  Annual  Session  on 
April  4,  Doctor  Pedigo  was  one  of  eight  physicians 
i elected  to  the  Board. 


Emergency  Medical  Care 

(Continued  from  page  272) 

6.  Committee  on  Ambulance  Design  Criteria.  Am- 
bulance Design  Criteria.  A report  to  the  National  High- 
way Safety  Bureau  of  the  Federal  Highway  Administra- 
tion, U.S.  Department  of  Transportation.  June  30,  1969. 
Washington,  DC.:  National  Academy  of  Engineering, 
1969;  Washington,  D.C. : U.S.  Government  Printing  Of- 
fice, 1970. 

7.  Cardiopulmonary  Resuscitation.  Statement  by  the 
Ad  Hoc  Committee  on  Cardiopulmonary  Resuscitation  of 
the  Division  of  Medical  Sciences,  National  Academy  of 
Sciences — National  Research  Council.  JAMA,  198:  372- 
379,  1966. 

8.  Emergency  Medicine,  Emergency  Specialty,  M.D., 
16:9,  p.  79,  September,  1972. 

9.  Farrington,  J.D.  The  Seven  Year  War. 

10.  Gordon,  A S.,  Ed.  Cardiopulmonary  Resuscitation 

Conference  Proceedings.  National  Research  Council,  May 
23,  1966.  Washington,  D.C. : National  Academy  of 

Sciences,  National  Academy  of  Engineering — National 
Research  Council,  232,  1967. 

11.  Joint  Commission  on  Accreditation  of  Hospitals. 
Accreditation  Manual  for  Hospitals — December  1970. 
Hospital  Accreditation  Program.  Chicago:  Joint  Com- 
mission on  Accreditation  of  Hospitals,  p.  152,  1971. 

12.  Duval,  M.K. : The  Hidden  Crisis  in  Health  Care. 
Delivered  at  the  Second  National  Conference  on  Emer- 
gency Health  Services,  Bethesda,  Md.,  December  3,  1971. 

13.  Prince,  John  W. : A System  of  Comprehensive 
Medical  Services  in  Wisconsin. 

14.  Reducing  Highway  Slaughter,  Medical  World  News, 
August  25,  1969. 

15.  Walters,  J.M.,  Jr.:  The  Efficient  City  Emergency 
Medical  Service,  Speech  delivered  in  Jacksonville, 
Florida,  1969. 
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nonob 


is  Gantanol 

(sulfamethoxazole) 

therapy  in 
ructedlurindr 
infecti 


Before  prescribing,  please  consult  complete  v 

product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonob- 
structed  urinary  tract  infections  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms.  Note:  \fj 

Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests 
with  bacteriologic  and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increasing  frequency  of  re- 
sistant organisms  limits  the  usefulness  of  antibacterials  includ- 
ing sulfonamides,  especially  in  chronic  or  recurrent  urinary  tract 
infections.  Measure  sulfonamide  blood  levels  as  variations  may 
occur;  20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy  at 
term  and  during  nursing  period;  infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  established. 
Sulfonamides  should  not  be  used  for  group  A beta-hemolytic  strep- 


r tococcal  infections  and  will  not  eradicat 
vent  sequelae  (rheumatic  fever,  glomerulo 
of  such  infections.  Deaths  from  hypersensitr 
tions,  agranulocytosis,  aplastic  anemia  and  ot 
dyscrasias  have  been  reported  and  early  clinical  si 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indical 
blood  disorders.  Frequent  CBC  and  urinalysis  with  mil 
examination  are  recommended  during  sulfonamide  therap 
cient  data  on  children  under  six  with  chronic  renal  diseas 
Precautions:  Use  cautiously  in  patients  with  impairei 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  gl 
phosphate  dehydrogenase-deficient  individuals  in  whc 
related  hemolysis  may  occur.  Maintain  adequate  fluid 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytos 
tic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane 


Because  it  is  considered 
good  choice... 

■ for  efficacy  in  nonobstructed  cystitis,  pyelonephritis 
and  pyelitis 

■ for  control  of  susceptible  £ coli,  Klebsiella- 
Aerobacter,  Staph,  aureus,  Proteus  mirabilis  and, 
less  frequently,  Proteus  vulgaris 

■ for  prompt  antibacterial  blood  and  urine  levels  in 
from  2 to  3 hours  after  initial  2-gram  adult  dose 

■ for  economical  around-the-clock  coverage 

■ for  maximum  patient  cooperation  with  easy-to- 
remember  B.I.D.  dosage 

Basic  Therapy 

Gantanol 

(sulfamethoxazole) 

Tablets/Suspension 
(0.5  Gm)  (0.5  Gm/teasp.) 

hypoprothrombinemia  and  methemoglobinemia);  allergic 
ns  (erythema  multiforme,  skin  eruptions,  epidermal  necroly- 
iicaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
:oid  reactions,  periorbital  edema,  conjunctival  and  scleral 
in,  photosensitization,  arthralgia  and  allergic  myocarditis); 

Intestinal  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
arrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
|che,  peripheral  neuritis,  mental  depression,  convulsions, 

I hallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneous 
ns  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
i periarteritis  nodosa  and  L.E.  phenomenon).  Due  to  certain 
:al  similarities  with  some  goitrogens,  diuretics  (acetazola- 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
cl  rare  instances  of  goiter  production,  diuresis  and  hypogly- 
as  well  as  thyroid  malignancies  in  rats  following  long-term 
i stration.  Cross-sensitivity  with  these  agents  may  exist. 


Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm 
b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/20  lbs  of  body 
weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose  should 
not  exceed  75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/teaspoonful. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


What’s  on  youi 


li 


patient’s  face 


may  be  more  important  than 
his  chief  complaint 


Patient  ET.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  PT.*  seen  on 
6/ 12/67,  seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 


ihe  lesions  on  his  face 
re  solar/actinic— 

(-called  "senile”  keratoses... 
id  they  may  be  premalignant. 


iar,  actinic  or  senile  keratoses 

B!  lesions  may  be  called  by  several  names,  but  they 
sly  can  be  identified  by  the  following  characteris- 
|’he  typical  lesion  is  flat  or  slightly  elevated,  of  a 
lish  or  reddish  color,  papular,  dry,  rough,  adherent 
arply  defined.  They  commonly  occur  as  multiple 
s,  chiefly  on  the  exposed  portions  of  the  skin. 

uence  of  therapy— 
ctivity  of  response 

;everal  days  of  therapy  with  Efudex®  (fluorouracil), 
:ma  may  begin  to  appear  in  the  area  of  the  lesions; 
action  usually  reaches  its  height  of  unsightliness 
'scomfort  within  two  weeks,  declining  after  dis- 
uation  of  therapy.  This  reaction  occurs  in  affected 
Since  the  response  is  so  predictable,  lesions  that 
respond  should  be  biopsied. 

eptable  results 

nent  with  Efudex  provides  highly  favorable  cos- 
results.  Incidence  of  scarring  is  low.  This  is  par- 
ly important  with  multiple  facial  lesions.  Efudex 
1 be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnane; 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesion 
failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,hydroxypropyl  cellulose,  parabens  (methyl 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


(iis  patient’s  lesions  were  resolved  with 

Efudex 

luorouracil/Roche 

5%cream/solution...a  Roche  exclusive 


EYES  RIGHT! 

...to  SOUTHERN  OPTICAL 
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LOUISVILLE 


ST.  MATTHEWS 
NEW  ALBANY 
BOWLING  GREEN 
OWENSBORO 


Southern  Optical  Bldg.  — 640  S.  4th 
Contact  Lenses  — 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
Medix  Bldg.  — Adj.  S.S.  Mary  & Elizabeth  Hosp. 
313  Wallace  Center  and  108  McArthur  Drive 
Professional  Arts  Bldg.,  1919  State  Street 
524  East  Main  Street 
Doctors  Bldg.,  1001  Center  Street 
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SKYWAY 

ENTERPRISES,  INC. 

Executive  Air  Charter  Service 

Home  Office  269-1413/ Flight  Operations  255-6923 
Lexington’s  Bluegrass  Field  / Air  Associates  Terminal 
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Before  prescribing,  please  consult 
iplete  product  information,  a summary 
/hich  follows: 

Indications:  Relief  of  anxiety  and 
;ion  occurring  alone  or  accompanying 
ous  disease  states. 

Contraindications:  Patients  with  known 
ersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
;ible  combined  effects  with  alcohol  and 
;r  CNS  depressants.  As  with  all 
>-acting  drugs,  caution  patients 
inst  hazardous  occupations  requiring 
lplete  mental  alertness  (e.g.,  oper- 
!g  machinery,  driving).  Though  physi- 
and  psychological  dependence  have 
ly  been  reported  on  recommended 
as,  use  caution  in  administering  to 
ction-prone  individuals  or  those  who 
ht  increase  dosage;  withdrawal  symp- 
s (including  convulsions),  following 
ontinuation  of  the  drug  and  similar 
lose  seen  with  barbiturates,  have  been 
arted.  Use  of  any  drug  in  pregnancy, 
ation,  or  in  women  of  childbearing 
requires  that  its  potential  benefits 
weighed  against  its  possible  hazards. 

I Precautions:  In  the  elderly  and  de- 
ated,  and  in  children  over  six,  limit  to 
llest  effective  dosage  (initially  10 
far  less  per  day)  to  preclude  ataxia  or 

I sedation,  increasing  gradually  as 
led  and  tolerated.  Not  recommended 
lildren  under  six.  Though  generally 
Recommended,  if  combination  therapy 
i other  psychotropics  seems  indicated, 
cTully  consider  individual  pharmaco- 
jj;  effects,  particularly  in  use  of  poten- 
i<ng  drugs  such  as  MAO  inhibitors 
r phenothiazines.  Observe  usual  precau- 
^ s in  presence  of  impaired  renal 
repatic  function.  Paradoxical  reac- 
ts (e.g.,  excitement,  stimulation  and 
c e rage)  have  been  reported  in  psychi- 
t : patients  and  hyperactive  aggressive 
Mren.  Employ  usual  precautions  in  treat- 
t of  anxiety  states  with  evidence  of 
Ending  depression;  suicidal  tendencies 
be  present  and  protective  measures 
;ssary.  Variable  effects  on  blood 
'ulation  have  been  reported  very  rarely 
btients  receiving  the  drug  and  oral 
:oagulantS;  causal  relationship  has 
>een  established  clinically. 

Adverse  Reactions:  Drowsiness, 
t a and  confusion  may  occur,  espe- 


dally  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium?1  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  N J 07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

■ L%mi  ii^v  up  to  100  mg  daily  in 
LIDIIUIII  severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  physic 
patient  rapport  and,  on  occasion, 
making  it  easier  for  the  patient  to 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 


Librium  10  mg 

(chlordiazepoxide  HCI) 


capsule 
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3 April  1974 — Tornado 

Ronald  Naser,  Jr.,  M.D.  and  Walter  Cole,  Jr.,  M.D.  319 

Crohn's  Disease  of  the  Stomach,  Ileum  and  Colon 

Song  Kim,  M.D.,  William  Bowers,  Jr.,  M.D.  and  Paul  Walstad,  M.D.  322 

Diagnosis  and  Management  of  Chronic  Lymphocytic 
Leukemia 

Philip  DeSimone,  M.D.  32S 

Should  Economic  Factors  Contribute  to  Medical  Therapeutic 
Decisions? 

Hiram  Polk,  Jr.,  M.D.  and  E.  Truman  Mays,  M.D.  334 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frei 
and/or  severity  of  grand  mal  seizun 
require  increased  dosage  of  standar 
convulsant  medication;  abrupt  with' 
may  be  associated  with  temporary  ii 
crease  in  frequency  and/or  severity 
seizures.  Advise  against  simultaneo 
gestion  of  alcohol  and  other  CNS  de 
sants.  Withdrawal  symptoms  (simil; 
those  with  barbiturates  and  alcohol 
occurred  following  abrupt  discontin 
(convulsions,  tremor,  abdominal  an 
cle  cramps,  vomiting  and  sweating) 
addiction-prone  individuals  under  c 
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.ccording  to  her  major 
oms,  she  is  a psychoneu- 
[)atient  with  severe 
i :y.  But  according  to  the 
it  ption  she  gives  of  her 
igs,  part  of  the  problem 
'ound  like  depression, 
us  because  her  problem, 
nigh  primarily  one  of  ex- 
5:  e anxiety,  is  often  accom- 
iii  by  depressive  symptom- 
li;y.  Valium  (diazepam) 

, ; ovide  relief  for  both— as 
•:  cessive  anxiety  is  re- 
v , the  depressive  symp- 
nissociated  with  it  are  also 
x relieved. 

here  are  other  advan- 
ein  using  Valium  for  the 
rgement  of  psychoneu- 
i<  inxiety  with  secondary 
i’ssive  symptoms:  the 
■ otherapeutic  effect  of 
is  pronounced  and 
, This  means  that  im- 
>'  ment  is  usually  apparent 
I patient  within  a few 
t ather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  BW,  et  al:  Dis  Nerv 
Syst  30: 675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


Vctliunt 

(diazepam) 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


» 


l lance  because  of  their  predisposi- 
i-  habituation  and  dependence.  In 
pincy,  lactation  or  women  of  child- 
| g age,  weigh  potential  benefit 
h t possible  hazard, 
futions:  If  combined  with  other  psy- 
I pics  or  anticonvulsants,  consider 
I lly  pharmacology  of  agents  em- 
| ; drugs  such  as  phenothiazines, 
Sics,  barbiturates,  MAO  inhibitors 
'her  antidepressants  may  potentiate 
► on.  Usual  precautions  indicated  in 
Its  severely  depressed,  or  with  latent 
hsion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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BUTISOL  Sodium  provides  highly  predictable  sedati' 
minor  dosage  adjustments  are  usually  all  that’s  need( 
produce  the  desired  degree  of  sedation.  (With  3 dosa 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  i 
cumulative  action:  begins  to  work  within  30  minutes 
because  of  its  intermediate  rate  of  metabolism,  genei 
neither  a “roller-coaster”  nor  a “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 
costs  less  than  half  as  much  as  most  commonly  pres 
sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISO 
Sodium  for  the  many  patients  who  need  to  have  the  | 
just  a little  slower.  Its  gentle  daytime  sedative  action 
all  that's  needed  to  help  the  usually  well-adjusted  pa 
cope  with  temporary  stress. 

’Based  on  surveys  of  average  daily  prescription  costs. 
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McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  © mcn  1971 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  hist 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respirator 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypn 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  dise: 
anticoagulant  therapy,  because  of  possible  increased  metabolism 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  ex 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  c, 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  , 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headan 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especj 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions 
Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d. 
For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  r 
(alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 
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MESSAGE 
FROM  THE 
PRESIDENT 


PSRO-NHI— "What's  Next?" 
HMOS 


OVER  the  past  three  years  there  has  been  much  philosophical  discussion 
regarding  alternate  delivery  systems,  and  in  particular,  Health  Maintenance 
Organizations  (HMOs),  which  in  summary  resulted  in  “a  whole  lot  of  talk 
and  very  little  action.” 

BUT  THE  GAME  CHANGED  when  President  Nixon  signed  into  law  on 
December  29,  1973,  the  Health  Maintenance  Organization  Act  of  1973  (P.L. 
93-222).  The  law  is  designed  to  stimulate  interest  by  consumers  and  providers 
in  the  Health  Maintenance  Organization  concept  and  to  make  health  care  under 
this  form  available  and  accessible.  The  Health  Maintenance  Organization  theory 
brings  together  a comprehensive  range  of  health  care  services  in  a single  organi- 
zation which  would  be  responsible  for  providing  such  services  to  its  subscribers 
for  a fixed  monthly  or  annual  prepayment. 

Although  the  final  regulations  have  not  been  distributed,  a review  of  the  law 
reflects  a tremendous  impact  on  health  care  in  the  areas  of  both  financing  and 
delivery.  The  law  establishes  criteria: 

— by  which  an  organization  may  become  a “qualified”  Health  Maintenance 
Organization; 

— for  financial  assistance  to  “qualified”  HMOs  from  the  federal  government; 
— that  employers  will  be  required  to  offer  their  employees  a “qualified”  pro- 
gram as  an  alternative  to  their  present  approach. 

What  impact  can  we  expect  the  law  to  have  on  our  current  mode  of  practice? 
Does  an  HMO  present  a threat  to  private  practice?  Will  physicians  be  involved 
in  the  development  of  HMOs?  Does  the  law  provide  for  just  closed  panel 
practice  or  can  it  accommodate  the  individual  practice  setting?  Will  it  provide 
for  fee-for-service  reimbursement?  What  incentives  does  the  law  provide  for 
physicians? 

In  light  of  the  new  law,  the  many  questions  it  raises,  and  the  fact  that  three 
HMO-type  programs  already  exist  in  Kentucky,  it  behooves  the  individual  physi- 
cian and  the  Association  to  review  our  entire  position  regarding  Health  Mainte- 
nance Organizations.  It  is  a concept  that  demands  that  we  be  informed  in  the 
interest  of  the  public  and  our  profession. 

J.  Thomas  Giannini,  M.D. 
Senior  Delegate  to  the  AMA 


This  is  the  second  in  a series  of  articles  written  at  the  request  of  KMA  President  Fred  C. 
Rainey,  M.D. 


MATERNAL  MORTALITY 


From  the  Files  of  the  KMA  Maternal 
Mortality  Study  Committee 

— Edited  by  John  W.  Greene,  Jr.f  M.D. 


14-71 — This  32-year-old,  single  black  woman,  was 
admitted  on  November  2,  1971,  approximately  10 
p.m.  to  the  hospital.  The  patient  was  mentally  re- 
tarded and  unable  to  give  any  history.  A sister 
with  whom  she  lived,  noticed  she  had  had  an  en- 
larging abdominal  mass  for  approximately  two 
months.  Her  last  menstrual  period  was  two  months 
ago  but  prior  to  this  time  they  had  been  normal 
and  regular.  The  patient  had  no  vaginal  bleeding,  no 
nausea  or  vomiting,  no  fever  or  chills  to  the  knowl- 
edge of  the  sister.  However,  the  patient  had  been 
complaining  of  lower  back  pain,  dysuria,  urgency, 
and  frequency  for  about  three  weeks. 

Examination  on  admission  revealed  the  patient  to 
be  an  extremely  obese  and  somewhat  mentally  re- 
tarded but  alert  Negro  female  who  did  not  appear 
to  be  in  acute  distress  on  admission.  The  blood 
pressure  was  130/90,  temperature  101,  and  pulse 
100.  The  patient  had  severe  bilateral  non-pitting 
edema  of  both  extremities  which  the  sister  stated 
has  always  been  present.  The  abdomen  was  ex- 
tremely obese.  There  was  no  tenderness.  There  was 
minimal  bilateral  CVA  tenderness.  A pelvic  mass 
extending  to  the  xyphoid  was  filling  the  abdomen 
and  pelvis;  it  was  smooth,  firm,  regular,  and  non- 
tender. Fetal  parts  could  not  be  outlined  and  no 
fetal  heart  tones  were  heard.  Pelvic  examination  re- 
vealed normal  external  genitalia;  there  was  no  dis- 
charge, bleeding  or  mucus.  The  cervix  was  soft,  the 
os  was  closed  and  there  was  no  bleeding.  The  uterus 
could  not  be  outlined  but  the  previously  mentioned 
mass  could  possibly  be  uterine  in  origin.  Likewise, 
there  were  no  definite  adnexal  masses  or  tenderness. 
The  impression  on  admission  was  abdominal  and 
pelvic  mass,  possibly  uterine  fibroids,  possibly  ovarian 
cyst.  A urinary  tract  infection  was  diagnosed.  The 
CBC  on  admission  showed  the  hemoglobin  to  be 
approximately  13.3;  the  hematocrit  was  39%;  WBC 
was  13,000  with  a normal  differential.  Urinalysis 
revealed  a 1 4-  protein,  a normal  specific  gravity;  a 
microscopic  revealed  15-20  WBC’s  and  1-2  RBC’s 
with  moderate  bacteria.  The  patient  was  started  on 
intramuscular  polycillin  for  her  urinary  tract  infec- 
tion and  was  to  be  worked  up  further  the  next 
morning.  The  patient  was  in  no  acute  distress  at 
this  time.  She  had  an  uneventful  night.  The  follow- 
ing morning  her  temperature  was  100.6  and  she  was 
complaining  of  some  vague  back  pain.  She  was  still 
alert  and  in  no  acute  distress.  A flat  film  of  the 


abdomen  was  ordered  for  the  morning  but  because 
the  water  had  been  cut  off  to  the  hospital  this  film 
was  not  obtained.  The  patient  voiced  no  complaint 
until  approximately  2 p.m.  when  she  was  complaining 
of  some  lower  abdominal  pain  and  more  severe 
back  pain.  She  was  examined  at  this  time  and  was 
noted  to  be  in  active  labor  with  a completely  dilated 
cervix,  a head  presenting  at  —1  station  in  the  L.O.T. 
position.  There  was  foul  amniotic  fluid  leaking  from 
the  cervix.  The  patient  was  transferred  to  the  ob- 
stetrical service  and  observed.  Cultures  of  the  amni- 
otic fluid  were  taken,  and  the  patient  was  started  on 
intravenous  polycillin.  The  temperature  at  this  time 
was  101.  The  patient  did  not  appear  to  be  in  any 
great  distress.  After  a short  observation  period  it 
was  noted  that  the  head  was  not  making  any  progress 
in  descent  and  the  patient  was  sent  for  pelvimetry. 
Fetogram  revealed  the  baby  to  be  probably  in  excess 
of  8 lbs,  with  borderline  measurements  of  the  inlet. 
It  was  observed  by  three  separate  examiners  that 
fetal  heart  tones  were  heard  at  a rate  of  140  per 
minute.  It  was  decided  to  take  the  patient  to  the 
operating  room  for  a trial  of  mid-forceps  which,  if 
unsuccessful  immediate  Cesarean  section  could  be 
performed.  By  this  time  the  fetal  vertex  was  approxi- 
mately 0 to  almost  + 1 station  with  a contraction. 
It  was  stated  by  the  staff  consultant  that  should  a 
section  be  necessary,  spinal  anesthesia  should  be 
administered.  The  patient  was  taken  to  the  operating 
room  and  given  a spinal  anesthesia  consisting  of 
10  mg  of  Pontocaine  and  1 cc  of  D 10W.  The 
patient  was  placed  in  the  dorsal  lithotomy  position 
and  was  prepped.  The  blood  pressure  immediately 
post-spinal  was  100/80,  the  pulse  was  about  90. 
Immediately  postspinal,  attempts  were  made  to  hear 
fetal  heart  tones,  but  they  were  not  heard.  Kielland 
forceps  were  applied  to  the  head  in  the  L.O.T. 
position  and  rotated  with  ease  to  the  anterior. 

During  this  application  of  the  forceps,  the  patient 
was  complaining  of  increasing  difficulty  in  breathing 
and  therefore  she  was  intubated  and  ventilated  with 
100%  oxygen.  The  blood  pressure  at  this  time  was 
80/60  and  the  pulse  rate  was  70.  Upon  traction  of 
the  forceps,  it  was  felt  that  too  much  traction  was 
being  applied  and  that  the  infant  could  not  be  de- 
livered vaginally.  Attempts  at  vaginal  delivery  were 
stopped.  The  blood  pressure  at  this  point  was  80/40 
and  the  pulse  rate  was  60.  This  failed  to  respond 
to  ephedrine  intravenously  and  to  pushing  the  uterus 


I ^ 
pc 
cii 
) al 
! Ti 

fo 

»( 

ar 

ve 

liv 

pc 

It 

ao 

111! 

of 

rai 

* 

w< 

I Pri 
tin 
ne 
ral 
an' 
pr< 


ini 

At 

tai 

pv 

she 

tm 

an 

pel 

the 


i 

t 


tied 


314 


June  1974  • The  Join 


if 

n 

il 

i 

t 

is 

J 

[. 

n 


It 

iy 

it 

»s 

s 

it 

ir 


to  the  left.  The  patient  was  placed  in  the  supine 
position  and  hurriedly  prepped.  When  the  skin  in- 
cision was  made  the  blood  pressure  was  unobtain- 
able and  the  pulse  was  60  on  carotid  palpation. 
This  failed  to  respond  to  intravenous  epinephrine. 
A low  transverse  cervical  segment  section  was  per- 
formed with  the  delivery  of  a stillborn  male  infant 
weighing  approximately  8V2  lbs.  with  a few  macerated 
areas.  The  amniotic  fluid,  placenta,  and  infant  were 
very  foul  smelling.  At  the  time  the  infant  was  de- 
livered, the  anesthesiologist  reported  that  the  blood 
pressure  was  unobtainable  and  there  was  no  pulse. 
Through  the  abdominal  incision,  however,  a strong 
aortic  pulse  of  a rate  of  40  per  minute  was  felt  and 
the  patient  was  then  given  an  intracardiac  injection 
of  epinephrine.  She  responded  to  this  by  a very 
rapid  rise  in  the  pulse  rate.  The  tachycardia  was 
treated  with  intravenous  lidocaine.  Blood  pressure 
was  slowly  increased  by  neosynephrine  drip  and  the 
procedure  was  finished.  At  the  end  of  the  procedure 
the  patient’s  blood  pressure  was  100/80  with  a slow 
neosynephrine  drip  required  to  maintain  it.  Pulse 
rate  was  120,  there  was  no  spontaneous  respiration 
and  the  patient  was  unresponsive.  At  the  end  of  the 
procedure  the  pupils  were  constricted  and  did  react 
to  light.  Urine  output  was  good.  In  the  recovery 
room  the  patient  was  placed  on  a respirator,  given 
intravenous  polycillin  and  intramuscular  Kanamycin. 
At  4 a.m.  the  patient’s  temperature  was  106  rec- 
tally.  At  this  time  her  blood  was  cultured;  she  was 
given  1 gm  of  Solu-medrol  intravenously.  Previously 
she  had  been  given  1 gm  immediately  postop  and  1 
gm  during  the  procedure.  The  patient  was  put  on 
an  ice  blanket  and  given  rectal  aspirin  for  the  tem- 
perature. A subclavian  cathether  was  inserted  and 
the  central  venous  pressure  was  15  cm  of  water.  A 
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GENERAL  SURGEON 

Board  certified /eligible.  Office  space 
(for  thriving  practice)  provided  in  110 
bed  Hospital  in  excellent  community. 
Please  reply  to  David  E.  Burgio,  Admin- 
istrator, Berea  Hospital,  Inc.,  Berea,  Ken- 
tucky 40403 

(606)  986-3151 
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cervical  swab  was  taken  at  this  time  for  a gram 
stain  and  culture  as  well  as  the  culture  which  had 
been  taken  from  the  placenta.  The  gram  stain 
showed  negative  rots — gram  positive  coli  and  few 
gram  negative  diplococcl. 

At  8 a.m.  the  temperature  was  107.4  rectally; 
the  patient  was  treated  with  another  ice  blanket  over 
her  and  another  dose  of  rectal  aspirin.  An  electro- 
encephalogram revealed  the  presence  of  moderate 
cortical  activity.  The  patient’s  temperature  slowly 
dropped  and  remained  so  over  the  next  several  days 
to  subnormal.  A neosynephrine  drip  was  required  to 
maintain  her  blood  pressure  and  she  remained  un- 
responsive, requiring  a respirator.  On  November  9. 
the  blood  pressure  was  90  with  a rapid  neosynephrine 
drip.  Urinary  output  had  dropped  to  almost  zero,  she 
was  totally  unresponsive  and  without  any  spontaneous 
respirations.  An  electroencephalogram  revealed  the 
absence  of  cortical  activity.  The  respirator  was  dis- 
continued and  the  patient  expired  at  9:39  a.m. 

At  postmortem  examination  gross  finding  revealed 
encephalomalacia,  focal  irritative  gastritis,  shock 
kidney,  clinical  obesity,  and  a tracheostomy  which 
had  been  inserted  after  48  hours  of  intratrachial 
intubation. 

Comment 

The  Committee  classified  this  as  a direct  obstetrical 
death.  A factor  contributing  to  her  demise  was  the 
anesthesia.  It  is  not  noted  in  the  protocol  as  to  how 
long  she  sat  up  after  the  10  mg  of  Pontocaine  was 
administered.  However,  10  mg  of  Pontocaine  is  a 
sizable  dosage  to  use  in  obstetrical  patients.  It  was 
felt  that  this  woman  probably  had  a total  spinal, 
that  there  was  inadequate  treatment  of  the  shock, 
resulting  in  subsequent  problems  that  she  developed. 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Ora 
Suspension 

Actions.  Antiminth  (pyrantel  pami 
ate)  has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu 
laris  (pinworm)  and  Ascaris  lumbri 
coides  (roundworm).  The  anthelmin 
tic  action  is  probably  due  to  the 
neuromuscular  blocking  property  ol 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  level: 
(0.05-0. 1 3/xg/  ml.)  are  reached  in  1-5 
hours.  Quantities  greater  than  50?! 
of  administered  drug  are  excreted  ir 
feces  as  the  unchanged  form,  wherea: 
only  7%  or  less  of  the  dose  is  founc 
in  urine  as  the  unchanged  form  ol 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  ol 
ascariasis  (roundworm  infection)  ant 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re 
production  studies  have  been  per 
formed  in  animals  and  there  was  m 
evidence  of  propensity  for  harm  t< 
the  fetus.  The  relevance  to  the  hu 
man  is  not  known. 

There  is  no  experience  in  preg 
nant  women  who  have  received  thi 
drug. 

Precautions.  Minor  transient  eleva 
tions  of  SGOT  have  occurred  in  : 
small  percentage  of  patients.  There 
fore,  this  drug  should  be  used  witl 
caution  in  patients  with  pre-existin 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre 
quently  encountered  adverse  reac 
tions  are  related  to  the  gastrointe: 
tinal  system. 

Gastrointestinal  and  hepatic  reail 
tions:  anorexia,  nausea,  vomiting 
gastralgia,  abdominal  cramps,  dial 
rhea  and  tenesmus,  transient  elev; 
tion  of  SGOT. 

CNS  reactions:  headache,  dizz 
ness,  drowsiness,  and  insomnia.  Ski 
reactions:  rashes. 

Dosage  and  Administration.  Chi 
dren  and  Adults:  Antiminth  Or; 
Suspension  (50  mg.  of  pyrantel  base 
ml.)  should  be  administered  in 
single  dose  of  1 1 mg.  of  pyrantel  bas 
per  kg.  of  body  weight  (or  5 mg./ lb. 
maximum  total  dose  1 gram.  Th 
corresponds  to  a simplified  dosag 
regimen  of  1 cc.  of  Antiminth  per  1 
lb.  of  body  weight.  (One  teaspoonfi 
= 5 cc.) 

Antiminth  (pyrantel  pamoate* 
Oral  Suspension  may  be  adminillfl 
tered  without  regard  to  ingestion  (111 
food  or  time  of  day;  and  purging  | 
not  necessary  prior  to,  during,  < 
after  therapy.  It  may  be  taken  wit 
milk  or  fruit  juices.  Because  of  lir 
ited  data  on  repeated  doses,  no  re 
ommendations  can  be  made. 

How  Supplied.  Antiminth  is  avai 
able  as  a pleasant  tasting  caramc 
flavored  suspension  which  contaii 
the  equivalent  of  50  mg.  pyrant 
base  per  ml.,  supplied  in  60  cc.  bo 
ties. 


ROeRIG<9 


A division  ot  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.— max- 
imum dose,  4 tsp.=20  cc.) 
offers  highly  effective  control 
of  both  pmworms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
m clinical  studies*  Pleasantly 
caramel-flavored,  it  is 
non-staming  to  teeth  and  oral 
mucosa  on  ingestion... 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescnption  can 
economically  treat  the  entire 
family. 

R06RIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


inworms,  roundworms  controlled 
ith  a single,  non-staining  dose  of 

ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50 rng.  pyrantel/ nil. 


? at  Roerig. 


ORAL  SUSPENSION 


Please  see  prescribing  information  on  facing  page. 


cefazolin  sodium 


Ampoules,  equivalent  to  1 Cm.  of  cefazolin 


M«2 


aasss 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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3 April  1974— Tornado 

Ronald  O.  Naser,  Jr.,  M.D.  and  Walter  A.  Cole,  Jr.,  M.D. 

Brandenburg.  Kentucky 


This  is  being  written  primarily  to  share  our 
medical  experiences  during  the  immediate  af- 
termath period,  which  followed  the  tornado  of 
April  3,  1974.  The  tornado  struck  our  com- 
munity of  Brandenburg  and  the  surrounding 
areas  of  Meade  County,  Kentucky  at  4:07 
p.m.  leaving  in  its  path  and  wake  marked  prop- 
erty devastation  and  destruction,  multiple 
severe  personal  injuries  and  death. 

We  hope  that  our  experiences  and  some  of 
our  thoughts  may  be  of  interest  and  benefit  to 
other  physicians,  located  in  small  rural  com- 
munities with  limited  medical  facilities,  who 
may  sometime  be  presented  with  similiar  mass 
casualty  situations.  We  shall  not  discuss  the 
many  anecdotes,  sad,  tragic  and  humorous, 
but  will  leave  them  to  professional  journalists 
and  others. 

Brandenburg  is  located  in  Meade  County, 
42  miles  west  of  Louisville,  on  the  Ohio  River 
and  approximately  15  miles  southwest  of  Fort 
Knox,  it  has  two  practicing  physicians,  Ronald 
O.  Naser,  Jr.,  M.D.  and  Walter  A.  Cole,  Jr., 
M.D.,  and  one  medical  clinic,  which  by  4:10 
p.m.,  April  3,  1974,  was  without  electricity, 
phone  communication,  and  inaccessible  by 
motor  vehicle  because  of  the  fallen  and  up- 
rooted trees  and  debris  obstructing  the  streets. 

Almost  immediately  after  the  storm,  this  one 
medical  facility  was  swamped  by  seriously  in- 
jured persons,  ranging  in  age  from  a three  and 
one  half  month  old  infant  to  octogenarians. 
They  were  transported  by  being  carried  in 
arms,  on  make-shift  blanket  pole  litters,  old 
army  cots,  wooden  doors,  which  had  been 
blown  from  buildings,  boards,  human-hand 


chairs,  lawn  patio  chairs,  chaise  lounges,  and 
by  foot.  After  the  streets  had  been  temporarily 
cleared,  other  casualties  were  brought  in  open 
pickup  trucks  and  vans. 

The  injuries  were  mainly  multiple,  the  re- 
sult of  severe  trauma,  caused  by  collapsing 
buildings  and  flying  debris.  They  included  open 
chest  wounds,  multiple  fractures,  dislocations, 
deep  face,  head,  and  other  soft  tissue  lacera- 
tions, head  injuries,  spine  injuries,  abdomen 
and  chest  crushing  injuries,  heart  attacks,  and 
emotional  and  psychological  shock. 

The  medical  treatment  was  directed  toward 
life-sustaining  emergency  measures  only  and 
no  definitive  treatment  was  attempted.  Within 
one  half  hour  the  two  local  physicians  were 
supplemented  by  the  arrival  of  an  Army  Medi- 
cal Officer,  Captain  Gary  Klipple,  M.D.,  Chief 
of  Emergency  Room  Services,  Ireland  Army 
Hospital,  and  his  medics.  They  were  flown  in 
via  helicopter  from  Fort  Knox,  and  they 
brought  with  them  additional  medical  supplies 
and  intravenous  solution.  Later  a dentist.  Dr. 
R.  B.  Shacklette,  Vine  Grove,  arrived  and 
assisted. 

The  casualties  were  examined  in  the  offices, 
examining  rooms,  the  hallway,  the  waiting 
room,  outside  The  Clinic  on  truck  beds,  and 
on  the  parking  lot  pavement.  The  vital  status 
was  evaluated  and  determined,  blood  pres- 
sures checked,  airways  established,  marked 
bleeding  controlled,  wounds  dressed  and  frac- 
tures splinted  with  regular  or  improvised 
splints,  medication  given,  and  intravenous  solu- 
tion started  as  indicated.  Most  patients  were 
labeled  with  head  or  wrist  tapes,  covered  with 
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blankets  and  moved  to  the  waiting  room  to 
await  the  arrival  of  transportation. 

The  dead  were  placed  on  the  x-ray  table 
and  x-ray  room  floor  and  subsequently  trans- 
ferred to  the  drugstore  below  and  later  moved 
to  the  temporary  morgue  at  the  Brandenburg 
Elementary  School. 

No  shortage  of  nursing  personnel  was  ex- 
perienced, as  apparently  all  nursing  personnel 
in  the  immediate  locale  came  to  The  Clinic 
and  offered  their  assistance.  Later  in  the  eve- 
ning some  nurses  were  thanked  and  sent  to 
other  aid  stations.  As  indicated  a nurse  or 
aide  was  assigned  to  patients  to  assist  in  clean- 
ing wounds,  applying  dressings  and  starting 
intravenous  solution.  When  necessary,  nurses 
would  accompany  the  patients  to  the  ambul- 
ances and  to  hospitals  or  to  the  helicopter  pad 
for  air  evacuation. 

The  first  ambulances  arrived  about  one  hour 
after  the  tornado  had  struck.  The  most  seri- 
ously injured  were  transported  to  the  helicopter 
pad  located  about  one-half  mile  away,  from 
which  they  were  air  evacuated  to  Ireland  Army 


Hospital,  Fort  Knox.  The  less  seriously  injured 
were  transported  by  ambulance  to  the  hospital 
at  Fort  Knox  and  Elizabethtown,  Kentucky. 
The  walking  injured  were  moved  by  van  and 
ambulance  as  were  several  of  the  injured  elder- 
ly, who  might  have  been  adversely  affected  by 
a helicopter  flight. 

Emergency  lighting  was  provided  by  the  use 
of  a camper-bus  with  an  auxiliary  gasoline 
generator  using  an  extension  cord.  Battery- 
operated  emergency  lights  also  were  borrowed 
from  the  local  chemical  plant. 

Ambulance  loading  and  directing  of  traffic 
were  done  by  a friend  who  was  an  employee 
of  the  chemical  plant.  He  also  assisted  the  local 
Methodist  minister  in  directing  the  casualty 
flow  within  the  building  and  in  the  surrounding 
parking  lot  area. 

By  8:30  p.m.,  all  the  initially  injured  had 
been  processed  and  transported  to  Fort  Knox 
Ireland  Army  Hospital,  Elizabethtown  Hardin 
Memorial  Hospital,  or  to  a Louisville  hospital 
for  definitive  treatment,  surgery,  and  for 
further  care.  By  midnight  the  Army  had  guards 


Aerial  view  of  tornado  stricken  Brandenburg,  Kentucky,  April  4,  1974.  Photo  by  Donn  Wimmer,  The  Hancock  Clarion, 
Hawesville,  Kentucky. 
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stationed  around  The  Clinic  and  other  disaster 
struck  areas.  Emergency  medical  services  were 
transferred  to  the  James  R.  Allen  School, 
where  the  Army  maintained  emergency  facili- 
ties with  lights,  communications,  adequate  staff, 
and  supplies.  The  acute  traumatic  medical 
emergency  was  over. 

Sixty-eight  seriously  injured  patients  had 
been  treated  at  The  Clinic  by  three  physicians, 
one  dentist,  nurses,  and  aides.  Forty-eight  were 
evacuated  and  subsequently  hospitalized;  two 
deaths  occurred  and  three  were  DOA. 

Thirty  people  were  killed  and  180  were  in- 
jured of  whom  60  were  hospitalized  as  the 
direct  result  of  the  tornado  of  April  3,  1974. 
One  injured  person  died  at  Ireland  Army  Hos- 
pital, Fort  Knox  on  April  9,  from  injuries 
sustained  in  the  tornado  bringing  the  death  toll 
to  31. 

After  reviewing  those  hours  from  4:10  p.m., 
to  midnight,  we  have  drawn  some  conclusions 
and  offer  some  suggestions  for  your  considera- 
tion, which  include: 

1.  A good  transister  radio  should  be  avail- 
able and  on  during  known  possible  weather 
emergencies. 

2.  The  treatment  of  mass  multiple  injuries 
necessitated  giving  only  life-sustaining  treat- 
ment, excluding  any  attempt  at  definite  treat- 


ment at  the  local  level. 

3.  Outside  physician  assistance  was  of  great 
benefit  because  it  was  oriented  to  the  emergen- 
cy casualty  treatment  concept. 

4.  The  outside  assistance,  the  Army  medical 
personnel,  MD’s,  Medics,  ambulance  crews, 
helicopter  pilots  were  needed,  arrived  and  were 
promptly  utilized.  This  assistance  was  greatly 
appreciated. 

5.  The  concept  of  helicopter  air  evacuation 
was  tried,  tested,  and  proved  successful. 

6.  Volunteer  nurses  and  nurses-aides  are 
available  in  small  communities  and  are  willing 
and  efficient  help. 

7.  Phone  and  electrical  service  cannot  be 
counted  on  during  severe  catastrophic  emer- 
gencies and  planning  should  be  directed  toward 
having  standby  two-way  radio  communication 
available  and  standby  battery-operated  portable 
electrical  lighting  available  and  in  working 
order. 

8.  Most  small  medical  facilities  do  not  have 
sufficient  emergency  supplies  set  aside,  especi- 
ally blankets,  intravenous  solution,  and  splints. 
We  were  fortunate  in  being  supplemented  with 
Army  supplies. 

9.  Have  emergency  mass  casualty  plans  with 
interval  practice  drills  (we  did  not)  and  pray 
that  you  never  need  to  initiate  them. 


Manuscript 


Manuscripts  should  be  submitted  in  duplicate  to 
The  Journal  of  KMA,  an  original  copy  and  one  car- 
bon, and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  The  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
readership. 

Footnotes  and  bibliographies  should  conform  to 
the  style  of  the  Index  Medicus.  This  requires  in  the 
order  given  name  of  author,  title  of  article,  name  of 
periodical,  with  volume,  page,  month — day  of  month 
if  weekly — and  year.  The  Journal  of  the  KMA  does 
not  assume  responsibility  for  the  accuracy  of  refer- 
ences used  with  scientific  articles. 


Memos 

All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-lnman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if 
not  considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Ephraim 
McDowell  Drive,  Louisville,  Kentucky  40205. 
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Paul  M.  Walstead,  M.D.* * 

Harlan,  Kentucky 


A patient  had  antral  obstruction  from 
Crohn’s  disease  of  the  stomach.  In  the 
overall  care  total  parenteral  alimentation 
was  of  benefit.  When  gastric  outlet  ob- 
struction develops  by-pass  procedure  ap- 
pears to  be  the  preferred  treatment. 

SINCE  Crohn’s1  classical  report  in  1932 
on  regional  ileitis  there  have,  of  late,  ap- 
peared other  reports2'23  concerning  the  in- 
volvement of  scattered  areas  of  the  gastroin- 
testinal tract  by  a similar  pathology.  Recently 
Johnson23  reviewed  33  cases  of  Crohn’s  dis- 
ease of  the  stomach.  Other  recent  re- 
ports20-22 of  17  similar  cases  attest  to  the  in- 
creasing recognition  of  this  disease.  Because  of 
the  uncommon  incidence  of  regional  enteritis  in 
combination  with  stomach  and  colon  involve- 
ment it  was  felt  of  worth  to  present  a patient 
with  such  an  affliction. 

Report  of  A Case 

A 67-year-old  white  female  was  admitted  to 
Harlan  Appalachian  Regional  Hospital  on  Jan- 
uary 25,  1973,  complaining  of  abdominal 
pains,  vomiting,  diarrhea,  and  a 31.8  kg  (70 
lb.)  weight  loss  since  1970.  Since  1953  she 
had  had  a known  duodenal  ulcer.  In  1956  an 
upper  gastrointestinal  series  at  this  hospital 
demonstrated  a deformed  duodenal  cap  with 
a 4 mm  ulceration  but  with  no  delay  in  gastric 
emptying.  In  1959  the  duodenal  ulcer  was 
redemonstrated,  in  addition  to  a 40%  retention 
of  barium  in  the  stomach  after  one  hour.  Bari- 
um enema  studies  showed  normal  colon  and 
terminal  ileum  patterns.  From  1956  until  1970 

tFrow  the  Department  of  Surgery,  Harlan  Appala- 
chian Regional  Hospital,  Harlan 
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this  patient  received  medical  treatment  here 
for  duodenal  ulcer  and  rheumatoid  arthritis. 
From  1970,  however,  until  this  admission  the 
patient  had  been  treated  elsewhere  for  duo- 
denal ulcer,  including  a pyloroplasty  and  vagot- 
omy procedure. 

On  admission  the  patient  seemed  chronically 
ill  and  emaciated.  Except  for  slight  tenderness 
to  palpation  in  the  epigastrium  there  were  no 
other  abnormal  physical  findings. 

Laboratory  data  revealed  the  following  val- 
ues: hemoglobin  11.8  gm/100  ml,  hematocrit 
36%,  total  protein  5.4  gm/100  ml,  albumin 
2.2  gm/100  ml,  globulin  3.2  gm/100  ml,  se- 
rum iron  12  meg/ 100  ml  (normal,  65  meg/ 100 
ml  to  75  meg/ 100  ml),  serum  iron-binding 


FIG  1 Gastric  retention  with  outlet  obstruction  due  to 
narrowed,  rigid  antrum  with  decreased  peristalsis. 
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FIG  2 Twelve-hour  delayed  film  showing  cobblestone 
pattern  of  the  antrum. 


capacity  186  meg/ 100  ml  (normal,  250  meg/ 
100  ml  to  410  meg/ 100  ml).  The  following 
tests  gave  normal  values:  serum  amylase,  se- 
rum lipase,  serum  bicarbonate,  calcium,  chlo- 
ride, phosphorus,  potassium,  sodium,  creati- 
nine, blood  urea  nitrogen,  and  serum  serotonin. 

There  was  no  free  acid  in  the  stomach  both 
before  and  after  stimulation  with  betazole  hy- 
drochloride (Histalog).  Similar  results  were 
obtained  with  the  Hollander  test. 

Upper  gastrointestinal  series  showed  the  an- 
trum to  be  non-pliable  and  narrowed  and  as- 
sociated with  gastric  retention.  (Figure  1)  A 
delayed  x-ray  film  revealed  a cobblestone  ap- 
pearance to  the  gastric  mucosa.  (Figure  2) 
Barium  enema  study  showed  a large,  redundant 
colon  with  a cobblestone-like  mucosal  pattern. 
(Figure  3)  There  was  spasticity  of  the  ileum 
but  its  lumen  was  patent.  Sigmoidoscopic  ex- 
amination revealed  no  abnormalities.  Biopsies 
of  the  rectal  wall  were  histologically  normal. 

Findings  were  felt  to  be  compatible  with  the 
diagnosis  of  Crohn’s  disease.  Because  of  the 
gastric  outlet  obstruction  and  the  increasing 


FIG  3 Radiological  study  of  the  transverse  colon  demon- 
strating cobblestone  appearance. 


inability  of  the  patient  to  maintain  herself  in 
proper  nutritional  state,  an  operation  was 
deemed  necessary.  Preoperative  preparations 
involved  use  of  total  parenteral  alimentation 
(TPA),24  adrenocorticotrophic  hormone 
(ACTH),  and  nasogastric  suction.  At  oper- 
ation the  stomach  wall  was  markedly  edema- 
tous and  thickened.  To  a lesser  degree  similar 
findings  existed  in  the  ileum;  even  though  its 
lumen  was  patent.  The  ascending  and  trans- 
verse colon  were  much  distended  and  engorged. 
Histological  examination  of  a gastric  wall  bi- 
opsy compatible  with  Crohn’s  disease  demon- 
strated chronic  granulomatous  inflammation 
with  giant  cells  throughout,  especially  in  the 
submucosal  layer.  Subtotal  gastrectomy  with 
Billroth  II  anastomosis  was  done.  Postoperative 
recovery  was  delayed  because  of  abdominal 
distention  and  the  slow  return  of  normal  peri- 
stalsis. TPA  was  necessary  for  six  weeks  post- 
operatively,  as  well  as  ACTH  with  gradual 
reduction  in  the  dosage.  The  patient  was  un- 
able to  tolerate  salicylazosulfapyridine. 
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She  was  discharged  from  the  hospital  on 
the  54th  postoperative  day,  being  able  to  toler- 
ate a regular  diet  quite  well.  However,  after 
five  weeks  the  patient  was  readmitted  because 
of  complaints  of  abdominal  pains  and  vomiting. 
Radiological  studies  of  the  small  bowel  showed 
mechanical  obstruction  at  the  distal  ileum. 
(Figure  4)  At  operation  the  distal  7 cm  of 
ileum  was  found  to  be  obstructed  by  inflam- 
matory thickening  of  the  bowel  wall.  A by-pass 
procedure  was  necessary.  The  patient  did  well 
postoperatively  and  was  discharged  in  one 
week.  The  past  six  months  the  patient’s  health 
has  improved.  She  has  gained  6.3  kg  (14  lb) 
in  weight. 

Comments 

In  Crohn’s  disease  the  involvement,  also,  of 
the  stomach  and  duodenum  varies  from  about 
one  to  three  per  cent.15-17  Reviewing  the  Eng- 
lish literature  Johnson  found  33  cases  with  sole 
confinement  to  the  stomach  in  12  (36%). 23 
In  the  remaining  21  cases  other  areas  as  the 
esophagus  (one  case),  duodenum,  jejunum, 
ileum,  and  colon  were  involved.  Ages  ranged 
from  9 to  59  years.  Sixty-four  per  cent  of  the 
patients  were  males.  The  usual  symptoms  in 
order  of  decreasing  frequency  were:  abdominal 
pains,  weight  loss,  vomiting,  diarrhea,  and  hem- 
atemesis. 

Characteristic  x-ray  findings  after  barium 
studies  in  Crohn’s  disease  reveal  rigidity  and 
narrowing  of  the  gastric  antrum.18  Also  peri- 
stalsis is  diminished  and  variable  degrees  of 
gastric  retention  are  seen. 

In  most  cases  the  presence  of  significant 
outlet  obstruction  has  required  such  operative 
procedures  as  gastroenterostomy,2  21  with  or 
without  vagotomy,  or  partial  or  total  gastrec- 
tomy.11 Short  term  results  following  operation 
have  been  quite  satisfactory.22  As  yet  there 
are  few  reports  regarding  long  term  results. 
The  value  of  vagotomy  has  still  to  be  deter- 
mined.21 
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Diagnosis  and  Management  of  Chronic 
Lymphocytic  Leukemia 

Philip  A.  DeSimone,  M.D.* 

Lexington,  Kentucky 


The  clinical  features  and  treatment  of 
chronic  lymphocytic  leukemia  are  pre- 
sented herein  for  the  practicing  physician. 

CHRONIC  lymphocytic  leukemia  (CLL) 
is  the  most  prevalent  type  of  leukemia 
in  the  United  States,1  affecting  a popu- 
lation group  with  a mean  age  of  66  years  at  the 
time  of  diagnosis  and  an  average  life  expectan- 
cy of  four  to  six  years  after  diagnosis.2 
Therefore,  CLL  will  occasionally  be  encoun- 
tered by  most  practicing  physicians.  For  this 
reason  a brief  review  of  the  clinical  features, 
complications,  and  treatment  of  CLL  would 
seem  worthwhile. 

The  diagnosis  of  CLL  is  based  upon  a care- 
ful physical  examination  and  complete  blood 
count.  There  is  an  unexplained  absolute  in- 
crease in  the  number  of  small  mature  appearing 
lymphocytes,  usually  above  15,000/cu  mm  and 
typically  accompanied  by  painless  generalized 
enlargement  of  lymph  nodes  and  an  increase 
in  size  of  the  liver  and  spleen.  Generally,  the 
patient  feels  well.  A lymph  node  biopsy  is  not 
helpful  and  will  usually  be  read  as  malignant 
lymphoma,  lymphocytic  type.  Bone  marrow 
examination  is  not  necessary  in  the  usual  case 
and  will  simply  show  increased  numbers  of 
mature  lymphocytes.  There  are  several  diseases 
that  may  resemble  CLL.  Examples  of  these 
are  a leukemoid  reaction  secondary  to  wide- 
spread tuberculosis  and  an  acute  viral  infection 
with  viremia.  Patients  with  disseminated  tuber- 
culosis may  have  an  increased  absolute  lympho- 
cyte count,  but  they  are  generally  ill  with 
weight  loss,  malaise,  and  little  generalized 
lymphoid  enlargement.  If  tuberculosis  must  be 
ruled  out,  sputum  cultures  and/or  chest  x-ray 
may  be  necessary.  Bone  marrow  examination 
in  patients  with  disseminated  tuberculosis  will 
usually  reveal  granulomata,  and  a positive  cul- 
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ture  for  Mycobacterium  tuberculosis.  In  a viral 
illness,  there  may  be  generalized  lymphoid  en- 
largement but  the  absolute  lymphocyte  count 
will  only  be  3000-4000/cu  mm.  The  lympho- 
cytes are  not  the  small  mature  type  but  they 
will  be  “atypical”  with  large  amounts  of  “lacy” 
cytoplasm  and  large  indented  nucleus  with  oc- 
casional nucleoli. 

CLL  has  an  extremely  broad  range  of  signs 
and  symptoms  and  is  often  divided  into  two 
types,  “benign”  and  “aggressive”.  In  its  most 
benign  form,  CLL  may  be  manifest  only  by  an 
increased  number  of  mature  lymphocytes  in  the 
peripheral  blood  for  many  years.  This  “benign” 
type  does  not  require  specific  treatment  but 
should  be  followed  with  occasional  office  visits 
(every  four  to  six  months)  to  watch  for  the  ap- 
pearance of  complications.  The  “aggressive” 
form  of  CLL  has  a decreased  life  expectancy 
when  compared  to  benign,  because  it  is  in  this 
group  that  the  complications  of  CLL  occur. 
The  following  types  of  complications,  if  pres- 
ent, are  of  importance  in  predicting  whether  a 
patient  will  have  an  “aggressive”  course  at  time 
of  initial  diagnosis  or  when  a “benign”  case 
may  become  aggressive.  It  is  at  this  point  that 
specific  therapy  may  be  instituted. 

Complications 

1.  Constitutional  symptoms,  such  as  fever, 
weight  loss,  night  sweats,  pruritus  and  fatigue 
are  often  the  first  evidence  of  aggressive  dis- 
ease. 

2.  The  growth  of  lymph  nodes  in  the  medi- 
astinum can  give  rise  to  a superior  vena  caval 
syndrome.  Bronchial  obstruction  may  occur 
with  recurrent  pneumonia  and  persistent  non- 
productive cough.  Retroperitoneal  lymphaden- 
opathy  results  in  venous  stasis  of  the  legs  with 
resultant  phlebitis  and  pulmonary  embolism. 

3.  Anemia  when  present  should  be  fully 
evaluated.  A hypochromic  microcytic  anemia 
must  be  assumed  to  be  iron  deficiency  and  not 
secondary  to  the  leukemic  process,  until  proven 
otherwise.  Unless  this  is  assumed  a resectable 
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carcinoma  of  the  gastrointestinal  tract  will  be 
missed  in  the  age  group  affected  with  CLL.  The 
anemia  of  CLL  is  usually  hypochromic  normo- 
cytic  in  type  and  is  usually  associated  with 
thrombocytopenia.  This  reflects  bone  marrow 
“crowding”  by  lymphocytic  infiltration.  There- 
fore on  a bone  marrow  examination,  one  will 
find  a decrease  in  normal  marrow  elements.  A 
second  more  serious  type  of  anemia  is  an  auto- 
immune hemolytic  anemia.  In  fact,  approxi- 
mately 35%  of  patients  with  autoimmune  hem- 
olytic anemia  have  CLL  as  the  underlying 
cause.3  This  anemia  is  normochromic  and 
normocytic  with  a markedly  elevated  reticulo- 
cyte count  and  a positive  direct  Coombs  test. 
This  type  of  anemia  demands  the  use  of  ste- 
roids in  conjunction  with  treatment  of  the  un- 
derlying leukemia.  Hypersplenism  is  the  third 
cause  of  anemia  and  is  frequently  associated 
with  an  enlarged  spleen,  neutropenia,  and 
thrombocytopenia. 

4.  A total  white  count  of  greater  than  100,- 
000/cu  mm  is  usually  followed  by  anemia  and 
thrombocytopenia,  because  of  marrow  crowd- 
ing. Such  an  elevated  white  count  is  a good  in- 
dication to  start  specific  therapy. 

5.  In  CLL,  fever  is  much  more  frequently 
secondary  to  bacterial  infection  than  to  the 
disease  process  itself.  The  sites  particularly 
prone  to  infection  are  lungs,  urinary  tract,  and 
skin.  Septicemias  are  frequent.  Causative  or- 
ganisms commonly  are  pneumococci,  staphyl- 
ococci, pseudomonas,  and  klebsiella.  The  inci- 
dence of  bizarre  fungal  infections  and  tubercu- 
losis is  very  low.  The  reason  for  the  increased 
rate  of  infection  is  the  presence  of  hypogam- 
maglobulinemia, which  in  most  studies  is  seen 
in  approximately  40%  of  the  patients.4  Chem- 
otherapy will  not  improve  the  hypogammaglo- 
bulinemia. 

6.  Lymphocytes  proliferate  slowly  in  CLL 
so  the  serum  uric  acid  usually  is  only  slightly 
elevated.  Problems  with  hyperuricemia  occur 
if  treatment  is  started  on  an  aggressive  scale. 
This  treatment  causes  a rapid  lysis  of  cells  with 
secondary  liberation  of  uric  acid.  One  such 
instance  at  our  institution  resulted  in  a rapid 
rise  of  uric  acid  to  67  mg%  in  one  week.  The 
patient  developed  renal  failure,  but  had  a com- 
plete recovery  after  a lengthy  hospital  stay. 
To  prevent  such  a complication  one  must  ad- 
minister allopurinol,  and  serum  uric  acid  levels 


should  be  monitored  in  all  patients  being  treat- 
ed with  chemotherapy,  whatever  the  type. 

It  is  difficult  to  decide  when  to  begin  treat- 
ment of  a patient  with  CLL.  The  following  can 
be  used  as  indications  to  begin  treatment.  The 
appearance  of  anemia,  thrombocytopenia,  neu- 
tropenia, a WBC  of  over  100,000/cu  mm, 
marked  lymphadenopathy  or  splenomegaly. 
The  selection  of  type  of  treatment  is  much  sim- 
pler, because  it  is  directed  toward  a specific 
complication. 

Local  radiation  has  a greater  therapeutic  to 
toxic  ratio  than  systemic  chemotherapy  in  CLL. 
Local  radiotherapy  should  be  the  conventional 
treatment  of  choice  to  relieve  obstruction  or 
compression  caused  by  enlarged  lymph  nodes 
or  spleen.  Examples  of  the  above  are  massive 
mediastinal  or  retroperitoneal  lymphadeno- 
pathy. 

Alkylating  agents  are  the  treatment  of  choice 
for  systemic  therapy.  We  generally  use  chlor- 
ambucil but  cyclophosphamide  is  just  as  effec- 
tive. Cyclophosphamide  however,  has  several 
drawbacks  compared  to  chlorambucil:  (1)  It 
is  expensive.  (2)  Almost  all  the  patients  have 
alopecia  to  some  degree.  (3)  Toxic  metabolites 
are  excreted  in  the  urine,  therefore,  hemor- 
rhagic cystitis  may  occur  and  be  life  threaten- 
ing, especially  in  patients  with  low  platelet 
counts. 

The  initial  dose  of  chlorambucil  is  usually 
6-12  mg/day,  and  at  this  dose  range  70%  of 
the  patients  will  have  a fall  in  WBC,  50%  will 
have  a decrease  in  size  of  lymph  nodes,  and 
25%  will  have  a reduction  in  size  of  spleen.5 
The  dosage  is  then  halved  as  the  WBC  halves 
itself.  When  the  WBC  reaches  15,000-25,000/ 
cu  mm  (usually  four  to  eight  weeks),  chloram- 
bucil may  be  continued  as  daily  maintenance 
of  2 mg  per  day,  or  stopped  until  there  is  an- 
other indication  to  re-employ  it.  In  two  separ- 
ate studies  there  was  no  difference  in  survival 
when  continual  was  compared  to  intermittent 
therapy.2  6 One  must  be  aware  that  chloram- 
bucil and  other  alkylating  agents  have  little 
effect  on  the  anemia,  thrombocytopenia,  and 
hypogammaglobulinemia  of  CLL. 

The  use  of  steroids  in  combination  with  al- 
kylating agents  is  reserved  for  the  hematologic 
complications  of  CLL.  These  complications  are 
anemia  secondary  to  autoimmune  hemolytic 
process,  hypersplenism  and  the  “crowded” 
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marrow  syndrome  with  its  resultant  anemia 
and  thrombocytopenia.  The  dose  of  prednisone 
is  moderately  high  at  1 mg/kg  per  day  for 
four  to  six  weeks.  Maintenance  prednisone  at 
15-20  mg  orally  per  day  is  frequently  required, 
although  intermittent  dosage  of  30-40  mg  every 
other  day  is  preferred  since  it  minimizes  the 
side  effects  of  the  steroids. 

The  prognosis  is  best  in  those  patients  with 
benign  disease  and  in  patients  that  require 
chemotherapy  simply  to  control  the  WBC 
count.7  In  a recent  study  these  groups  had  a 
55%  five-year  survival.  The  survival  dropped 
sharply  in  the  presence  of  complications  and 
with  the  use  of  steroids  as  part  of  combination 
chemotherapy.  The  survivals  were  40%  and 
23%  five-year  survival  respectively.8 

Case  Reports 

Two  cases  of  CLL  are  described  below  to 
illustrate  the  management  of  the  disease,  one 
being  “benign  neglect”,  the  other  the  use  of 
steroid  in  the  treatment  of  autoimmune  hemo- 
lytic anemia. 

Case  #1:  P.K.,  19-13-89-8,  is  a 51-year- 
old  white  male  with  “benign”  chronic  lympho- 
cytic leukemia,  diagnosed  in  1964  at  the  time 
of  a routine  physical  examination.  He  has  been 
followed  at  University  of  Kentucky  Medical 
Center  since  1971.  In  1971  no  significant 
adenopathy  was  present.  The  spleen  was  pal- 
pable 2 cm  below  the  left  costal  margin.  Re- 
sults of  hematologic  studies  were:  WBC  23,- 
100/cu  mm  with  75%  lymphocytes,  hemoglo- 
bin 16.0  g/%,  platelets  202,500/cu  mm.  Two 
years  later,  his  spleen  was  unchanged  in  size, 
WBC  17,500/cu  mm,  with  84%  lymphocytes, 
hemoglobin  15.2  g/%,  platelets  160,000/cu 
mm.  During  this  time  P.K.  has  not  received 
treatment,  but  is  seen  every  6 months. 

Case  #2:  M.C.,  16-69-67,  CLL  was  diag- 
nosed in  this  72-year-old  male  on  December 
14,  1970.  Because  of  anemia,  he  was  sent  to 
the  University  of  Kentucky  Medical  Center  on 
December  22,  1970,  for  further  evaluation. 
Accompanying  laboratory  data  included:  WBC 
63,000/cu  mm  with  88%  mature  lymphocytes, 
hematocrit  20% , bone  marrow  examination  re- 
vealed 30%  lymphocytes  and  erythroid  hyper- 
plasia, serum  bilirubin  2.1  mg%.  The  patient 
could  not  be  crossmatched  for  transfusion. 

M.C.  complained  of  fever,  weight  loss,  and 


fatigue.  He  denied  melena,  hematemasis,  or  a 
past  history  of  gastrointestinal  tract  disorders. 
On  physical  examination  he  had  small  nodes 
in  the  supra  clavicular  areas  bilaterally,  a 3 x 2 
cm  node  in  the  left  axilla,  and  multiple  inguinal 
nodes;  the  liver  was  3 cm  below  the  right  costal 
margin,  and  the  spleen  was  enlarged  to  8 cm 
below  the  left  costal  margin.  Laboratory:  He- 
mogram showed  hemoglobin  9 gm%,  hemato- 
crit 29.9%,  WBC  30,800/cu  mm  with  80% 
lymphocytes,  reticulocyte  count  9%.  Red  cells 
were  normochromic  and  normocytic.  The  direct 
Coombs  test  was  4 + positive. 

After  two  days  in  the  hospital,  M.C.  was 
started  on  prednisone  45  mg  p.o.  daily.  On 
December  26,  1970,  his  hematocrit  was  33.5%. 
Patient  was  discharged  on  12-28-70.  On  Janu- 
ary 23,  1971,  after  four  weeks  of  prednisone 
his  hematocrit  was  40%.  All  medications  were 
discontinued.  On  February  28,  1971,  the  pa- 
tient was  readmitted  for  fatigue  and  “blackout 
spells”.  Physical  examination  was  unchanged. 
Laboratory:  Hemogram  showed  hematocrit 
20%,  WBC  139,000/cu  mm  with  88%  lym- 
phocytes, platelets  275,000/cu  mm,  and  retic- 
ulocyte count  30%.  His  direct  Coombs  was  still 
4 + positive  and  his  bilirubin  was  9 mg% . 

The  patient  was  started  on  chlorambucil  2 
mg  p.o.b.i.d.  and  prednisone  60  mg  p.o.  daily. 
After  two  weeks  in  the  hospital  his  hematocrit 
had  increased  to  35%  and  WBC  had  decreased 
to  55,000  cells/cu  mm.  Since  then  he  has  been 
followed  in  our  clinic  on  a regular  basis,  being 
maintained  on  2 mg  of  chlorambucil  and  20 
mg  of  prednisone  three  times  weekly.  His 
Coombs  test  is  still  positive  although  his  hemat- 
ocrit remains  normal.  Attempts  to  taper  ste- 
roids further  have  been  unsuccessful.  Signs  of 
hypercorticism  are  minimal  and  the  patient  is 
not  Cushinoid. 

Summary 

CLL  is  a disease  of  older  adults  and  the 
best  survival  figures  are  in  patients  with  few 
or  no  symptoms.  Therapy  is  instituted  when 
the  complications  of  CLL  manifest  themselves. 
Chlorambucil  is  used  for  WBC  counts  greater 
than  100,000/cu  mm  and  can  be  discontinued 
intermittently  for  short  periods  of  time.  Bac- 
terial infections  are  treated  promptly  and  vig- 
orously with  appropriate  antibiotics. 
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A patient  should  be  referred  to  a hematolo- 
gist if  there  is  any  doubt  regarding  the  diagno- 
sis of  CLL,  when  there  is  difficulty  controlling 
the  WBC  count,  and  most  importantly  when 
hematologic  complications  require  the  use  of 
repeated  transfusions  of  packed  red  cells  or  the 
use  of  high  dosages  of  steroids. 
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This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


Sideroblastic  Anemias 


SIDEROBLASTIC  anemia  is  not  a single 
disorder.  It  is  a descriptive  term  used  clin- 
ically to  include  a heterogenous  group  of 
blood  dyscrasias  of  different  etiologies,  patho- 
genetic mechanisms,  and  clinical  courses.1'3 
Patients  with  sideroblastic  anemia  have  the 
following  features  in  common:  (1)  the  anemia 
is  either  hypochromic  or  dimorphic  with  the 
presence  of  hypochromic  and  normochromic 
erythrocytes  in  various  proportion;  (2)  the 
serum  iron  level  and  the  percent  saturation  of 
serum  iron  binding  capacity  are  increased;  and 
(3)  the  bone  marrow  is  hypercellular  with 
erythroid  hyperplasia  and  the  presence  of 
pathologic  or  ring  sideroblasts. 

Case  Presentation 

A 67-year-old  Caucasian  female  was  ad- 
mitted to  Louisville  General  Hospital  because 
of  pancytopenia. 

The  patient  had  experienced  easy-bruisabil- 
ity  during  the  last  two  years  prior  to  admis- 
sion. Six  months  before  admission  she  noticed 
that  the  vision  in  her  left  eye  was  “full  of 
specks  and  spots.”  A diagnosis  of  posterior 
vitreous  detachment  with  vitreous  hemorrhage 
was  established  and  she  was  treated  success- 
fully in  the  Ophthalmology  Clinic.  Seven  weeks 
prior  to  admission,  subconjunctival  hemor- 
rhage was  detected  in  the  left  eye.  A routine 
blood  count  disclosed  a hemoglobin  of  9.6, 
a leukocyte  count  of  4,850,  and  a “slightly  de- 
creased number  of  platelets”  on  the  peripheral 
blood  smear.  The  prothrombin  time  and  par- 
tial thromboplastin  time  were  normal.  The 
subconjunctival  hemorrhage  resolved  within  a 
period  of  two  weeks  and  no  new  hemorrhagic 
phenomenon  was  observed.  Two  weeks  prior 
to  admission  a repeated  blood  test  revealed 


similar  degree  of  anemia  and  leukopenia  and 
a platelet  count  of  32,000.  Except  for  a mild 
degree  of  weakness  and  easy  fatigability  which 
she  had  experienced  during  the  past  two  to 
three  months,  there  was  no  history  of  jaundice 
or  bleeding  from  the  gastrointestinal  or  genito- 
urinary tract.  The  patient  drank  alcoholic  bev- 
erages rarely  and  was  not  taking  any  medica- 
tion. There  was  no  history  of  exposure  to 
toxic  chemicals  including  lead.  The  dietary 
intake  has  been  good  and  there  was  no  change 
in  body  weight. 

The  patient  had  been  in  good  health  ex- 
cept an  episode  of  pneumococcal  pneumonia 
occurred  at  age  62.  The  PPD  and  histoplasmin 
skin  tests  were  negative  at  that  time  and  rou- 
tine hematological  tests  disclosed  normal  total 
leukocyte  counts  and  differential  leukocyte 
counts,  “adequate”  number  of  platelets  on 
blood  smear  and  mild  normochromic  and 
normocytic  anemia  with  a hemoglobin  of  12.3 
gm%.  Additional  studies  including  serum  iron, 
binding  capacity,  serum  folate,  and  vitamin 
Bi2  were  within  normal  limits. 

The  patient  worked  for  40  years  in  a dry 
cleaning  shop  where  she  had  had  intermittent 
exposure  to  carbon  tetrachloride  for  long  peri- 
ods of  time.  There  was  no  family  history  of 
blood  disorders.  One  of  her  sons  had  rheumatic 
fever  and  presumably  died  of  pulmonary  tuber- 
culosis more  than  30  years  ago. 

Physical  examination  on  admission  revealed 
a well-developed,  well-nourished  and  slightly 
pale  female  in  no  acute  or  chronic  distress. 
The  temperature  was  98.2°F,  the  pulse  102/ 
min  and  regular,  and  the  respiration  16/min. 
The  blood  pressure  was  140/70  mmHg.  There 
was  no  petechiae  over  the  skin  and  oral  mu- 
cosa. The  conjunctivae  were  pale,  the  sclerae 
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were  not  icteric  and  the  fundi  showed  no  re- 
cent hemorrhages.  There  was  no  palpable 
lymphadenopathy.  The  lungs  were  normal  to 
auscultation  and  percussion  and  a grade  II/VI 
systolic  ejection  murmur  was  present  along  the 
left  sternal  border  and  over  the  precordium. 
The  abdomen  was  soft  and  flat  without  pal- 
pable hepatosplenomegaly.  The  extremities 
showed  no  edema,  cyanosis  or  clubbing.  Neuro- 
logical examination  demonstrated  no  abnor- 
malities. 

Laboratory  studies  on  admission  disclosed 
a hemoglobin  of  9.3,  hematocrit  of  29.9, 
erythrocyte  count  of  2.85  xlO6  and  reticulocyte 
count  of  2.6%.  The  MCV  was  105  and  MCHC 
31.2.  There  was  marked  aniso-  and  poikilocy- 
tosis.  The  erythrocytes  were  dimorphic  with 
the  presence  of  both  hypochromic  microcytic 
and  normochromic  macrocytic  red  cells  at 
approximately  equal  proportion.  The  total 
leukocyte  count  was  4,100,  with  33%  seg- 
mented neutrophils,  2%  eosinophils,  1% 
basophils,  47%  lymphocytes,  and  17%  mono- 
cytes. There  was  1 normoblast/ 100  leukocytes. 
The  platelet  count  was  44,000.  A sternal  mar- 
row aspirate  disclosed  hypercellularity  and 
slightly  decreased  number  of  megakaryocytes. 
There  was  moderate  erythroid  hyperplasia 
with  “megaloblastoid”  erythropoiesis.  A mar- 
row differential  cell  count  showed  1 % myelo- 
blasts, 1.5%  promyelocytes,  6.5%  myelocytes, 
5%  metamyelocytes,  6%  band  forms,  8%  seg- 
mented neutrophils,  5%  lymphocytes,  7% 
monocytes,  5%  erythroblasts,  15%  basophilic 
normoblasts,  26%  polychromatic  normoblasts, 
and  14%  acidophilic  normoblasts.  There  was 
increased  hemosiderin  with  many  sideroblasts 
some  of  which  were  ring  sideroblasts.  The 
serum  iron  was  200  ug%  and  total  iron  bind- 
ing capacity  was  345  ug%.  The  serum  folate 
was  6.5  ng/ml,  erythrocyte  folate  709  ng/ml, 
and  serum  vitamin  B12  280  pg/ml.  The  leuko- 
cyte alkaline  phosphatase  score  was  low 
(patient  32,  control  166)  and  leukocyte  myelo- 
peroxidase activity  was  normal.  There  was  no 
increase  in  hemoglobin  A2.  The  stool  was  nega- 
tive for  occult  blood  tests.  The  BUN,  creatin- 
ine, serum  electrolytes  (K+,  Na+,  Cl-), 
urinalysis,  chest  x-ray,  EKG,  liver  function 
tests  (SGOT,  alkaline  phosphatase,  bil- 
irubin, serum  albumin  and  globulin  and  LDH) 
and  serum  protein  electrophoresis  were  nor- 
mal. A PPD  skin  test,  LE  test  and  antinuclear 
antibody  were  negative.  There  was  no  spleno- 


megaly demonstrated  on  the  radioactive  scan. 

Following  the  diagnostic  studies,  the  patient 
was  given  pyridoxine  100  mg/day  orally.  No 
hematological  response  was  observed  after  two 
months  of  therapy. 

Discussion 

The  finding  of  hypochromic  erythrocytes 
point  to  a defect  in  hemoglobin  synthesis. 
Since  hemoglobin  is  made  up  of  three  basic 
components,  i.e.  iron,  porphyrin  ring,  and  glo- 
bin,  quantitative  defects  in  any  one  of  these 
components,  or  abnormalities  in  the  incorpora- 
tion of  iron  into  porphyrin  ring  (formation  of 
heme),  or  defects  in  the  reaction  between 
heme  and  globin  chains  (formation  of  hemo- 
globin) could  lead  to  decreased  rate  of  hemo- 
globin synthesis  within  the  erythroid  cells  and, 
eventually,  hypochromic  erythrocytes.  The 
iron  required  for  the  synthesis  of  hemoglobin 
comes  from  reticuloendothelial  cells  after  catab- 
olizing  senescent  red  cells  and,  to  a lesser  ex- 
tent, from  gastrointestinal  absorption.4  It  is 
transported  in  plasma  to  erythroid  cells  in  the 
bone  marrow  by  a specific  iron  binding  beta- 
globin,  the  transferin,  which  can  adhere  spe- 
cifically to  the  receptors  located  in  the  mem- 
brane of  developing  red  cells.  Following  the 
adherence  of  transferin  to  the  membrane,  the 
iron  is  released  into  the  interior  of  the  cell  and 
the  unsaturated  transferin  molecule  is  returned 
to  plasma  for  similar  transporting  function 
again.  The  iron  released  at  the  membrane  is 
transported  within  the  cytoplasm  by  an  un- 
known mechanism  to  the  mitochondria  where 
porphyrin  ring  is  formed.  In  the  presence  of 
the  enzyme  heme  synthetase,  iron  is  then  in- 
corporated into  the  porphyrin  ring  to  form 
heme.  Thereafter,  the  heme  molecule  is  united 
in  the  cytoplasm  with  two  pairs  of  globin 
chains  which  are  formed  independently  in  the 
polyribosome.  Any  excess  of  iron  which  is  not 
used  for  hemoglobin  synthesis  is  removed  by 
the  mechanism  of  pinocytosis  by  the  reticulum 
cells  adjacent  to  erythroid  cells  in  the  bone  mar- 
row. Rarely,  unused  iron  may  not  be  completely 
removed  from  an  erythroid  cell  and  as  such 
a cell  matures,  it  is  delivered  into  the  circula- 
tion with  non-heme  iron.  This  cell  is  a sidero- 
cyte.  As  a siderocyte  passes  through  the  spleen, 
the  non-heme  iron  granules  are  usually  re- 
moved by  the  splenic  macrophage.  On  the 
basis  of  iron  metabolism  within  the  erythroid 
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cells,  either  relatively  more  iron  is  delivered 
to  the  young  red  cells  in  excess  of  the  require- 
ment for  hemoglobin  synthesis  or  reduced 
removal  of  non-heme  iron  from  such  a cell  or 
the  presence  of  intrinsic  defect  of  the  mito- 
chondria resulting  in  the  accumulation  of  iron 
therein  could  lead  to  increased  number  of  non- 
heme iron  granules  in  the  cytoplasm  of  nu- 
cleated red  cells.  These  cells  are  the  sidero- 
blasts.  According  to  Dacie  and  Mollin,1 
morphologically  three  types  of  sideroblasts 
can  be  distinguished  under  the  light  micro- 
scope. The  first  type  is  the  one  present  in 
normal  bone  marrow.  It  contains  few  small 
iron  granules  in  the  cytoplasm.  The  second 
type  is  seen  largely  in  conditions  associated 
with  increased  iron  store  in  the  body.  The 
iron  granules  are  large  and  numerous.  The 
third  type  is  seen  in  patients  with  sideroblastic 
anemia.  This  type  of  sideroblasts  contains 
numerous  large  iron  granules  which  may  be 
scattered  within  the  cytoplasm  or  may  form 
a conspicuous  “ring”  or  “collar”  around  the 
nucleus.  The  mechanism  for  the  “ring”  or 
“collar”  arrangement  is  not  entirely  clear,  but 
in  some  cases  the  iron  in  such  an  arrangement 
has  been  shown  to  be  located  in  perinuclear 
mitochondria. 

The  etiologies  as  well  as  the  pathogenetic 
mechanisms  in  a vast  majority  of  patients  with 
sideroblastic  anemia  remain  unclear.  Clinically, 
however,  sideroblastic  anemia  can  be  classified 
as  hereditary  or  acquired  (Table  1). 

The  hereditary  sideroblastic  anemia 5 appears 
to  be  a sex-linked,  inherited  abnormality  af- 
fecting, with  rare  exceptions,  the  males.  The 

TABLE  1 

Classification  of  Sideroblastic  Anemias 

I.  Hereditary 

A.  Hereditary  Sideroblastic  Anemia 

B.  Thalassemias 

II.  Acquired 

A.  Primary 

1.  Refractory  Sideroblastic  Anemia 

2.  Pyridoxine  Responsive  Anemia 

B.  Secondary 

1.  Sideroblastic  Anemia  associated  with  another 
disorder: 

a.  Hematological  diseases:  myeloprolifera- 

tive disorders,  pernicious  anemia,  hemo- 
lytic anemia,  erythremic  myelosis,  leuke- 
mia, myeloma,  lymphoma. 

b.  Non-hematological  diseases:  rheumatoid 

arthritis,  metastatic  carcinoma,  myxe- 
dema, chronic  infections,  uremia,  por- 
phyria. 

2.  Sideroblastic  Anemia  Secondary  to  Drugs  or 
Toxic  Agents:  Isoniazid,  cycloserine,  pyrazina- 
mide,  chloramphenicol,  lead  and  alcohol. 


anemia,  diagnosed  between  the  second  and 
third  decade  of  life  in  the  majority  of  cases, 
is  moderate  to  severe  and  the  erythrocytes  are 
usually  hypochromic  and  microcytic.  Less  fre- 
quently the  red  cells  may  be  dimorphic. 
Leukopenia  and  thrombocytopenia  are  rare, 
hemoglobin  F and  hemoglobin  A2  are  not  in- 
creased and  hepatomegaly  and  splenomegaly 
are  uncommon.  Decreased  erythrocyte  cop- 
roporphyrin and  protoporphyrin  levels  have 
been  observed  in  a number  of  patients  with 
hereditary  sideroblastic  anemia.  Since  pyri- 
doxal-5-phosphate,  an  active  coenzyme  form 
of  pyridoxine,  is  essential  for  the  initial  step 
of  porphyrin  synthesis,  these  findings  suggest 
the  possibility  of  an  abnormality  in  pyridoxine 
metabolism  which  could  then  lead  to  defective 
heme  synthesis  and  accumulation  of  non-heme 
iron  granules  within  the  erythroid  cells.  Fur- 
thermore, an  abnormally  increased  iron  ab- 
sorption from  the  gastrointestinal  tract  has 
been  demonstrated  in  occasional  patients.  The 
pathogenetic  significance  of  this  finding  re- 
mains unclear,  however.  Some  patients  with 
hereditary  sideroblastic  anemia  respond  to 
large  pharmacologic  doses  of  pyridoxine 
(100-200  mg/day)  and  continuous  therapy  is 
essential  to  maintain  the  response.  The  hema- 
tological response  in  these  patients  is  incom- 
plete, i.e.  the  hemoglobin  does  not  completely 
return  to  normal  and  the  ring  sideroblasts 
and  morphological  abnormalities  of  erythro- 
cytes persist. 

Thalassemia  is  a common  form  of  hereditary 
sideroblastic  anemia.  The  reduced  rate  of 
synthesis  of  beta  or  less  frequently,  alpha 
globin  chain  in  the  polyribosomes  in  the 
erythroid  cells  due  to  a genetic  abnormality 
leads  to  decreased  hemoglobin  synthesis. 
Therefore,  relatively  more  non-heme  granules 
may  accumulate  in  the  nucleated  red  cells. 
In  adults  the  anemia  is  mild  to  moderate  and 
the  erythrocytes  are  typically  hypochromic 
and  microcytic.  Target  cells  are  commonly 
present  in  the  blood  smear.  In  the  majority  of 
patients,  there  is  increased  percentage  of 
hemoglobin  A2  and  hemoglobin  F.  The  spleen 
may  be  palpable.  Effective  therapy  is  not 
available. 

Patients  with  acquired  type  of  sideroblastic 
anemia  have  no  family  history  of  hypochromic 
anemia.  Depending  upon  the  absence  or 
presence  of  an  associated  disease  or  a history 
of  exposure  to  certain  drugs  or  toxic  agents, 
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the  acquired  sideroblastic  anemias  may  be  fur- 
ther divided  into  primary  and  secondary 
forms,  respectively. 

The  primary  sideroblastic  anemia  is  diag- 
nosed commonly  in  patients  over  40  years  of 
age  and  both  sexes  are  approximately  equally 
affected.  The  anemia,  which  is  moderate  to 
severe,  is  dimorphic  (coexistence  of  hypo- 
chromic microcytic  and  normo-chromic  mac- 
rocytic erythrocytes  in  various  proportion)  or, 
less  commonly,  hypochromic  microcytic. 
Marked  anisocytosis  and  poikilocytosis  are 
common.  The  erythropoiesis  in  the  bone 
marrow  is  either  megaloblastoid  or  normo- 
blastic type  and  there  is  increased  number  of 
ring  sideroblasts.  Leukopenia  and  thrombo- 
cytopenia are  not  uncommon  and  leukocytosis 
or  thrombocytosis  may  be  seen  in  rare  in- 
stances. The  leukocyte  alkaline  phosphatase 
score  is  frequently  low  and  PAS-positive  ma- 
terial is  not  increased  in  erythroblasts.  The 
percentages  of  hemoglobin  F and  A2  are  not 
elevated.  Abnormalities  of  folic  acid  and/or 
pyridoxine  metabolism  are  common.  Although 
no  consistent  abnormalities  of  the  various 
enzymatic  steps  involved  in  heme  synthesis 
have  been  demonstrated,  elevated  erythrocyte 
coproporphyrin  and  protoporphyrin  levels  as 
well  as  decreased  incorporation  of  glycine-14C 
into  erythroblasts  have  been  observed  in  a 
number  of  cases.  These  findings  suggest  that 
defective  heme  synthesis  occurs  in  patients 
with  this  form  of  sideroblastic  anemia.  The 
clinical  course  is  usually  chronic  and  relatively 
benign.  Rarely,  patients  with  primary  sidero- 
blastic anemia,  particularly  those  with  a 
macrocytic  erythrocyte  index  and  monocytosis 
may  terminate  in  acute  myeloblastic  or  acute 
monocytic  leukemia.6  Patients  with  primary 
sideroblastic  anemia  that  terminate  in  aplastic 
anemia  have  also  been  reported.7 

In  a substantial  number  of  patients,  the 
anemia  fails  to  respond  to  all  known  hema- 
tinics  including  pharmacological  dose  of 
pyridoxine.  These  patients  are  considered  as 
having  idiopathic  refractory  sideroblastic 
anemia  (IRSA).8  Recent  studies  suggest  that 
hematologic  response  to  androgen  therapy  may 
be  observed  in  rare  patients  with  IRSA.9 

Approximately  half  of  patients  with  primary 
sideroblastic  anemia  respond  to  large  doses  of 
pyridoxine.  None  of  these  subjects  has  direct 
evidence  of  deficiency  of  this  vitamin.  These 
patients  are  considered  as  having  pyridoxine- 


responsive  anemia  (PRA).10  Similar  to  some 
patients  with  hereditary  sideroblastic  anemia 
who  respond  to  large  doses  of  pyridoxine,  the 
hematological  response  is  rarely  complete  in 
patients  with  PRA.  There  are  no  tests  which 
differentiate  patients  with  PRA  from  others 
with  IRSA  at  the  present  time.  Therefore, 
patients  with  primary  sideroblastic  anemia 
should  be  given  a therapeutic  trial  of  pharma- 
cologic dose  of  pyridoxine  along  with  or 
without  folic  acid  and/or  ascorbic  acid. 

The  secondary  sideroblastic  anemia  occurs 
in  patients  either  with  an  associated  disorder 
or  a history  of  exposure  to  certain  drugs  or 
toxic  agents.  The  pathogenetic  mechanism  for 
this  type  of  sideroblastic  anemia  in  general 
remains  unclear.  A number  of  hematological 
and  non-hematological  disorders  have  been 
observed  in  patients  with  sideroblastic  anemia 
(Table  1).  The  anemia  in  patients  with  a non- 
hematological  disorder  is  usually  moderate 
and  non-progressive.  Although  biochemical 
defects  of  folate  and  pyridoxine  metabolism 
have  been  observed  in  a number  of  these 
patients,  none  of  them  responded  to  large 
doses  of  these  vitamins. 

Antituberculous  drugs  such  as  isoniazid,11 
cycloserine,12  and  pyrazinamide13  have  been 
reported  to  cause  sideroblastic  anemia.  The 
anemia  is  completely  reversible  following  the 
discontinuation  of  these  drugs.  The  anemia 
may  also  respond  to  large  doses  of  pyridoxine 
in  some  patients  despite  continuation  of  anti- 
tuberculous agents.14  Despite  the  widespread 
use  of  these  anti-tuberculous  agents,  the  oc- 
currence of  sideroblastic  anemia  is  probably 
rare.  Recent  observations  suggest  that  isoniazid 
ingestion  causes  sideroblastic  anemia  by  ac- 
centuating an  underlying  inherited  abnormal- 
ity in  heme  synthesis.  Chronic  lead  poisoning 
may  cause  sideroblastic  anemia.  A number  of 
studies  indicate  that  lead  not  only  inhibits 
several  enzymes  (heme  synthetase,  ALA  syn- 
thetase and  ALA  dehydrase)  essential  for 
heme  synthesis  but  also  the  production  of 
globin  chain.1546  Alcohol  ingestion  may  cause 
sideroblastic  anemia  in  folate  depleted  subjects. 
The  sideroblastic  changes  are  reversible  by  the 
administration  of  pyridoxal-5-phosphate,  but 
not  by  proxidine  and  folate,  despite  continu- 
ation of  alcohol.17  Therapeutic  doses  of  chlo- 
ramphenicol may  also  cause  sideroblastic 
anemia  which  is  reversible  following  discon- 
tinuation of  this  antibiotic.18 
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The  patient  described  herein  has  a hypo- 
chromic macrocytic  anemia.  The  peripheral 
blood  shows  hypochromic  microcytic  and 
normochromic  macrocytic  erythrocytes  along 
with  marked  aniso-  and  poikilocytosis.  Very 
few  target  cells  are  seen.  The  serum  iron  and 
percent  saturation  of  iron  binding  capacity 
are  elevated.  The  marrow  showed  erythroid 
hyperplasia  with  megaloblastoid  erythropoiesis. 
Ring  sideroblasts  are  present.  These  findings 
indicate  that  the  patient  has  sideroblastic 
anemia.  Since  she  has  no  family  history  of 
hypochromic  anemia,  is  not  taking  any  medi- 
cation, does  not  have  a history  of  exposure  to 
toxic  agents  which  may  cause  this  form  of 
anemia,  and  has  no  associated  diseases,  it  is 
highly  likely  that  the  sideroblastic  anemia  is 
of  the  primary  acquired  type.  Furthermore, 
the  fact  that  no  hematological  response  has 
been  observed  following  two  months  of  phar- 
macological doses  of  pyridoxine  suggests  that 
the  patient  probably  has  idiopathic  refractory 
sideroblastic  anemia.  In  view  of  some  recent 
retrospective  studies6  suggesting  that  occasion- 
al patients  with  idiopathic  refractory  sidero- 
blastic anemia  with  monocytosis  and  a macro- 
cytic erythrocyte  index  may  eventually  develop 
acute  leukemia,  long-term  close  hematological 
follow-up  has  been  planned  for  this  patient. 

Yong  K.  Liu,  M.D. 
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SPECIAL  ARTICLES 


Should  Economic  Factors  Contribute  to 
Medical  Therapeutic  Decisions? 

Hiram  C.  Polk,  Jr.,  M.D.  and  E.  Truman  Mays,  M.D. 


INCREASINGLY  it  has  become  apparent 
that  the  wealth  and  productivity  of  the 
United  States,  great  though  it  may  be,  is 
not  sufficient  to  accomplish  all  those  worthy 
ends  which  an  alert  and  thoughtful  society 
finds  useful.  This  is  as  true  in  the  health  pro- 
fessions and  related  industries  as  in  other  more 
mundane  undertakings.  Although  we  strongly 
believe  that  the  existing  medical  care  system 
should  not  become  a tool  for  correcting  over- 
whelming social  and  educational  injustices,  it 
is  extremely  important  that  all  physicians  be 
aware  of  alternatives  and  controversies  regard- 
ing expenditures  of  effort. 

The  following  two  papers  focus  on  such 
considerations.  The  first  is  a careful  study  of 
the  cost  of  a complex  operative  procedure 
which  is  usually  necessary  only  in  patients 
manifesting  an  end  stage  of  a slightly  reversible 
illness.  Mr.  Middleton  is  presently  a fourth- 
year  student  at  the  University  of  Louisville 
School  of  Medicine  and  holds  the  degree  of 
doctor  of  philosophy  awarded  by  the  University 
of  Kentucky  in  1969.  His  studies  for  the 
period  involved  are,  in  the  opinion  of  the 
authors,  accurate  and  descriptive  of  both  the 
patients  and  the  economic  endeavor. 

Captain  Knapp,  for  the  period  January  1 to 
April  30,  1973,  served  as  Assistant  Clinical 
Professor  of  Surgery  at  the  University  of  Louis- 
ville School  of  Medicine,  on  leave  from  the 
Bureau  of  Medicine  and  Surgery  of  the  De- 
partment of  the  Navy.  Captain  Knapp  is  a fully 
trained  and  Board-certified  surgeon  and  holds 
a major  teaching  responsibility  at  one  of  the 
Navy’s  four  institutions  providing  full  surgical 

*From  the  Department  of  Surgery,  University  of 
Louisville  School  of  Medicine,  Health  Sciences  Cen- 
ter, Louisville 


residency  experience.  His  parody  of  a situation 
engendered  by  Mr.  Middleton’s  study  is 
stimulating  and  smacks  a bit  of  Orwell’s  1984. 
One  does  not  need  an  electronic  calculator  to 
realize  that  1984  is  but  11  years  away  and  that 
such  changes  in  the  medical  arena  may  come 
even  more  rapidly  because  of  their  usefulness 
to  those  with  political  ambitions. 

The  thoughtful  reader  will  recognize  immedi- 
ately a fundamental  fallacy  in  Mr.  Middleton’s 
paper  and  in  Captain  Knapp’s  parody.  If  the 
survival  rate  from  this  particular  surgical  pro- 
cedure were  higher,  the  likelihood  of  economic 
rehabilitation  would  improve  and  the  economic 
justification  for  portal-systemic  shunting  would 
change  radically  in  favor  of  such  operations. 
Moreover,  this  data  cannot  be  applied  to  other 
hospital  settings  in  Kentucky  by  virtue  of  the 
peculiarities  of  the  population  cared  for  at 
Louisville  General  Hospital.  Eight  of  the  nine 
patients  described  by  Mr.  Middleton  were 
Child  class  “C”  cirrhotics,1  and  seven  of  the 
eight  required  emergency  portal  decompres- 
sion. Even  those  clinicians  who  most  avidly 
espouse  emergency  portal-systemic  shunting 
procedures  for  alcoholic  liver  disease  (a  prime 
topic  during  the  recent  Digestive  Disease  Week 
meetings  in  New  York  City)  report  50% 
mortality  rates  in  patients  so  treated,  and  these 
rates  exceed  75%  for  Child  C patients  requiring 
emergency  operations.  One  may  see  readily 
that  an  increase  in  the  proportion  of  better 
risk  patients  at  Louisville  General  Hospital 
would  be  likely  to  alter  these  data.  Given  the 
setting  of  some  private  hospitals  where  medi- 
cal care  often  is  sought  at  an  earlier  stage  in 
the  illness,  the  overall  economic  result  might 
be  thoroughly  different.  Mr.  Middleton’s  data 
do  appear  to  be  accurate  for  the  patient 
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population  served  at  Louisville  General  Hos- 
pital and  continue  to  reflect  the  difficulty  in 
dealing  with  the  end  stages  of  broadly  sys- 
temic diseases.  The  accompanying  table  indi- 
cates the  likely  alternatives  which  could  be 
accomplished  in  Mr.  Middleton’s  analysis  by 
the  simple  distribution  of  patients  to  represent 
a more  favorable  stage  of  disease  when  portal- 
systemic  shunting  is  considered. 

Lest  one  feel  that  we  are  moving  closer  to 
so-called  “prophylactic”  portacaval  shunt,  we 
commend  to  the  reader  the  studies  of  the 
Boston  Inter-hospital  Liver  Group2  and  of 
Conn  and  associates.3  Repeatedly  these  stud- 
ies have  failed  to  show  that  preventive  or 
elective  operations  enhance  overall  long-term 
survival  rate  of  the  patients.  They  do  change 
the  nature  of  the  patient’s  subsequent  months 
of  life.  Patients  who  are  managed  nonopera- 
tively  continue  to  bleed  and  often  exsanguinate 
as  a mode  of  death.  Although  patients  under- 
going operation  have  a similar  survival  or 
mortality  rate,  their  demise  occurs  in  radically 
different  fashion.  Fifteen  to  20  per  cent  will 
die  of  complications  of  their  operation  and/or 
their  liver  disease  during  peri-surgical  hospi- 
talization. When  no  differential  studies  are  un- 
dertaken, a substantial  portion  of  patients  will 
be  harmed  by  portacaval  shunting  to  the  extent 
that  nutrient  blood  flow  to  the  liver  will  be 
diverted  through  the  shunt,  and  total  hepatic 
function  will  be  aggravated  and  deteriorate  as 
indicated  repeatedly  by  Warren  and  asso- 
ciates.4’5 

Our  civilization  emerged  from  Anglo-Saxon 
cultures  which  were  strongly  influenced  by  the 


Judeo-Christian  philosophy  that  human  life  is 
invaluable  and  inviolable.  This  basic  tenet  is 
unrelated  to  the  apparent  or  calculated  worth 
of  the  individual.  The  invaluable  aspect  of  a 
human  life  is  grounded  in  the  unchanging 
personal  relation  between  the  individual  and 
God,  not  in  the  secular  whim  or  political 
fashion  of  the  crowd.  It  is  to  the  credit  of 
American  medicine  that  the  majority  of  phy- 
sicians actively  practice  this  ethic. 

Mr.  Middleton’s  premise  is  that  even  in 
affluent  America  the  total  quantity  of  medical 
resources  are  not  infinite.  Accepting  that  there 
are  limitations  to  the  total  medical  resources, 
physicians  then  must  consider  the  distribution 
of  these  medical  resources. 

Technological  developments  are  rapidly 
thrusting  physicians  into  new  decision-making 
roles  regarding  the  dignity  of  human  life. 
Warning  flags  have  begun  to  appear.  Much  is 
written  today  about  the  “consumer  ethic”  and 
the  role  of  the  consumer  deciding  the  distri- 
bution of  health  care.  Laymen  are  notorious 
for  adopting  a “cause  celebre”  because  a 
loved  one  is  stricken  with  a chronic  disease 
process  or  because  a celebrity  develops  a par- 
ticular disease  and  his  suffering  vicariously 
grips  the  nation. 

Logically  physicians  should  lead  the  re- 
evaluation  of  medical  resources  and  accept 
their  rightful  responsibility  to  accumulate  data 
on  various  diseases  and  their  relative  costs,  not 
only  to  individuals  but  to  taxpayers  who  al- 
ready provide  massive  sums  to  certain  areas  of 
health  care.  Mr.  Middleton’s  paper  delineates 
only  one  such  sector.  Many  others  need  in- 


TABLE  1 


Comparisons  of  Cost  per  Survivor  and 
Rehabilitated  Survivor  of  Portal-Systemic  Shunts* 


Characteristics  of  the 
Clinical  Data  Base 

Projected  Cost  of 
Nine  Portal-Systemic 
Anastomoses  (1972  $) 

Projected  Cost 
Per  Survivor 

Projected  Cost 
Per  Rehabilitated 
Survivor 

LGH  (Middleton) 

$66,429.25 

$33,214.62 

$66,429.25 

Even  Distribution** 
(3  patients  each  in 
Child  Class  A,B,C> 

$66,429.25 

$16,607.31 

$22,143.08 

Favorable  Distribution*** 
(4  patients  Child  Class  A, 
3 patients  Child  Class  B, 
2 patients  Child  Class  C) 

$66,429.25 

$1 1,071.54 

$16,607.31 

♦Based  upon  the  following  assumptions: 

♦♦Class  A— *■  3 survivors;  Class  B— ♦ 1 survivor;  one  survivor  disabled  by  hepatic  encephalopathy. 
♦♦♦Class  A— * 4 survivors;  Class  B-+  2 survivors;  one  survivor  disabled  by  continuing  alcoholism, 
the  other  by  hepatic  encephalopathy. 
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vestigation.  Spratt  has  described  an  interesting 
approach  to  such  quantitation.6 

This  sort  of  approach  is  not  to  be  construed 
as  an  abandonment  by  physicians  of  their 
primary  duty  of  patient  care  to  become  pseudo- 
economists or  sociologists.  On  the  contrary, 
kinds  of  data  collected  by  Mr.  Middleton  are 
needed  in  greater  numbers  and  in  many  more 
areas — particularly,  for  example,  in  preventa- 
ble diseases — in  order  for  physicians  to  have 
sound  bases  of  judgment  for  directing  medical 
resources  to  the  maximal  benefit  of  patients 
with  respect  to  the  overall  ability  of  society  to 
provide  such  resources. 

The  authors  do  not  present  this  series  of 
communications  as  anything  other  than  a 


timely  attempt  to  review  a narrow  aspect  of 
our  experiences  and  to  consider  a sociologic 
phenomenon  which  may  not  be  far  removed. 
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An  Economic  Consideration  of  Portal-Systemic  Anastomoses 

James  Middleton,  Ph.D.* 


CONSIDERABLE  controversy  exists 
about  the  capacity  of  portal-systemic 
anastomosis  (PSA)  to  prolong  the  life  of 
a patient  ill  of  cirrhosis  with  esophageal 
varices.  Although  PSA  has  been  used  for  some 
25  years,  the  data  based  on  man-years  of 
survival  are  not  decisive.12  Furthermore,  cer- 
tain economic  considerations  have  been  con- 
sidered by  physicians  in  making  decisions  for 
or  against  PSA  on  patients.  The  physician  has 
relatively  limited  resources  at  his  disposal,  and 
society  is  ever  more  expecting  them  to  be 
allocated  so  that  health  care  can  be  maximized. 
With  almost  unlimited  demand  for  medical  re- 
sources, what  role,  if  any,  should  economics 
play  in  making  decisions? 

Objectives 

The  main  purpose  of  this  paper  is  to  subject 
the  decisions  usually  made  with  respect  to 
PSA  to  economic  evaluation  and  to  suggest  an 
approach  which  can  be  used  to  improve  de- 
cisions on  use  of  medical  resources.  The 
specific  objectives  are: 


*From  the  Department  of  Surgery,  University  of 
Louisville  School  of  Medicine,  Health  Sciences  Cen- 
ter, Louisville 


(1)  to  determine  the  principal  factors  con- 
tributing to  the  cost  of  a PSA, 

(2)  to  indicate  the  nature  of  the  demand 
for  medical  resources  of  a facility, 

(3)  to  show  how  costs  of  management  of 
patients  after  PSA  are  changing,  and 

(4)  to  identify  the  source  of  funds  for 
patients  undergoing  PSA. 

Methodology 

All  PSA’s  done  at  the  Louisville  General 
Hospital  (LGH)  from  1969  through  1972 
were  identified  to  obtain  the  information 
needed.  Nine  PSA’s  had  been  performed,  and 
the  detailed  costs  for  each  of  these  were  ob- 
tained from  the  billing  office.  All  bills  were 
adjusted  to  1972  dollars  to  account  for  price 
change  over  time.  Each  bill  was  broken  down 
into  component  charges — room,  blood,  labora- 
tory, x-ray,  operating  room  and  recovery 
room,  pharmacy,  inhalation  therapy,  anesthesia, 
intravenous  fluids,  and  central  supply  charges 
— and  the  percentage  of  total  bill  that  each 
of  these  charges  comprised  was  calculated.  In 
addition,  the  average  for  each  component 
charge  was  found. 

Because  of  the  small  number  of  observa- 
tions, no  statistical  test  was  feasible.  As  is 
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frequent  in  medical  research,  the  number  of 
cases  are  not  sufficient  to  permit  elaborate 
statistical  analyses.  However,  a few  observa- 
tions with  stable  averages  provide  sufficient 
input  data  for  making  decisions,  if  cast  in 
proper  theoretical  framework. 

The  economic  theory  utilized  in  this  paper 
is  the  concept  of  opportunity  or  alternative 
cost.  Briefly  stated,  when  resources  are  limited, 
the  value  (contribution)  of  the  foregone  service 
is  the  minimum  cost  of  producing  the  service 
actually  performed.  This  can  be  illustrated  as 
shown  in  Figure  1 . 
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With  a given  quantity  of  medical  resources 
available,  OY  quantity  of  medical  service  B 
can  be  provided,  or  OZ  quantity  of  medical 
service  A,  but  not  both.  The  opportunity  line 
represents  various  combinations  of  services  A 
and  B that  can  be  provided.  The  decision  to 
provide  Oa  amount  of  medical  service  A will 
mean  that  bY  amount  of  medical  service  B 
cannot  be  provided.  Thus  to  provide  Oa,  the 
minimum  cost  is  the  value  of  bY  foregone. 

How  Much  Does  It  Cost? 

The  quantity  of  resources  used  in  PSA’s  as 
measured  by  the  direct  dollar  cost  for  each 
patient  is  quite  large  (Table  1),  particularly 
when  compared  to  alternatives  for  the  use  of 
resources.  Hospital  rooms  and  laboratory  and 
blood  fees  comprised  78%  of  the  total  costs. 

The  items  to  be  examined  first  for  possible 
cost  reductions  and  inefficiencies  in  manage- 


TABLE  1 


Total  Costs  of  9 PSA’s  at  LGH 

Measure  Actual  Dollars  1972  Dollars 


Total  Costs  65,500.60 

Average  (Mean)  7,266.67 

Average  (Median)  5,604.14 

Range  2,171.83-18,612.70 


66,429.25 

7,381.03 

5,791.64 

2,228.83-18,612.70 


ment  of  the  patient  are  shown  in  Table  2.  In 
examining  the  relative  expenditures,  one 
should  note  that  many  of  these  are  often  re- 
quired as  a system,  i.e.,  a simultaneous  ex- 
penditure in  all  categories.  In  addition,  the 
more  recent  cases  received  a greater  allocation 
of  resources,  even  when  measured  in  constant 
dollar  value.  This  is  attributable  in  part  to  the 
increasing  complexity  of  medical  services 
available. 


Who  Pays  For  It? 

The  financial  burden  for  the  Louisville 
General  Hospital  falls  largely  to  the  taxpayers 
of  Louisville  and  Jefferson  County,  not  to  the 
individuals  treated  (Table  3).  However,  a sub- 
stantial amount  came  from  insurance,  which  is, 
in  effect,  a burden  on  fellow  policy  holders 
because  of  the  pooled  risk  covered  through 
insurance  premiums. 

Clearly,  the  data  indicate  that  management 
of  PSA  patients  is  an  expensive  endeavor,  par- 
ticularly when  compared  with  medical  manage- 
ment of  other  illnesses.3'7  At  the  University 
of  Kentucky  Medical  Center,  patients  on  a 
medical  or  surgical  service  during  July,  1971, 
had  an  average  bill  of  $964. 05. 8 The  “prob- 
lem drinkers”  on  the  surgical  service,  who  did 
not  undergo  PSA,  at  that  time  had  an  average 


TABLE  2 

Cost  Analysis  of  the  Average  PSA  Bill  at  LGH 


l*em  1972  Dollar  Cos) 

Percentage  of  Bill 

Room 

$1,942.26 

30 

Laboratory 

1,554.60 

24 

Blood  & Blood  Products 

1,554.60 

24 

X-ray 

194.23 

3 

Operating  Room  and 
Recovery  Room 

453.43 

7 

Anesthesia 

64.78 

1 

Inhalation  Therapy 

388.65 

6 

Central  Supply 

129.55 

2 

Pharmacy 

194.23 

3 

Intravenous  Fluids 

64.73 

1 
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bill  of  $1,689.93.  By  contrast,  the  average  bill 
of  a patient  admitted  to  a large  southern  gen- 
eral hospital  for  stab  and  gunshot  wounds  was 
$1,046. 00. 9 Not  only  does  the  PSA  patient 
require  expensive  treatment,  but  the  mortality 
rate  remains  high:  seven  of  the  nine  patients 
receiving  this  treatment  at  LGH  died  within 
30  days  of  operation,  another  died  in  less  than 
a year,  and  data  on  the  other  patient  indicates 
he  was  well  enough  not  to  require  further 
medical  care. 

Perhaps  more  important  than  the  dollars 
spent  on  PSA  patients  is  the  value  of  other 
medical  services  foregone  because  they  were 
used  for  these  patients.  In  other  words,  the 
resources  may  have  produced  far  more  in 
terms  of  medical  service  rendered  if  allocated 
for  other  purposes.  PSA  patients  were  in  LGH 
for  an  average  of  32  days  with  10  days  in  the 
intensive  care  unit;  by  contrast,  a patient  on 
medical  or  surgical  service  at  the  University  of 
Kentucky  Medical  Center  spent  only  7.7  days 
in  the  hospital  with  no  time  in  the  intensive 
care  unit.  Moreover,  on  the  average,  the  PSA 
patient  required  49.6  units  of  blood  and  blood 
products  and  almost  5V2  hours  of  operating 
room  time  (mean  figures).  The  PSA  patient, 
in  addition  to  requiring  lengthy  hospital  time, 
places  heavy  demands  on  some  of  the  most 
skilled  hospital  personnel.  In  view  of  the  short 
supply  of  hospital  rooms,  highly  skilled  special 
personnel,  and  blood  and  blood  products,  one 
certainly  can  question  an  economic  decision 
allocating  scarce  resources  for  such  procedures, 
particularly  when  the  prognosis  is  so  dismal. 


Conclusions 

The  general  contention  throughout  this  study 
is  that  the  concept  of  alternative  or  oppor- 
tunity cost  is  valid,  useful,  and  necessary  in 
making  decisions  on  resource  utilization.  The 
physician  as  a decision-maker,  the  hospital  as 
a decision-making  firm,  and  society  as  a deter- 
miner of  goals  and  provider  of  a large  part  of 
the  resources  cannot  escape  the  brutal  economic 
consequences  of  “wrong”  or  “bad”  decisions. 
Although  purely  medical  considerations  are 
necessary  in  the  decision-making  process,  they 
are  not  sufficient  to  render  a final  decision; 


TABLE  3 


Sources  of  Payment  of  Bills  for  PSA  Patients 


Source 

Public  Tax  Support 
Private  Insurance 
State  Aid 

Private  Funds  (Individuals) 


Amount  Percentage 

$48,565.97  81 

11,480.00  18 

5,454.00  1 

171.00  0 


the  physician  must  also  be  aware  of  the 
economic  and  social  implications. 

From  the  data  presented,  it  is  obvious  that 
patients  who  undergo  portal-systemic  anasto- 
moses require  large  quantities  of  expensive  and 
scarce  medical  resources,  and  increasing  quan- 
tities will  be  required.  The  general  public  has 
paid  a large  part  of  the  bill  with  few  benefits 
in  terms  of  improved  medical  care;  the  sur- 
geon’s increased  knowledge  from  performing 
portal-systemic  anastomoses  is  perhaps  the  sole 
benefit.  Thus,  the  public  legitimately  can 
challenge  the  wisdom  of  such  decisions,  par- 
ticularly when  alternate  uses  of  public  re- 
sources are  considered. 

Acknowledgement 


t 

£ 

\ 

i 

r 


h 

i 

ii 
la 
e 


I would  like  to  thank  Dr.  John  C.  Redman,  .1 
Professor  of  Agricultural  Economics  at  the 
University  of  Kentucky,  for  his  advice  and 
assistance  in  writing  this  paper. 


References 

1.  Conn  H.O.,  Lindenmuth  W.W. : Prophylactic  porta- 
caval anastomosis  in  cirrhotic  patients  with  esophageal 
varices.  New  Eng  J Med  279:725-31,  1968 

2.  Jackson  F.C.,  Perrin  E.B.,  Felix  R.,  Smith  A.G. : A 
clinical  investigation  of  the  portacaval  shunt:  V.  Survival 
analysis  of  the  therapeutic  operation.  Ann  Surg  174:672- 
701,  1971 

3.  Rice  D.P.:  Measurement  and  application  of  illness 
costs.  Pub  Heal  Rep  89:95-101,  1969 

4.  Klarman  H.E.,  Francis  J.O.’S,  Rosenthal  G.D. : Cost 
effectiveness  analysis  applied  to  the  treatment  of  chronic 
renal  disease.  Med  Care  6:48-54,  1968 

5.  Report  of  the  Committee  on  Chronic  Kidney  Dis- 
ease. U.S.  Government  Printing  Office,  Washington,  D.C., 
1967 

6.  Smith  W.F.:  Cost-effectiveness  and  cost-benefit 

analysis  for  public  health  programs.  Pub  Heal  Rep  83 : 899- 
906,  1968 

7.  Scitovsky  A. A.:  Changes  in  the  costs  of  treatment 
of  selected  illnesses,  1951-1965.  Paper  presented  at  the 
Annual  Meeting  of  the  American  Public  Health  Associa- 
tion, San  Francisco,  1968 

8.  Middleton  J.W.  Jr:  A feasibility  study  for  an  analysis 
of  economic  factors  associated  with  the  hospital  treat- 
ment of  patients  who  are  also  problem  drinkers.  Un- 
published paper. 

9.  Jett  H.H.,  Van  Hoy  J.M.,  Hamit  H.F. : Clinical  and 
socio-economic  aspects  of  254  admissions  for  stab  and 
gunshot  wounds.  J Trauma  12:577,  1972 


B 

lai 

ip 

fa 

a 

51)1 

K 

A 


ill 

ii 

can 

tei 

let 

iGi 


Dtp 


'tc 

! 

r ■■ 


338 


June  1974  • The  Jou 


. . And  Who  Shall  Measure?t 


R.  W.  Knapp,  M.D.* 


Glanton,  Kentucky 
August  24,  1978 


HE  problems  and  attempts  at  solution 
reported  herein  are  drawn  from  experi- 
ence in  the  clinical  and  laboratory  di- 
visions of  the  Kentucky  State  School  of  Medi- 
d cine  at  Forville  County  Hospital,  Glanton, 
Kentucky.  This  describes  a serious  problem 
is  which  was  felt  to  exist  in  this  hospital,  outlines 
is  the  approach  to  a solution,  and  assays  overall 
■ results  of  that  solution  in  clinical  application. 


« 


The  Problem 

Forville  County  Hospital  (FCH)  is  a 400- 
bed  general  hospital  located  in  central  Glanton 
and  serving  the  total  medical  needs  of  the 
indigent  population  in  an  industrial  metropoli- 
tan complex  of  about  750,000  people.  It  is 
essentially  accurate  to  state  that  FCH  has  a 
i,  clientele,  facilities,  and  mode  of  practice  much 
e like  city-county  hospitals  elsewhere  with  which 
d the  reader  will  easily  identify. 

In  late  1975,  it  was  perceived  that  the  num- 
ber of  patients  admitted  for  care  of  bleeding 
esophageal  varices  had  become  sufficiently 
large  and  the  costs  so  substantial  that  other 
hospital  functions  were  being  compromised. 
Patients  with  bleeding  varices  in  the  intensive 
care  unit  were  so  numerous  and  demanded 
: such  close  attention  that  nursing  procedures 
si  were  occasionally  denied  other  ICU  occupants, 
a A constant  demand  for  large  volumes  of  blood 
■ for  transfusion  had  brought  the  blood  bank  to 
' its  knees,  and  senior  residents  frequently  found 
their  elective  surgical  procedures  delayed  or 
I cancelled  by  emergency  operations  to  control 
hemorrhage  from  varices, 
it  The  matter  finally  came  to  a head  in  Octo- 
‘ ber,  1975,  when  the  Glanton  Ethnic  Council 
8 (GEC)  brought  suit  against  the  Forville  Coun- 

IV  

1(j  t The  views  expressed  herein  are  those  of  the  author 
,3  and  do  not  necessarily  reflect  the  opinion  of  the 
Department  of  the  Navy. 
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ty  Board  of  Health  in  the  interest  of  its  mem- 
ber, Raleigh  Wilms.  The  suit  alleged  that  Mr. 
Wilms’  constitutional  right  to  medical  care  had 
been  violated  when  his  operation  for  symp- 
tomatic cholelithiasis  was  cancelled  three  times 
over  a two-month  period.  Investigation  showed 
that  Mr.  Wilms’  operation  had  been  cancelled 
once  because  of  nonavailability  of  blood  and 
on  two  occasions  by  supervening  emergency 
portal-systemic  shunt  operations.  The  suit  was 
dropped  after  Mr.  Wilms  was  scheduled  and 
operated  on  by  the  director  of  the  surgical 
service,  but  the  hospital  board  was  sensitized 
to  a potentially  recurrent  problem.  According- 
ly, they  appointed  the  chief  of  surgery,  chief 
nurse,  and  chief  of  laboratory  services  to  study 
the  matter. 


The  B.E.V.  Commission 

Early  discussion  by  the  initial  appointees 
favored  a bold  approach  to  the  problem,  but 
opinions  from  several  facets  of  the  community 
were  deemed  necessary  inasmuch  as  the 
various  ramifications  were  profound  in  their 
impact.  Therefore,  the  bleeding  esophageal 
varices  (BEV)  Commission  was  formed  with 
the  following  additional  appointments:  Rev. 
Harry  C.  Harris,  Municipal  Council  of 
Churches;  R.  Burris  Jones,  Glanton  Ethnic 
Council;  Winston  Clapp,  M.D.,  chief  of  medi- 
cine, Forville  County  Hospital;  and  Emily  A. 
Corrithers,  delegate,  Glanton  City  Council. 

The  BEV  Commission  set  out  to  identify 
the  extent  of  the  problem  by  studying  the  care 
of  patients  with  bleeding  esophageal  varices  in 
FCH  in  the  24-month  period,  January,  1973- 
December,  1974.  An  attempt  was  made  to 
select  for  study  patients  whose  disease  was 
clearly  the  result  of  chronic  alcohol  intake, 
verified  by  history  or  statements  of  family  and 
social  workers.  Persons  whose  cirrhosis  was 
postnecrotic  or  of  doubtful  origin  were  ex- 
cluded. Thirty-three  patients  were  finally  iden- 
tified as  having  been  treated  for  bleeding 
varices  during  the  period  studied. 
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TABLE  1 

Group  Without-  Surgical  Treatment 
( 1 2 Patients) 


Died  in 
Hospital  (9) 

Lived  3-18 
Months  (3) 

Average  Hospital  Stay 

TO 

21 

Average  Hospital  Cost 

$2460 

$5620 

Average  Cost  Subsequent 
Admissions 

$2460 

Total  Cost  ($46,380) 

$22,140 

$24,240 

Total  Patient  Days 
(183) 

90 

93 

Tables  1 and  2 show  that  12  patients  were 
treated  nonsurgically  for  esophageal  bleeding, 
while  21  received  operative  treatment  in  the 
form  of  a portal-systemic  anastomosis.  Most 
of  the  patients  in  the  group  not  having  surgical 
treatment  were  Child  C classification,  while 
most  of  those  in  the  group  receiving  surgical 
treatment  represented  the  better  operative  risks 
of  Child  Class  A or  B disease.  In  the  group 
without  surgical  treatment,  hospital  mortality 
was  66%  and  all  patients  were  dead  of  their 
disease  within  1 8 months. 

Two  patients  selected  for  operative  treat- 
ment were  lost  to  follow-up.  Fifteen  others  died 
within  30  days  of  their  operations,  and  two 
others  succumbed  within  24  months  of  hos- 
pital discharge,  requiring  eventual  re-admis- 
sion before  or  during  terminal  illness.  Two 
patients  remain  alive  and  are  known  to  drink 
only  occasionally,  not  having  resumed  their 
previous  heavy  intake  of  alcohol.  One  is  em- 
ployed as  a porter,  and  the  other  is  unable  to 
work,  essentially  bedridden  as  a result  of 
hepatic  encephalopathy,  possibly  induced  by 


his  shunt  because  of  deprivation  of  nutrient 
hepatic  blood  flow  via  the  shunt. 


B.E.V.  Commission  Action 


On  the  basis  of  these  data,  the  BEV  Com- 
mission noted  a total  of  854  patient  days  of 
hospitalization  and  a gross  cost  of  $204,100 
was  required  over  24  months  to  treat  33  pa- 
tients and  return  one  of  them  to  employment. 
After  much  study  and  heated  debate,  the  com- 
mission made  the  following  recommendations 
for  treatment  of  bleeding  varices  at  Forville 
County  Hospital. 

1.  Patients  are  to  be  selected  for  a special 
prospective  “study”  group.  The  criteria  for 
selection  are  as  follows: 

a.  Known  incorrigible  alcoholics  with  asocial 
tendencies  manifested  by  criminal  record 
or  family  abandonment. 

b.  Verified  diagnosis  of  Laennec’s  cirrhosis 
with  demonstrable,  bleeding  esophageal 
varices. 

c.  Clinical  profile  in  Child  B or  C category 
on  admission  that  is  not  improved  by 
treatment. 
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2.  Selections  for  the  study  group  are  to  be  an 
made  by  permanent  members  of  the  BEV  su 
Commission,  called  into  consultation  for  each  otl 
patient.  sr 


3.  Patients  in  the  study  group  are  to  be 
treated  by  the  following  general  plan: 

a.  Hgb,  Hct,  electrolytes,  serum  proteins, 
BUN,  and  prothrombin  time  are  brought 
to  as  near  normal  as  possible  by  blood 
transfusion,  fluids,  and  drug  therapy. 

b.  Bleeding  is  controlled  by  any  of  several 
methods  including  Sengstaken  tube,  gas- 
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TABLE  2 

Group  with  Surgical  Treatment 
(21  Patients) 


Died  in  Hospital  or 
Within  30  Days  (15) 

Lived  12-24 
Months  (2) 

Living  and 
Well  (2) 

Lost  to 

Follow-up  (2) 

Average  Hospital  Stay 

31 

31 

31 

31 

Average  Hospital  Cost 

$7200 

$7200 

$7200 

$7200 

Cost  Subsequent 
Admissions 

Total  Cost  ($157,720) 

$108,000 

$3220 

$20,840 

$14,440 

$14,440 

Total  Patient  Days 
(671  ) 

465 

82 

62 

62 
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trie  cooling,  and  pitressin  therapy. 

c.  Relatives  or  friends  are  briefed  that  the 
prognosis  is  extremely  grave  and  that 
surgical  intervention  is  not  indicated. 

d.  Patients  may  be  transfused  with  up  to 
1000  ml  whole  blood  daily  for  two  days 
after  the  initial  resuscitation  but  are 
otherwise  given  intravenous  fluids  only 
as  needed. 

e.  No  special  “heroic”  measures  are  under- 
taken such  as  ventilatory  support,  renal 
dialysis,  or  cardiac  resuscitation. 

4.  Individuals  who  fall  outside  the  study 
group  may  be  treated  in  whatever  manner  their 
physicians  deem  necessary. 

The  Results 

The  recommendations  of  the  BEV  Com- 
mission were  put  into  practice  in  January, 
1976,  and  results  during  the  ensuing  24  months 
are  shown  in  Table  3.  Twenty-three  patients 
were  placed  in  the  group  during  this  period. 
Four  patients  were  excluded  from  the  study 
group  and  received  surgical  treatment.  Of 
these,  one  was  considered  Child  A risk  and 
another  advanced  to  Child  A after  initial  re- 
suscitation and  cessation  of  bleeding.  Two 
other  patients  were  excluded  from  the  study 
group  on  the  basis  of  history.  In  one  instance, 
the  patient’s  wife  commented  that  he  was  a 
“good  father  and  provider”  and  asked  spe- 
cifically that  an  operation  be  performed.  In 
the  other  patient,  a reliable  history  of  complete 
discontinuation  of  drinking  for  two  months  be- 
fore illness  was  obtained. 


TABLE  3 


Study  Group 
(23  Patients) 


Died  in 
Hospital 
(15) 

Survived  Died  Within 
Initially  1 8 Months 

(8)  (51 

Alive 

(3) 

Average 
Hospital  Stay 

10 

21 





Average  Cost 
of  Hos- 
pitalization 

$2500 

$5500 

Cost  of 

Subsequent  Hos 
pitalization 

- 

$2500 

Total  Cost 
($94,000) 

$37,500 

$44,000 

$12,500 



Total  Patient 
Days  (368) 

150 

168 

50 
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TABLE  4 
Excluded  Group 


(4  Patients) 

Died  Within 
30  Days  ( 3 ) 

Alive  (1 

Average  Hospital  Days  31 

31 

Average  Cost  of 
Hospitalization 

$7200 

$7200 

Total  Cost  ($28,800) 

$21,600 

$7,200 

Total  Days  (94) 

63 

31 

Tabulation  of  data  from  this  group  (Table 

3)  shows  that  $94,000  and  368  patient  days 
were  used  to  treat  23  patients.  Three  of  the 
four  patients  operated  on  died  within  30  days 
of  surgery  and  the  fourth  remains  well  (Table 

4) .  The  total  costs  of  both  study  group  and 
excluded  group  were  $142,800  and  462  patient 
days. 

Comparison  of  Tables  1,  2,  3,  and  4 shows 
that  notable  differences  existed  between  the 
two  24-month  periods.  Correcting  for  varia- 
tions in  group  size,  it  was  roughly  $1,465  per 
patient  less  expensive  to  treat  esophageal 
bleeding  under  the  BEV  plan  than  during  the 
control  period.  About  nine  hospital  days  less 
per  patient  were  used  under  the  BEV  plan. 
The  mortality  experiences  were  similar. 

The  program  at  FCH  was  well  received.  It 
appeared  to  allow  adequate  opportunity  for 
better  risk  patients  to  survive  their  illness  and 
at  the  same  time  reduce  per  capita  costs  in 
dollars  and  hospital  time  ...  all  at  equal 
mortality.  The  immediate  impact  of  the  method 
was  felt  on  the  wards  as  beds  were  freed  for 
use  for  badly  needed  elective  surgery,  and, 
indeed,  for  the  first  time  in  many  years,  some 
ward  space  was  available  to  the  plastic  surgery 
service  for  hospitalization  of  patients  for  cos- 
metic procedures. 

The  funds  saved  by  the  plan  were  never 
recognizable  because  they  were  absorbed  by 
increases  in  operating  costs. 

It  is  conceivable  that  had  the  program  run 
longer  its  advantages  might  have  become  more 
obvious.  The  passage  of  the  National  Health 
Care  Act  (NHCA)  in  1977  brought  with  it 
administrative  impositions  which  necessitated 
that  the  plan  be  discontinued.  Specifically,  the 
act  stated  that  public  hospitals  receiving  federal 
funds  under  its  provisions  are  not  permitted 
to  set  local  treatment  policies  unless  approval 
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by  the  Regional  Therapeutic  Review  Council 
is  obtained.  Additionally,  the  BEV  program 
came  under  criticism  by  civil  rights  advocates 
on  the  basis  of  the  Supreme  Court  decision  in 
Hurtz  vs.  Nevada  in  1977  which  declared  that 
beneficiaries  of  NHCA  may  not  be  denied 
operations  which  they  request  and  which  may 
be  life-saving. 

This  presentation  has  been  made  chiefly  for 
historical  reasons  because  it  represents  one  of 
the  last  examples  of  attempts  made  at  the  local 
level  to  manage  a problem  by  discriminatory 
patient  selection. 

The  current  situation  at  FCH  seems  much 
as  it  was  in  1975,  in  terms  of  ward  crowding, 
blood  bank  depletion,  and  mortality  for  the 
treatment  of  esophageal  bleeding.  This  evalua- 
tion is  rather  difficult  to  make,  however,  as 
house  staff  have  all  rotated  and  most  of  the 
faculty  involved  are  now  in  private  practice  or 
have  been  promoted  to  regional  positions  under 
NHCA. 


PHYSICIANS 

Private  practice  (solo,  partnerships, 
groups)  opportunities  exist  in  several 
communities  within  the  state  of  Kentucky 
(Morganfield,  Mayfield,  Bowling  Green, 
and  Frankfort).  As  a public  service  to 
these  communities,  we  are  performing  a 
free,  no  obligation,  service  acting  as  a 
liaison  between  physicians  interested  in 
practice  opportunities  and  communities 
in  need  of  their  services.  These  commu- 
nities have  modern,  JCAH  approved  hos- 
pitals, modern  offices,  and  recognized 
needs  for  additional  physicians. 

For  details  call  collect  615-327-9551 
or  write  with  C.V.  to: 

E.  J.  Ryan,  Jr.,  Corporate  Director, 
Medical  Relations 
Hospital  Corporation  of  America 
One  Park  Plaza 
Nashville,  Tennessee  37203 


NEW ! Patient  Therapy  Packs 

Because  many  patients  tend  to 
stop  treatment  prematurely,  the 
full  course  of  b.i.d.  therapy  is 
now  specially  packaged  to 
encourage  patients  to  complete 
the  full  course  of  therapy. 

CANDEPT/N  Vaginal  Ointment 
Therapy  Pack — two  75  gm.  tubes 
CANDEPTIN  Vagelettes 
Therapy  Pack—  28  vaginal  capsules 
CANDEPTIN  Vaginal  Tablet 
Therapy  Pack—  28  vaginal  tablets 


Brief  Summary 

Description:  Candeptin  (Candicidin)  Vaginal 
Ointment  contains  a dispersion  of  Candicidin 
powder  equivalent  to  0.6  mg.  per  gm.  or  0.06%  ■ 

Candicidin  activity  in  U.S.P.  petrolatum.  3 mg. 
of  Candicidin  is  contained  in  5 gm.  of  oint-  |j 
ment  or  one  applicatorful.  Candeptin  Vaginal 
Tablets  contain  Candicidin  powder  equivalent 
to  3 mg.  (0.3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vagelettes  Vaginal  Capsules 
contain  3 mg.  of  Candicidin  activity  dispersed 
in  5 gm.  U.S.P  petrolatum. 

Action:  Candeptin  Vaginal  Ointment,  Vaginal 
Tablets,  and  Vagelettes  Vaginal  Capsules 
possess  anti-monilial  activity. 

Indications:  Vaginitis  due  to  Candida  albicans 
and  other  Candida  species. 

Contraindications:  Contraindicated  for  pa- 
tients known  to  be  sensitive  to  any  of  its  com- 
ponents. During  pregnancy  manual  Tablet  or 
Vagelettes  Capsule  insertion  may  be  pre- 
ferred since  the  use  of  the  ointment  applicator 
or  tablet  inserter  may  be  contraindicated. 
Caution:  During  treatment  it  is  recommended 
that  the  patient  refrain  from  sexual  inter- 
course or  the  husband  wear  a condom  to 
avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of  sensiti- 
zation or  temporary  irritation  with  Candeptin 
Vaginal  Ointment,  Vaginal  Tablets  or 
Vagelettes  Vaginal  Capsules  have  been  ex- 
tremely rare. 

Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vagelettes  Vaginal  Capsule  is  in- 
serted high  in  the  vagina  twice  a day,  in  the 
morning  and  at  bedtime,  for  14  days.  Treat- 
ment may  be  repeated  if  symptoms  persist  or 
reappear. 

Available  Dosage  Forms:  Candeptin  Vaginal 
Ointment  is  supplied  in  a Patient  Therapy 
Pack,  containing  two  75  gm.  tubes  with  two 
applicators  for  the  full  course  of  treatment. 
Candeptin  Vaginal  Tablets  are  packaged  in 
boxes  of  28,  in  foil  with  inserter  — enough 
for  a full  course  of  treatment.  Candeptin 
Vagelettes  Vaginal  Capsules  are  packaged  in 
a Patient  Therapy  Pack,  containing 
28  Candeptin  Vagelettes  Vaginal  Capsules 
(2  boxes  of  14),  for  the  full  course  of  treat- 
ment. Store  under  refrigeration  to  insure  full 
potency. 

Federal  law  prohibits  dispensing  without  pre- 
scription. 

References: 

I.  Melges,  F.  J.:  Obstet.  Gynecol.  24: 921,  Dec. 
1964.  2.  Cameron,  R F.:  Practitioner  202: 695, 
May  1969.  3.  Olsen,  J.  R.:  Journal-Lancet  85: 
287,  July  1965.  4.  Giorlando,  S.  W.:  OB/GYN 
Digest  13: 32,  Sept.  1971.  5.  Decker,  A.:  Case 
Reports  on  file,  Medical  Department,  Julius 
Schmid.  6.  Friedel,  H.  J.:  Md.  State  Med.  J. 
15: 36,  Feb.  1966.  7.  Roberts,  C.  L.  and  Sulli- 
van, J.  J:  Calif.  Med.  103: 109,  Aug.  1965. 8.  Gior- 
lando, S.  W.,  Torres,  J.  F.  and  Muscillo,  G.:  Am. 

J.  Obstet.  Gynecol.  90: 370,  Oct.  1,  1964. 

9.  Abruzzi,  W.  A.:  Western  Med.  5:62,  Feb. 
1964. 

Innovators  in  candicidin  therapy 
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The  highly  effective 
monilia-cide  with 
high  cure  rates 
proved  clinically.' 


■ the  only  candicidin  available  in  three  dosage  forms 
for  complete  therapeutic  flexibility— even  for  adoles- 
cent and  gravid  patients. 

■ Symptomatic  relief  in  many  patients  as  early  as 
48-72  hours1'3;  usually  cures  in  a single  14-day  course 
of  therapy. 

■ Exact  dosage  assured  when  used  as  directed. 

■ High  patient  acceptability,  easy  to  use  in  all  forms; 
helps  keep  patients  on  the  full  1 4-day  regimen  — 
important  in  controlling  recurrences. 

■ Clinically  proved— CANDEPTIN  Vaginal  Ointment 
and  Vaginal  Tablets  have  more  than  nine  years  of 
clinical  experience. 

■ Sensitivity  and  temporary  irritation  with 
CANDEPTIN  (candicidin)  Vaginal  Ointment,  Vaginal 
Tablets,  and  VAGELETTES  Vaginal  Capsules  have 
been  extremely  rare. 

And  a dosage  form  for  all  your  patients 


VAGELETTES 
Vaginal  Capsules 


Vaginal  Ointment 


Vaginal  Tablets 


Priorities 


In  this  issue  of  The  Journal  Doctors  Polk, 
Mays,  Middleton,  Knapp,  et  al.  present  a 
tripartite  analysis  of  the  surgical  treat- 
ment of  esophageal  varices.  The  papers  range 
from  fact  to  whimsy,  but  the  common  conclu- 
sion seems  to  be  that  medical  resources  are 
not  infinite,  and  that  priorities  must  be  estab- 
lished. 

To  the  idealistic  social  planner  the  concept 
of  various  degrees  of  medical  care  is  ana- 
thema. To  anyone  realistically  viewing  the 
problem,  though,  balancing  our  limited  na- 
tional reserves  against  an  unlimited  demand 
for  “only  the  best”  in  health  care  requires 
establishment  of  some  sort  of  selection  proc- 
ess. In  the  past,  the  selection  of  medical  care 
was  quite  often  based  on  the  patient’s  finan- 
cial status — if  he  was  unable  to  afford  “the 
best,”  he  sought  limited  care  or  none  at  all. 

Fixing 

1 probably  shouldn't  be  writing  this,  since  I 
feel  too  obvious  in  attitude  toward  any 
consideration  in  medicine  based  on  a ma- 
terialistic viewpoint.  As  one  who  has  been  a 
trifle  disturbed  by  economic  sanctions  placed 
on  the  hospital  practice  of  medicine,  I am 
guided  by  the  concept  that  this  country  which 
can  afford  so  much  in  so  many  things  can 
afford  a lot  in  health  care.  I am  persuaded 
that  the  usual  and  customary  patient  wants 
the  very  best  in  consideration,  comfort,  and 
convenience. 

This  is  written  with  admiration  for  the  sce- 
nario described  by  the  authors  in  the  series  of 
articles  in  this  issue  of  The  Journal.  At  least, 
admiration  for  the  innovation  of  thought.  Cer- 
tainly the  specific  group  of  patients  chosen 
comprise  a most  difficult  and  disappointing 
therapeutic  group.  Due  to  the  most  common 
etiology  of  portal  cirrhosis  this  group  is  most 
frustrating  to  bring  to  salvation  (salvage?). 
The  concept  of  utilization  of  medical  re- 


The  system  thus  had  a built-in  check-valve 
against  overload,  at  the  patient  level  (the 
payor) . 

Now,  with  federal  and  other  third  party 
financing  increasingly  available,  that  check- 
valve  is  no  longer  operative,  and  individual 
demand  for  health  care  is  naturally  increasing 
rapidly.  As  costs  rise,  though,  pressures  are 
mounting  from  the  current  payors  (govern- 
ment, insurance  firms)  for  the  introduction 
of  management  efficiences  into  the  previous 
“random”  system,  in  the  interests  of  cost- 
containment.  Thus,  selection  processes  and 
priority  settings  are  still  with  us,  but  at  a 
different  level.  Two  major  questions  promptly 
arise:  1)  Can  the  system  be  made  more  effi- 
cient, overall,  and  still  care  for  patients  as 
human  beings?  and  2)  Who  is  to  manage? 

WHj 


Periods 

sources  I would  label  a series  of  “soft”  deci- 
sions. But  the  concept  of  application  of  medi- 
cal resources  and  to  whom  is  a “hard”  de- 
cision. Many  years  ago  Osier  in  his  “Fixed 
Period”  address  alluded  to  the  novel  of  that 
name  in  which  Anthony  Trollope’s  plot  hinges 
upon  a scheme  in  which,  at  age  60,  men  re- 
tired for  a year  of  contemplation  before  a 
peaceful  departure  by  chloroform.  The  post- 
script consists  of  the  late  pages  of  the  novel: 
when  the  young  men  who  designed  the  rule 
were  getting  older,  they  sought  repeal. 

While  researching  this  editorial  in  “The  Life 
of  Sir  William  Osier,”  a copy  of  the  Declara- 
tion of  Geneva  fell  out  of  the  book.  My  eyes 
fell  on  the  following  line:  “I  will  maintain  the 
utmost  respect  for  human  life,  from  the  time 
of  conception.”  Already  we  have  seen  erosion 
of  this  tenet  on  the  front  end  of  life.  We 
must  be  fearful  lest  we  erode  it  again  on  the 
other  end.  Personally,  I’d  rather  cut  down  on 
the  lab  tests  a little.  CCS 
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ORGANIZATION  SECTION 


1974  Annual  Meeting  to  Feature  Outstanding  Speakers, 
Informative  Topics,  September  24-26 


Well-known  medical  authorities  from  across  the 
K lation  will  participate  with  Kentucky  physicians  in 
the  scientific  program  of 
the  1974  KM  A Annual 
Meeting  to  be  held  Sep- 
tember 24-26.  The  four 
general  sessions  will  deal 
with  the  sexes,  hyperten- 
sion, fetal  and  neonatal 
health,  and  food  facts  and 
fads. 

Held  at  Ramada  Inn 
and  the  Bluegrass  Conven- 
tion Center  in  Louisville, 
the  1974  session  will  also 
include  meetings  of  18 
specialty  groups,  two  meetings  of  the  KMA  House  of 
Delegates,  the  President’s  Luncheon,  technical  and 
scientific  exhibits,  University  of  Louisville  alumni 
-eunions,  the  Annual  Convention  of  the  Woman’s 
Auxiliary  to  KMA,  and  the  annual  KEMPAC 
seminar. 

The  House  of  Delegates  will  meet  on  Monday 
norning,  September  23  and  Wednesday  evening, 
ISeptember  25.  The  1974  KMA  President’s  Luncheon 
will  feature  Julian  M.  Carroll,  Lieutenant  Governor 
sf  Kentucky,  as  guest  speaker.  The  Luncheon  will 
ake  place  September  25  at  11:50  a.m. 

Scheduled  for  the  Wednesday  morning  session  on 
Hypertension  is  Donald  G.  Vidt,  M.D.,  Cleveland, 
whose  topic  will  be  “Hypertension:  Why  Do  We 
J Treat  It?”.  Doctor  Vidt  is  Vice-Chairman  of  the 
: Division  of  Medicine  at  the  Cleveland  Clinic  Foun- 
; dation  and  head  of  its  Clinical  Section  on  Hyper- 
2 tension  and  Nephrology. 

( Also  appearing  on  the  Wednesday  morning  pro- 
gram will  be  Walter  M.  Kirkendall,  M.D.,  Houston. 

^ Doctor  Kirkendall,  Professor  and  Director  of  the 
t Program  in  Internal  Medicine  at  the  University  of 
Texas  Medical  School,  will  speak  on  “Problems  in 
f the  Treatment  of  the  Hypertensive  Patient.”  He  is 
a member  of  the  Scientific  Council  on  Hypertension 
of  the  International  Society  of  Cardiology. 

Sprague  A.  Gardiner,  M.D.,  Indianapolis,  Professor 
f of  Obstetrics  and  Gynecology  at  Indiana  University 
i School  of  Medicine,  will  participate  on  the  Wednes- 
, day  afternoon  program.  His  topic  will  be  “Regionali- 
zation of  Obstetric  Care.”  Immediate  Past  President 
of  the  American  College  of  Obstetricians  and  Gyn- 
1 ecologists,  Doctor  Gardiner  is  a consultant  on  Infant 
Mortality  Study  of  the  Institute  of  Medicine,  National 
S Academy  of  Sciences. 


Doctor  Kirkendall  Doctor  Gardiner 


Information  regarding  other  guest  speakers  and 
various  aspects  of  the  1974  Annual  Meeting  will  be 
carried  in  future  issues  of  The  Journal. 

Nominations  for  KMA  Awards 
Has  July  1 5 Deadline 

The  deadline  for  receiving  nominations  for  KMA’s 
two  top  awards  is  July  15,  according  to  Richard  F. 
Grise,  M.D.,  Bowling  Green,  Chairman  of  the  Awards 
Committee. 

The  Distinguished  Service  Award  is  presented  to  a 
physician  in  Kentucky  for  his  contribution  to  organ- 
ized medicine  in  the  form  of  membership  and 
activity  in  a county  medical  society  and  the  State  As- 
sociation. The  award  also  is  based  on  individual  med- 
ical service;  community  health,  education  and  civic 
betterment;  medical  research;  and  distinguished  vol- 
untary military  service. 

The  Kentucky  Medical  Association  Award  is  de- 
signed to  honor  a lay  person  for  his  outstanding 
accomplishments  in  the  field  of  health  and/or  medical 
care. 

All  nominations  should  be  sent  to  the  KMA  Head- 
quarters Office  and  marked  “Attention:  Awards 
Committee.”  Presentation  of  the  awards  will  take 
place  during  the  President’s  Luncheon  at  11:50  a.m., 
September  25,  during  the  1974  KMA  Annual  Meeting. 


WATCH  FOR 

AUGUST  JOURNAL 

for  Annual  Meeting  Details 
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Two  Trustee  Districts  Hold 
Meetings  During  June 

Two  more  Trustee  Districts  held  meetings  during 
the  month  of  June.  The  Fourth  District  annual  meet- 
ing originally  scheduled  for  April  4,  was  cancelled 
due  to  the  recent  tornado  disaster.  The  meeting  was 
rescheduled  for  June  6 in  Elizabethtown  and  Hoyt  D. 
Gardner,  M.D.,  Louisville,  KMA  President-Elect,  and 
David  A.  Hull,  M.D.,  Lexington,  President  of  the 
Kentucky  Foundation  for  Medical  Care,  were  guest 
speakers  for  the  meeting.  W.  Bruce  Hamilton,  M.D., 
Shepherdsville,  is  Trustee  of  the  District. 

On  June  11  the  Tenth  District  met  in  Lexington. 
Doctor  Hull,  Trustee  of  the  Tenth  District,  discussed 
PSRO  activities  and  its  current  status. 

A total  of  eight  Trustee  Districts  have  held  annual 
meetings  during  the  1973-74  Associational  Year. 

KMA  Physicians  Host  Dinner 
For  Kentucky  Congressmen 

The  Kentucky  Medical  Association  hosted  its  17th 
Annual  Washington  Dinner  on  May  14.  Invited  to 
the  dinner  and  reception  were  both  of  Kentucky’s 
U.  S.  Senators  and  all  the  U.  S.  Representatives  from 
Kentucky.  Administrative  assistants  of  the  Congress- 
men also  attended. 

On  Monday  afternoon.  May  13,  a briefing  session 
was  held  for  those  in  attendance  at  the  AMA  Wash- 
ington Office.  John  Farrell,  M.D.,  Assistant  to  the 
Director  of  the  Office  of  Professional  Standards  Re- 
view, was  present  for  a discussion  on  PSRO.  Visits 
were  made  on  an  individual  basis  with  all  the  mem- 
bers of  Kentucky’s  Congressional  delegation. 

Fred  C.  Rainey,  M.D.,  Elizabethtown,  President  of 
KMA,  and  Hoyt  D.  Gardner,  M.D.,  Louisville,  Chair- 
man for  National  Affairs  of  the  KMA  Committee 
on  Legislative  Activities,  express  their  appreciation  to 
the  15  physicians  and  wives  who  attended  the  Annual 
Washington  Dinner. 

KMA  Public  Relations  Committee 
Seeks  Physician  Volunteers 

The  KMA  Public  Relations  Committee  will  sponsor 
an  exhibit  at  the  1974  Kentucky  State  Fair  at  which 
blood  pressures  will  be  taken  with  an  automatic  cuff 
and  a small  disk  denoting  blood  pressure  will  be 
given  to  each  individual  for  his  personal  record. 
Members  of  the  Woman’s  Auxiliary  to  KMA  who 
are  registered  nurses  will  be  taking  the  blood  pres- 
sures. 

The  Committee  feels  that  the  best  public  relations 
can  be  obtained  by  having  a physician  member  of 
KMA  present  to  chat  briefly  with  individuals  who 
have  abnormal  blood  pressures.  Members  of  the 
Committee  have  all  volunteered  to  be  available  during 
undesirable  four-hour  periods.  If  any  KMA  member 
feels  he  can  give  four  hours  to  the  Association  at 
the  1974  State  Fair,  August  15-24,  it  would  be  ap- 
preciated if  he  would  contact  the  Headquarters  Office 
and  select  a time  which  would  be  convenient. 


In  Untuinam 


JOSEPH  S.  PARKER,  M.D. 

Louisville 

1902-1974 

Joseph  Skees  Parker,  M.D.,  died  on  April  18  at 
the  age  of  71.  A 1926  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Doctor  Parker  was 
formerly  chief  anesthesiologist  at  St.  Joseph  Infirmary 
and  belonged  to  the  American  Society  of  Anesthesi- 
ologists. He  was  also  an  emeritus  member  of  the 
Jefferson  County  Medical  Society,  as  well  as  the 
Kentucky  and  American  medical  associations. 


ROBERT  L,  SUTTLES,  M.D. 

Owingsville 

1933-1974 

Robert  L.  Suttles,  M.D.,  died  on  April  7 at  the  age 
of  41.  A 1962  graduate  of  the  University  of  Louisville 
School  of  Medicine,  Doctor  Suttles  was  a general 
practitioner.  He  belonged  to  the  Bath  County  Med- 
ical Society,  as  well  as  the  Kentucky  Medical  Associ- 
ation. 


FELIX  M.  BROWN,  M.D. 

Hopkinsville 

1898-1974 

Felix  Manning  Brown,  M.D.,  76,  died  on  April  8. 
A 1924  graduate  of  Vanderbilt  University  School  of 
Medicine,  Doctor  Brown  practiced  internal  medicine 
in  Hopkinsville  until  his  retirement  in  1969.  He  was  an 
emeritus  member  of  the  Kentucky  and  American 
medical  associations. 


ROBERT  H.  JOHNSON,  M.D. 

Louisville 

1898-1974 

Robert  Hays  Johnson,  M.D.,  died  on  May  2 at  the 
age  of  75.  A general  practitioner  in  Louisville  since 
1928,  Doctor  Johnson  graduated  from  Tulane  Uni- 
versity School  of  Medicine  in  1924.  He  was  a mem- 
ber of  the  American  Academy  of  Family  Physicians 
and  the  Southern  Medical  Association.  He  also  be- 
longed to  the  Jefferson  County  Medical  Society  and 
the  Kentucky  Medical  Association. 


OSCAR  ALLEN,  M.D. 

Beaver  Dam 
1882-1974 

Oscar  Allen,  M.D.,  died  on  May  15  at  the  age  of 
92.  A general  practitioner,  Doctor  Allen  was  a 1905 
graduate  of  Kentucky  University.  He  was  an  emeritus 
member  of  the  Kentucky  and  American  medical 
associations. 
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After  episiotomy  or  Caesarean  section, 
Empirin®  Compound  with  Codeine  every  four 
hours  can  help  to  keep  mother  comfortable. 

Empirin  Compound  with  Codeine  is  available 
in  dosage  strengths  to  relieve  all  degrees 
of  moderate  to  severe  pain,  up  to  that  requiring 
morphine  or  its  equivalent,  and  is  effective 
for  visceral  as  well  as  musculoskeletal 
pain.  The  codeine  component  provides  an 
antitussive  bonus,  when  coughing  could  put 
unwanted  stress  on  sutures. 

€ prescribing  convenience:  up  to  5 refills 
in  6 months,  at  your  discretion  (unless 
restricted  by  state  law);  by  telephone 
order  in  many  states. 

Empirin  Compound  with  Codeine  No.  3, 
codeine  phosphate*  32.4  mg.  (gr.  V2); 

No.  4, codeine  phosphate*  64.8  mg.  (gr.  1). 
^Warning-may  be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3V2,  phenacetin 
gr.  21/2#caffeine  gr.  V2. 


Compound 

c Codeine 


#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Digest  of  Proceedings,  Board  of  Trustees 
April  1 1 , 1974 


The  third  regular  meeting  of  the  KMA  Board  of 
Trustees  was  held  on  April  11,  1974,  at  the  KMA 
Headquarters  Office.  The  President’s  Report  and 
Headquarters  Office  Report  were  reviewed  and  ac- 
cepted for  information  at  the  start  of  the  meeting. 

Three  proposals  for  Bylaws  changes  were  approved 
by  the  Board  and  referred  to  the  Committee  on 
Constitution  and  Bylaws.  The  first  dealt  with  repre- 
sentation of  one  student  delegate  from  the  University 
of  Louisville  and  the  University  of  Kentucky  to  the 
KMA  House  of  Delegates  with  the  privilege  of  one 
vote  each.  The  second  recommendation  would  allow 
candidates  for  the  offices  of  KMA  President  and 
Vice-President  to  seek  office  at  large.  The  third 
proposal  concerned  the  Nominating  Committee. 

The  1974-75  proposed  budget  was  presented  after 
previously  being  approved  by  the  Budget  Committee 
and  the  Executive  Committee.  The  Board  approved 
the  Budget  as  submitted. 

The  Kentucky  Foundation  for  Medical  Care  report 
was  presented  by  KFMC  President,  David  A.  Hull, 
M.D.,  Lexington.  The  Board  voted  to  enlarge  the 
KFMC  Board,  to  establish  the  Kentucky  Peer  Review 
Organization,  and  to  submit  a planning  grant  proposal 
for  this  free-standing  statewide  organization.  (Details 
on  KPRO  can  be  found  in  the  May  Communicator 
and  the  May  issue  of  The  Journal.) 

William  P.  McElwain,  M.D.,  Frankfort,  presented 
a report  from  the  Kentucky  Board  of  Medical  Li- 
censure and  a detailed  report  was  given  by  Com- 
missioner Gail  Huecker  of  the  Bureau  of  Social  In- 
surance on  the  Title  XIX  Program. 

The  Board  approved  implementation  of  a cen- 
tralized dues  billing  process  whereby  the  KMA 
Headquarters  Office  would  bill  for  county  society 
dues,  when  requested,  except  for  Jefferson  and 
Fayette,  as  well  as  KMA  and  AMA  dues. 

The  Board  nominated  physicians  to  serve  on 
several  state  councils  and  boards  and  forwarded 
them  to  the  Governor  for  appointment. 

Committee  action  and  recommendations  to  the 
Board  were  as  follows:  1)  Legislative  Activities 
Committee  reported  on  the  Washington  Dinner  to  be 
held  May  13  and  14  and  referred  Board  members  to 
a detailed  report  distributed  to  them  concerning  re- 
cent state  Legislative  activities.  2)  Business  Manage- 
ment and  Services  Committee  made  recommendations 
regarding  disability  insurance  for  physicians  and 
umbrella  insurance  coverage.  These  recommenda- 
tions were  approved.  3)  Public  Relations  Committee 
reported  on  the  “Workshop  for  New  Physicians”  in 
April  and  the  office  assistants  seminars  set  for  June 
13  and  July  17. 

AMA-ERF  checks,  totaling  $14,002.47,  were  pre- 
sented to  the  deans  of  the  two  medical  schools.  The 
Board  also  endorsed  the  candidacy  of  Hoyt  D.  Gard- 
ner, M.D.,  Louisville,  for  membership  on  the  AMA 
Board  of  Trustees. 

Board  approval  was  given  to  a recommendation 
to  Kentucky  physicians  not  to  accept  federal  funds 
for  services  rendered  for  emergency  care  during  the 


recent  tornado  disaster.  Distribution  of  this  action  / 
was  to  be  made  through  the  AMA,  the  press  and  ' 
publications  of  the  Association.  A special  letter  was  I"* 
also  sent  to  each  KMA  member  informing  them  of 
this  action. 

The  date  of  the  next  meeting  of  the  KMA  Board 
of  Trustees  was  set  for  August  15,  1974,  at  the 
KMA  Headquarters  Office. 


(top  photo)  Arthur  H.  Keeney,  M.D.  (left)  Dean  of  the 
University  of  Louisville  School  of  Medicine,  accepts  a 
check  in  the  amount  of  $8,999.68  from  the  American 
Medical  Association  Education  and  Research  Foundation 
from  Fred  C.  Rainey,  M.D.  (right)  KMA  President. 

(bottom  photo)  Doctor  Rainey  (right)  presents  the  AMA- 
ERF  check  in  the  amount  of  $5,002.79  to  William  S. 
Jordan,  M.D.  (left)  Dean  of  the  University  of  Kentucky 
College  of  Medicine.  Both  presentations  were  made  at 
the  April  1 1 meeting  of  the  KMA  Board  of  Trustees  in 
Louisville. 


Just  a Reminder  — 

123rd  AMA  ANNUAL 
CONVENTION 
JUNE  22-26,  1974 
McCORMICK  PLACE,  CHICAGO 

• Scientific  sessions 

• Postgraduate  courses 

• Fireside  forums 

• Film  symposia 


.££  <^TtQS,tiaU  INSURERS  OF  PROFESSIONAL  GROUPS  SINCE  1939 


631  LINCOLN  FEDERAL  BUILDING  — 600  SOUTH  4TH  STREET  — LOUISVILLE,  KENTUCKY  40202 


WE  ARE  PROUD  to  add  the  Kentucky  Medical  Association  to  the  top  of  our 
list  of  endorsed  groups. 

Recently  you  should  have  received  in  the  mail,  a brochure  from  your  Business 
Management  and  Services  Committee  describing  the  coverage  offered.  We  are 
in  the  midst  of  an  open  enrollment  which  means  that  every  member  under  age 
56  is  entitled  to  some  coverage  “WITHOUT  EVIDENCE  OF  INSURABILITY”. 


It  is  physically  impossible  for  us  to  see  everyone  during  the  sixty  (60)  day 
period.  If  for  some  reason  you  did  not  receive  the  information,  or  have  some 
question,  please  call  or  write. 


Disability  Insurers  for:  Kentucky  Medical  Association 


Jefferson  County  Medical  Society 
Kentucky  Dental  Association 
Kentucky  Bar  Association 
Kentucky  Society  of  CPA 
Jefferson  County  Academy  of  Pharmacy 


E.  W.  Ernst,  Jr.,  Administrator  • Ray  D.  Jones,  Associate 
(502)  583-1888 
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POSTGRADUATE  OPPORTUNITIES 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  fall  and  winter  meetings.  At  the  same 
time  they  are  choosing  the  topics  to  be  discussed, 
arranging  for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Ephraim  McDowell  Drive,  Louisville,  Ky. 
40205. 


IN  KENTUCKY 

JUNE 

17-18  “Colposcopy  and  the  Cytologically  Suspect 
Uterine  Cervix,*”  University  of  Kentucky 
College  of  Medicine,  Registration:  $250,  Lex- 
ington Hilton  Hotel,  Lexington 

JULY 

17  “Patient/Public  Relations  Seminar  for  the 
Office  Assistant,”  KMA-sponsored.  Holiday 
Inn  North,  Lexington 

19-20  KAFP  Park  Mammoth  Seminar,  “Diabetes  and 
Related  Complications,”  Park  City 

SEPTEMBER 

15-21  Fifth  Family  Medicine  Review*,  University  of 
Kentucky  Medical  Center,  Registration  fee: 
$195;  Lexington 

24-26  KMA  Annual  Meeting,  Ramada  Inn/Blue- 
grass  Convention  Center,  Louisville 

OCTOBER 

6-12  Fifth  Family  Medicine  Review*,  University  of 
Kentucky  Medical  Center,  Registration  fee: 
$195;  Lexington 


•For  further  information  contact  Ronald  D.  Hamil- 
ton, M.D.,  Director,  Continuing  Education,  College 
of  Medicine,  University  of  Kentucky,  Lexington  40506 


IN  SURROUNDING  STATES 


JUNE 


22-27  Annual  Convention,  American  Medical  As 
sociation,  McCormick  Place,  Chicago 


SCHEDULE  OF  UPCOMING  PROGRAMS 
NETWORK  FOR  CONTINUING 
MEDICAL  EDUCATION 


(For  listing  of  stations,  see  October  issue,  page  676) I 


June  17-July  14 


LICE,  MITES,  AND  MAN,  Silas  O’Quinn,  M.D. 
Dermatologist  and  Dean  of  Medicine;  and  Harold 
Trapido,  M.D.,  Professor  of  Tropical  Medicine  an 
Medical  Parasitology;  both  of  Louisiana  State  Univer- 
sity Medical  Center,  New  Orleans. 


ULTRASONIC  IMAGING:  ECHOES  WITH  AN-| 
SWERS,  Barry  Goldberg,  M.D.,  Assistant  Professor 
of  Radiology,  Temple  University  Health  Sciences  Cen-| 
ter. 


LONG-TERM  PACEMAKER  THERAPY,  Dorq 
J.W.  Escher,  M.D.,  Attending  Physician,  Department 
of  Medicine,  Cardiology  Division  and  Physician-In-|| 
Charge,  Cardiac  Catheterization  Unit;  and  Seymour 
Furman,  M.D.,  Associate  Attending  Surgeon  Depart-|| 
ment  of  Cardiothoracic  Surgery;  both  of  Montefiore 
Hospital  and  Medical  Center,  New  York. 


M.D.  Recruitment 


Physician  opportunities  with  Healthcare  of  Louis- 
ville, Inc.,  a developing  prepaid  group  practice 
(H.M.O.).  Board  certified  or  qualified  family 
physicians,  internists,  and  pediatricians.  Must  be 
Kentucky  licensed.  Must  be  qualified  for  hospital 
staff  appointment.  Salary  plus  attractive  fringe 
benefits  depending  upon  qualifications  and  ex- 
perience. 


! lii 


Direct  inquiries  to: 

Healthcare  of  Louisville,  Inc. 
Fincastle  Building — Suite  419 
Louisville,  Kentucky  40202 
583-4826 

After  June  1,  774-5711 
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T riaminic*  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  1 2.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501  bo-sd 


EYES  RIGHT! 

...to  SOUTHERN  OPTICAL 


LOUISVILLE 


ST.  MATTHEWS 
NEW  ALBANY 
BOWLING  GREEN 
OWENSBORO 


Southern  Optical  Bldg.  — 640  S.  4th 
Contact  Lenses  — 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
Medix  Bldg.  — Adj.  S.S.  Mary  & Elizabeth  Hosp. 
313  Wallace  Center  and  1 08  McArthur  Drive 
Professional  Arts  Bldg.,  1919  State  Street 
524  East  Main  Street 
Doctors  Bldg.,  1001  Center  Street 


SKYWAY 

ENTERPRISES,  INC. 

Executive  Air  Charter  Service 

Home  Office  269-1413/ Flight  Operations  255-6923 
Lexington’s  Bluegrass  Field  / Air  Associates  Termir 


All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C 


Woman  (man)  cannot. 


uman  beings  can  neither  synthesize  vitamin  C nor 
ore  most  of  the  water  soluble  vitamins.  They  should 
; replenished  continuously. 

Normally,  people  accomplish  this  in  their  daily 
et.  But  under  conditions  of  illness,  stress,  in  conva- 
scence  or  following  surgery,  vitamin  stores  may  be 
spleted  or  metabolic  demands  increased. 


In  such  cases,  Surbex-T  may  be  indicated.  Surbex-T 
makes  it  easy  and  convenient  to  restore  the  water- 
soluble  vitamins.  Each  tablet  provides  500  mg.  of 
vitamin  C plus  high  potency  B-complex. 

Where  nutritional  status  must  be  pre- 
served, Surbex-T  can  help  restore  what 
the  body  cannot  effectively  store.  403482 


SURBEX-T*  500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


STAGE  1 


STAGE  2 


STAGE  3 
STAGE  4 

HOURS  # 1 • 1 ^ 

begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


••• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


ge  Time  Required 
I Asleep  (4  Studies 
ijects25) 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HC1)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HC1) 
induces  and  maintains  sleep, 
with  relative  safety 

me  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
uent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
loted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
1 be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

• prescribing  Dalmane  (flurazepam  HC1),  please  consult  Complete  Product  Information, 
aiary  of  which  follows: 

s ions:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
lit  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 

I ia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
liince  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
lessary  or  recommended. 

II  ndications:  Known  hypersensitivity  to  flurazepam  HC1. 

»gs:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
l.ants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
■aerating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
ial  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
|,  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


Id  on  recommended  doses,  use  caution  in  administering  to 
■m-prone  individuals  or  those  who  might  increase  dosage, 
a ions:  In  elderly  and  debilitated,  initial  dosage  should  be 
I to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

I'ined  with  other  drugs  having  hypnotic  or  CNS-depressant 
I consider  potential  additive  effects.  Employ  usual  precautions 
Ints  who  are  severely  depressed,  or  with  latent  depression  or 
I tendencies.  Periodic  blood  counts  and  liver  and  kidney 
t tests  are  advised  during  repeated  therapy.  Observe  usual 
ions  in  presence  of  impaired  renal  or  hepatic  function. 

: Reactions:  Dizziness,  drowsiness,  lightheadedness, 
ing,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
itated  patients.  Severe  sedation,  lethargy,  disorientation  and 
irobably  indicative  of  drug  intolerance  or  overdosage,  have 
loorted.  Also  reported  were  headache,  heartburn,  upset 
li,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
Jlkativeness,  apprehension,  irritability,  weakness,  palpitations, 

Itins,  body  and  joint  pains  and  GU  complaints.  There  have 
t-n  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing. 

I vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
I pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
lorexia,  euphoria,  depression,  slurred  speech,  confusion, 

Iness,  hallucinations,  and  elevated  SGOT.  SGPT.  total  and 
lilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 

I itement,  stimulation  and  hyperactivity,  have  also  been 
li  in  rare  instances. 

$ Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
Ibsage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
matients:  15  mg  initially  until  response  is  determined. 

Id:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

fENCES:  1.  Kales  A,  et  al:  Arch  Gen  Psychiatry  23:2 26-232,  Sep  1970 
|:an  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
Isturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
fition.  Washington  DC,  May  3-7,  1971 

® JD  Jr;  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
§ GW;  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc.  Nutley  NJ 
||  nt  WC:  Data  on  file,  Medical  Department.  Hoffmann-La  Roche  Inc.  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


<s> 
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there  a need 


foradrug 
compendium? 

■ a Hri  icr  intcillioonl 


A drug  compel 
of  the  type  I env : 
would  fill  a def ini ; 
need  for  the  pi 
ing  physician, 
compendium! 
give  him,3 
information 
essary  fo 
a drug  intelligently,  and  it  win 


do  so  in  a clear,  concise,  cor  I; 
venient,  objective  and  balani: 
fashion. 


What  a Compendium  Should 


Government  Health  Official 


Henry  E.  Simmons,  M.D. 
Deputy  Assistant 
Secretary  for  Health 


Contain 

I believe  the  compend 
should  inform  the  doctor  wt 
drug  will  do,  when  he  should 
for  what  type  of  patient,  for  fo 
long,  in  what  dose,  what  ber 
his  patient  is  likely  to  obtair  la 
risks  involved,  and  cross-rep 
with  other  drugs. 

The  information  would' 
based  on  the  package  insert 
have  the  same  legal  status,  la 
a complete  compendium  wii 1 
plete  and  current  informati  i- 
might  even  eliminate  the  nr  £- 


A drug  compendium 
preferably  compendia,  sho 
believe,  be  private,  notfedi 
sponsorship.  They  should  c 
comprehensive  listings  ofc 
available  for  prescribing.  T 
should  be  single,  legibly  pr 
volumes  of  reasonable  size 
dated  quarterly  or  semianr 
and  completely  revised  evf 


Function  of  a Compendium 


A compendium  shoul 


Dialogue 


nish  the  following  informal 
drugs  in  the  followingorde 
tions  for  use,  side  effects, , 
drug  reactions,  contraindii 
drug  interactions,  drug  do 


the  dosage  forms  markete 


ini 


K. 

(end 


j't: 


prices  should  not  be  indue 
cause  they  vary  so  widely 
change  rapidly. 

No  compendium  sho 
forth  drugs  of  choice  or  di: 
relative  efficacy.  Such  que 
must  be  left  for  the  practic 
sician  to  decide,  whether  c 
basis  of  the  medical  literal 
own  clinical  experience,  a 
colleagues,  information  si 
by  manufacturers,  and  so 

Nor  should  a compel 
undertake  to  educate  the  < 
howto  use  drugs.  Rather, 
be  a reference  source  des 
marily  to  refresh  his  mem 
drugs  he  may  not  use  regi 


tie 

aas 


repackage  insert  in  many  in- 
apes. This  would  constitute  a 
t tantial  saving  for  the  manu- 
irer. 

By  a complete  compendium, 
Iflhot  mean  a volume  of  prohibi- 
e ize.  You  don’t  need  a book 
sribing  25,000  products  with 
uormous  amount  of  repetition, 
iter,  drugs  should  be  arranged 
oss.  Mutually  applicable  infor- 
3 on  would  be  provided,  along 
tbrief  discussions  pinpointing 
f ences  in  specific  drugs  of 
j:lass.  Listings  would  be  cross- 
Jced  in  a useful  way. 

If  Available  Documents  as 
u:es  of  Information 

Existing  references  such  as 
'land  the  AMA  Drug  Evaluation 
* aviously  useful  but  they  are 
:nplete.  Either  they  are  not 
x -referenced  by  generic  name 
d o not  group  drugs  with  simi- 
< aracteristics,  or  they  do  not 
: , I the  available  and  legally 
iieted  drugs.  And  some  of 
>«  omitted  may  be  very  useful. 

Uhh 

0 d in  no  way  imply  control  over 
3 'actitioner’s  prerogatives. 

r\nother  Compendium? 

A practicable,  single-volume 
n>endium  cannot,  nor  is  it 
casary  to,  include  all  drugs  on 
3 tarket  today.  From  my  prac- 
e f internal  medicine  for  some 
; ars,  my  experience  as  a con- 
11  nt,  and  as  a faculty  member 
f<  ir  or  five  medical  schools,  I 
id  estimate  that  a doctor  uses 
h iO  to  35  drugs  regularly.  The 

1 Physicians’  Desk  Reference, 

:i entally,  contained  about 

i)  entries. 

As  to  whether  there  should  be 
esral  compendium,  in  my  opin- 
l,  s stated  earlier,  the  answer  is 
s -there  should  not  be  one.  The 
a )sal  assumes  that  existing 
mendia  are  inadequate.  We’re 
lure  of  that  at  all.  Whatever  its 
iprfections,  the  present  drug 
T nation  system  in  the  U.S.  is 
e multifaceted,  pluralistic  and 
ti  sive.  Good  compendia  exist, 
kll  as  other  ample  sources  on 
u therapy,  ranging  from  journal 
Mure  through  AMA  Drug  Evalu- 
c to  company  materials.  Not 
I ysicians  may  use  such 
u:es  as  often  or  as  well  as  they 
o d,  but  that  is  the  fault  of  the 
3!  not  of  the  sources, 
in  any  event,  rather  than  pro- 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compiling  and  editing  a particular 
section  would  also  have  to  assess 


duce  another  book,  it  makes  much  - 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level  — a most 
dangerous  trend  for  medicine. 

New  Compendium  — A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium— or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/ or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
optsfora  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies— but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonob- 
structed  urinary  tract  infections  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms.  Note: 
Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests 
with  bacteriologic  and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increasing  frequency  of  re- 
sistant organisms  limits  the  usefulness  of  antibacterials  includ- 
ing sulfonamides,  especially  in  chronic  or  recurrent  urinary  tract 
infections.  Measure  sulfonamide  blood  levels  as  variations  may 
occur;  20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy  at 
term  and  during  nursing  period;  infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  established. 
Sulfonamides  should  hot  be  used  for  group  A beta-hemolytic  strep- 


tococcal infections  and  will  not  eradicat 
vent  sequelae  (rheumatic  fever,  glomerulo 
of  such  infection's.  Deaths  from  hypersensiti 
tions,  agranulocytosis,  aplastic  anemia  and  ot 
dyscrasias  have  been  reported  and  early  clinical  S1 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indica 
blood  disorders.  Frequent  CBC  and  urinalysis  with  mi 
examination  are  recommended  during  sulfonamide  theraf 
cient  data  on  children  under  six  with  .chronic  renal  disea 
Precautions:  Use  cautiously  in  patients  with  impaire 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  g 
phosphate  dehydrogenase-deficient  individuals  in  wh< 
related  hemolysis  may  occur.  Maintain  adequate  fluid 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocyto: 
tic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  an< 


is  Gantanol 

(sulfamethoxazole) 

therapy  in 
ructedurinar 

infections? 


Because  it  is  considered 
a good  choice... 

■ for  efficacy  in  nonobstructed  cystitis,  pyelonephritis 
and  pyelitis 

■ for  control  of  susceptible  E.  coli,  Klebsiella- 
Aerobacter,  Staph,  aureus,  Proteus  mirabilis  and, 
less  frequently,  Proteus  vulgaris 

m for  prompt  antibacterial  blood  and  urine  levels  in 
from  2 to  3 hours  after  initial  2-gram  adult  dose 

■ for  economical  around-the-clock  coverage 

■ for  maximum  patient  cooperation  with  easy-to- 
remember  B.I.D.  dosage 


Basic  Therapy 

Gantanof 

(sulfamethoxazole) 


Tablets/Suspension 
(0.5  Gm)  (0.5  Gm/teasp.) 


iypoprothrombinemia  and  methemoglobinemia);  allergic 
Is  (erythema  multiforme,  skin  eruptions,  epidermal  necroly- 
i;aria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
I'id  reactions,  periorbital  edema,  conjunctival  and  scleral 
K,  photosensitization,  arthralgia  and  allergic  myocarditis); 
1 testinal  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
Irrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
Ihe,  peripheral  neuritis,  mental  depression,  convulsions, 
iallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneous 
Is  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
■periarteritis  nodosa  and  L.E.  phenomenon).  Due  to  certain 
|>l  similarities  with  some  goitrogens,  diuretics  (acetazola- 
liazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
I rare  instances  of  goiter  production,  diuresis  and  hypogly- 
Is  well  as  thyroid  malignancies  in  rats  following  long-term 
Itration.  Cross-sensitivity  with  these  agents  may  exist. 


Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm 
b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child’s  dosage:  0.5  Gm  (1  tab  or  teasp. )/20  lbs  of  body 
weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose  should 
not  exceed  75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/teaspoonful. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


An  Important  symbol 
to  recognize 


The  double-pointed  red  arrow  is  the  symbol 
for  the  BLUE  SHIELD®'  RECIPROCITY 
SYSTEM.  It’s  a national  claims  processing 
system  for  paying  Blue  Shield  claims  for 
eligible  out-of-state  subscribers. 

The  red  double-pointed  arrow,  carrying  a 
number  within  it,  will  be  found  in  the  upper 
left-hand  corner  of  the  subscribers  identifi- 
cation card.  Simply  fill  out  the  familiar 
Kentucky  Blue  Shield  claim  form,  indicate 
the  number  within  the  arrow  as  a prefix  to 
the  subscriber’s  certificate  number  and 
send  it  to  Kentucky  Blue  Shield  for 
processing. 

Only  certain  employee  groups  have 
benefits  under  this  system. 

A general  mailing  is  being  sent  to  all 
Kentucky  physicians’  offices  providing 
specific  details  about  the  program. 
Questions  regarding  the  new  system 
should  be  directed  to  the  Professional 
Relations  Division. 

Blue  Shield 

of  Kentucky 

KENTUCKY  PHYSICIANS  MUTUAL,  INC. 

FOR  SURGICAL-MEDICAL  CARE 


" 'Registered  service  marks  of  the  National  Association  of  Blue  Shield  Plans 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


* 

V 


high  assurance  of  clinical  efficacy 


■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


ce  prescribing,  please  consult  complete  product 
» nation,  a summary  of  which  follows: 
i itions:  Chronic  urinary  tract  infections  (primarily 
^nephritis,  pyelitis  and  cystitis)  due  to  susceptible 
a isms  (usually  E.  coli,  Klebsiella-Enterobacter, 
tJS  mirabilis,  and,  less  frequently,  indole-positive 
Ijs  species). 

:« The  increasing  frequency  of  resistant  organisms 
ilthe  usefulness  of  antibacterials,  especially  in 
oic  and  recurrent  urinary  tract  infections, 
i aindications:  Hypersensitivity  to  trimethoprim 
i onamides;  pregnancy;  nursing  mothers, 
r ngs:  Deaths  from  hypersensitivity  reactions, 
i jlocytosis,  aplastic  anemia  and  other  blood  dys- 
;i;  have  been  associated  with  sulfonamides.  Expe- 
K with  trimethoprim  is  much  more  limited  but 
a onal  interference  with  hematopoiesis  has  been 
3ed  as  well  as  an  increased  incidence  of  throm- 
k ia  in  elderly  patients  on  diuretics,  primarily 
2les.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
) igns  of  serious  blood  disorders.  Frequent  CBC's 
r :ommended;  therapy  should  be  discontinued 
iinificantly  reduced  count  of  any  formed  blood 
rnt  is  noted.  Data  are  insufficient  to  recommend 
i infants  and  children  under  12. 
itions:  Use  cautiously  in  patients  with  impaired 
i >r  hepatic  function,  possible  folate  deficiency, 

’}  or  bronchial  asthma;  and  in  those  with  glucose- 
lsphate  dehydrogenase  deficiency,  where  he- 
y s may  occur.  During  therapy,  maintain  adequate 
j itake  and  perform  frequent  urinalyses,  with 
*11  microscopic  examination,  and  renal  function 
particularly  where  there  is  impaired  renal 
Dn. 

€;e  Reactions:  All  major  reactions  to  sulfona- 
eand  trimethoprim  are  included,  even  if  not 
) ad  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
> plastic  anemia,  megaloblastic  anemia,  throm- 
eia,  leukopenia,  hemolytic  anemia,  purpura, 
Drothrombinemia  and  methemoglobinemia, 
pc  reactions:  Erythema  multiforme,  Stevens- 
n syndrome,  generalized  skin  eruptions, epider- 
-ftcrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
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MESSAGE 
FROM  THE 
PRESIDENT 


Community  Mental  Health  Centers  — Quantity  or  Quality??? 


Few  people  would  question  the  need  for  quality  mental  health  services  at  the  community 
level  throughout  the  state.  Certainly  a vast  majority,  if  not  all  people,  have  great  compassion 
for  the  mentally  handicapped  and  the  problems  of  care  which  they  present.  Few  people 
would  object  to  using  public  funds  for  needed  and  proper  care  for  people  who  are  mentally 
ill,  retarded,  or  otherwise  handicapped.  But  is  the  present  statewide  system  of  community 
mental  health  centers  providing  that  care?  And  are  they  concentrating  on  providing  quality 
care  or  are  they  spending  more  time  developing  another  large,  cumbersome,  uncontrollable, 
vastly  expensive  bureaucracy? 

There  are  15  regional  community  mental  health  centers  in  Kentucky  (some  regions  have 
more  than  one  center).  It  is  most  interesting  to  note  that  in  one  region  the  community 
mental  health  center  has  grown  from  over  70  employees  to  over  300  employees  in  one 
year  with  a projected  employment  of  700  employees  for  next  year!  The  budget  has  likewise 
“snowballed”  from  $1  million  to  $3  million  in  one  year  with  a projected  budget  of  $7  million 
for  next  year!  Of  this  300  plus  employees,  only  two  are  full-time  psychiatrists  and  only 
14  are  psychologists.  There  are  over  90  people,  however,  providing  counseling  services. 
How  can  two  psychiatrists  properly  and  adequately  supervise  90  people  providing  counseling 
services?  There  is  certainly  a serious  question  as  to  whether  all  people  who  are  providing 
counseling  services  are,  in  fact,  adequately  trained  to  provide  those  services.  Sending  a 
nurse  who  is  a graduate  of  a two-year  community  college  program  (without  psychiatric 
training)  into  schools  to  counsel  students  who  are  too  emotionally  disturbed  to  be  handled 
by  school  counselors  is  not  a demonstration  of  quality  assurance.  Yet  millions  of  dollars 
are  poured  into  the  programs — yea  even  Medicaid  pays  the  mental  health  centers  a flat 
fee  of  $16.82  per  visit  regardless  of  whether  the  patient  sees  a psychiatrist,  psychologist, 
nurse  or  social  worker! 

As  if  this  were  not  bad  enough,  there  seems  to  be  a very  unusual,  though  interesting, 
desire  to  expand  mental  health  centers  to  encompass  other  heretofore  freestanding  segments 
of  health  care.  It  seems  apparent  moves  are  afoot  to  swallow  up  local  health  departments 
under  the  premise  that  local  health  departments  are  not  providing  adequate  services  and  are 
not  economically  efficient.  God  save  the  day  when  local  health  departments  are  as  costly 
as  community  mental  health  centers  and  I suspect  quality  would  not  be  improved  if 
taken  over  and  operated  by  the  mental  health  people  either  directly  or  indirectly. 

Had  enough?  There’s  more!  In  at  least  one  region  the  mental  health  people  have  established 
a Foundation  for  Medical  Care,  have  secured  board  members,  drafted  and  filed  Articles 
of  Incorporation — all  without  any  consultation  with  affected  county  medical  societies.  The 
purpose  of  the  Foundation? — to  operate  an  HMO! 

A statement  has  been  made  from  a mental  health  leader  that  the  people  of  Kentucky 
do  not  want  quality,  they  want  quantity.  I submit  to  you  that  the  people  of  Kentucky 
not  only  want  quality  care,  they  deserve  it.  What  is  your  community  health  center  doing? 
Perhaps  you  should  find  out. 
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Seizures  in  Patients  Over  the  Age  of  40: 
A General  Hospital  Study 

Fred  P.  Seifer,  M.D.  and  O.  J.  Ignacio,  M.D. 

Louisville,  Kentucky 


A retrospective  General  Hospital  study  of 
1 53  consecutive  patients  with  the  onset  of 
seizures  over  age  40,  of  which  100  had 
complete  neurologic  investigation,  re- 
veals a high  incidence  of  organic  demon- 
strable lesions. 


THE  incidence  of  seizures  in  a general 
population  has  been  well  studied  previ- 
ously. Merritt  describes  a twin  peak 
curve  with  high  incidences  in  the  young  and  old 
age  groups.  He  states  that  the  highest  incidence 
is  below  the  age  of  five  with  152/100,000 
population.  The  second  peak  is  in  patients 
over  the  age  of  80  with  74/100,000  popula- 
tion. Between  these  ages  the  incidence  falls,  so 
that  between  the  ages  of  20  and  70,  there  are 
only  four  to  20  cases  per  100,000  popula- 
tion.1 

The  vast  majority  of  seizures  occur  before 
the  age  of  20,  and  by  the  age  of  40  about  96% 
of  patients  with  seizures  will  have  already  had 
their  first  episode.2  The  onset  of  seizures  in 
the  adult  population  has  been  studied  previous- 
ly by  several  authors.3 10  Our  aim  was  to  rein- 
vestigate a series  of  patients  with  late  onset 
seizures,  (i.e.,  those  over  the  age  of  40,)  and 
determine  if  there  is  an  increased  incidence  of 
treatable  or  demonstrable  lesions  in  this  group. 
We  will  not  discuss  patients  under  the  age  of 
40  in  this  paper. 


Methods  and  Materials 

The  patients  presented  in  this  study  were 
collected  from  the  files  of  the  Division  of 
Neurology  at  Louisville  General  Hospital. 
These  consisted  of  patients  admitted  to  the 
Neurology  Service  and  those  seen  in  consulta- 
tion from  January  1,  1967,  to  December  31, 
1972.  These  patients  had  a history  of  an  initial 
seizure  after  the  age  of  40.  During  this  period 
153  consecutive  patients  were  seen  answering 
these  criteria. 

The  Louisville  General  Hospital  serves  a 
population  of  over  800,000.  During  this  period 
14,590  adult  patients  were  admitted  to  the 
medical  service  of  the  hospital.  It  should  be 
noted  that  the  majority  of  patients  coming  to 
the  hospital  are  indigent. 

The  charts  of  these  153  patients  were  re- 
viewed and  the  following  criteria  were  estab- 
lished for  inclusion  in  this  study: 

1.  Complete  history,  physical,  and  neurologic 
examination 

2.  Lumbar  puncture 

3.  Electroencephalogram 

4.  At  least  one  of  the  following  investigative 
procedures: 

a.  Arteriography 

b.  Pneumoencephalography 

c.  Surgery  and/or 

d.  Autopsy 

Some  of  these  patients  had  a brain  scan. 
However,  the  presence  of  positive  findings  on 
brain  scan,  but  a lack  of  the  more  definitive 
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procedures  (i.e.  arteriography,  etc.),  did  not 
warrant  inclusion  in  this  study. 

In  considering  these  criteria  100  cases  fell 
into  this  investigative  outline.  The  remaining 
53  cases  did  not  have  a complete  evaluation. 

Results 

A.  Sex  and  Age:  As  seen  in  Table  1 there 
was  a marked  preponderance  of  males  (100 
males  to  53  females)  in  the  study.  It  is  of  in- 
terest to  note  that  during  the  period  of  study 
the  number  of  admissions  of  males  was  7,544 
and  females  was  7,046.  The  age  distribution  of 
our  patients  is  fairly  uniform  in  the  fifth  to 
seventh  decades.  Table  2 shows  that  in  our  age 
group  of  68  patients  with  demonstrable  lesions 
there  were  50  males  and  18  females.  One  can 
also  see  that  the  age  distribution  is  again  almost 
equal  in  the  fifth  through  seventh  decades. 
TABLE  1 

Sex  and  Age 

Total  No.:  153  Patients 
Males:  100 

Females:  53 


AGE 

NO. 

40-49 

42 

50-59 

49 

60-69 

47 

70  & over 

15 

B.  Type  of  Seizure : Table  3 indicates  that 
the  majority  of  patients  have  generalized  sei- 
zures. However,  in  considering  patients  with 
demonstrable  lesions,  it  is  of  interest  to  note 
that  those  with  focal  and  psychomotor  seizures 
have  a higher  incidence  of  positive  findings. 
Table  4 shows  graphically  the  age  and  type  of 
seizures  in  the  68  patients  with  positive  find- 
ings. 

C.  Demonstrable  Lesions  (See  Table  5): 

1.  Neoplasm: — In  the  ages  between  40 
and  69  the  distribution  of  all  neoplasms  was 
fairly  equal.  Of  the  seven  primary  tumors 
there  were  four  meningiomas  (57%),  two 
astrocytomas  (29%),  and  one  combined 
oligodendroglioma  and  astrocytoma  (14%). 
Of  the  19  secondary  neoplasms  there  were 
14  (74%)  with  a primary  in  the  lung  and 
one  each  (5%)  from  the  thyroid,  pyriform 
sinus,  colon,  breast,  and  one  malignant 
melanoma. 

2.  Vascular:  The  diagnoses  of-  athero- 
sclerosis and  occlusion  were  made  by  arterio- 
graphy which  showed  various  degrees  of 


TABLE  2 

Age  & Sex  Distribution  in  68  Positive  Cases 

Total  No.:  68  Patients 


Males: 

50 

Females: 

18 

AGE 

MALE 

FEMALE 

TOTAL 

40-49 

15 

7 

22 

50-59 

14 

7 

21 

60-69 

18 

3 

21 

70  & over 

3 

1 

4 

50 

18 

68 

abnormality  ranging  from  beading  to  in- 
complete or  complete  occlusion  of  inter- 
cranial  vessels.  The  diagnosis  of  hemorrhage 
was  made  by  positive  cerebrospinal  fluid 
findings,  arteriography  and/or  autopsy.  This 
included  one  case  of  subarachnoid  hemor- 
rhage without  demonstrable  intracerebral 
hematoma  or  aneurysm.  The  remaining  cases 
all  had  intracerebral  hematomas.  The  aneur- 
ysms were  demonstrated  by  arteriography. 

The  majority  of  patients  with  vascular  dis- 
ease were  above  the  age  of  60. 

3.  Others:  Of  the  four  cases  of  cerebral 
contusion  all  had  positive  radiographic  and 
surgical  findings  to  substantiate  this  diagno- 
sis. The  diagnosis  of  normal  pressure  hydro- 
cephalus was  made  after  routine  history  and 
physical  examination,  RIHSA  cisternogra- 
phy, and  pneumoencephalography.  We  are 
not  sure  whether  the  cerebellar  hemorrhage 
was  the  primary  etiological  factor  for  the 
patient’s  seizure  disorder.  This  diagnosis  was 
made  at  autopsy. 

4.  Undetermined:  — Of  the  100  cases 
with  complete  investigative  studies  there 
were  32  patients  in  which  we  were  unable  to 
demonstrate  any  lesion. 

I » 

Discussion 

01 

This  retrospective  study  was  undertaken  with 
the  aim  of  determining  the  incidence  of  dem- 
onstrable lesions  in  patients  with  the  onset  of 

I in 

TABLE  3 
Type  of  Seizure 


TOTAL  NO. 

NO.  WITH 

DEMONSTRABLE  LESION 

Grand  Mai 

102 

43  (43%) 

Focal 

25 

13  (52%) 

Mixed  (GM  & 

Focal)  23 

9 (39%) 

Psychomotor 

3 

3 (100%) 

153 

68 
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seizures  over  the  age  of  40.  From  our  figures 
we  found  a relatively  high  incidence  of  males. 
It  was  also  noted  that  the  presence  of  focal  and 
psychomotor  seizures  yielded  a higher  percent- 
age of  demonstrable  lesions.  In  those  patients 
where  we  found  demonstrable  lesions  the  neo- 
plastic and  vascular  etiologies  comprised  51 
(75%)  of  these  cases.  There  were  32  cases 
where  no  demonstrable  lesion  was  found  even 
after  complete  investigative  studies  as  outlined 
above.  There  were  53  cases  which  were  not 
completely  investigated,  and  among  these  were 
several  with  abnormal  physical  and  neurologic 
findings.  However,  these  were  not  included  in 
our  100  cases  since  they  did  not  satisfy  our 
criteria  for  inclusion  in  this  study. 


TABLE  5 


Demonstrable  Lesions 


40-49  50-59  60-69 


Neoplasm 

Primary  3 

Secondary  6 

Vascular 

Atherosclerosis  2 

Occlusion  0 

Hemorrhage  0 

Aneurysm  1 

Subdural  3 

Contusion  3 

Cortical  Atrophy  1 

Normal  Pressure 
Hydrocephalus  0 

Abscess  1 


Cerebellar  Hemorrhage  0 
Undetermined 
Complete  Study 
Incomplete  Study 


3 

6 

3 

1 

3 

0 

1 

1 

0 

1 

0 

1 


1 

7 

2 

5 

4 

1 

2 

0 

1 

0 

0 

0 


70  & over  Total 
26 

0 7 

0 19 
25 

2 9 

1 7 

0 7 

0 2 

1 7 

0 4 

0 2 

1 2 

0 1 

0 1 

85 

32 

53 


TABLE  4 

Age  & Seizure  Type  Distribution  in  68  Positive 
Cases 


AGE 

G.M. 

FOCAL 

MIXED 

PSYCHOMOTOR 

TOTAL 

40-49 

12 

6 

2 

2 

22 

50-59 

15 

3 

3 

0 

21 

60-69 

13 

4 

3 

1 

21 

70  4 over 

3 

0 

1 

0 

4 

43 

13 

9 

3 

68 

In  the  review  of  literature  on  this  subject  we 
found  that  the  incidence  of  demonstrable  le- 
sions in  patients  with  the  first  seizure  after  the 
age  of  40  varied  greatly  (9  to  63% ) . This  study 
would  indicate  that  68%  of  the  patients  com- 
pletely evaluated  had  lesions.  It  would  seem, 
therefore,  worthwhile  to  pursue  further  in- 
vestigative procedures  in  patients  who  pre- 
sented their  first  seizure  after  this  age. 

A possible  source  of  error  in  this  study 
would  be  the  type  of  patient  population  from 
which  this  study  was  drawn.  Another  would  be 
our  failure  to  pursue  complete  investigative 
studies  in  patients  over  the  age  of  70.  And  a 
significant  factor  would  be  the  physician’s  de- 
sire to  fully  investigate  the  case  after  the  basic 
investigative  procedures  were  done.  These  in- 
cluded history,  physical  and  neurologic  exami- 
nation, electroencephalogram,  and  lumbar 
puncture. 

Summary 

1.  We  present  a retrospective  study  of  153 
consecutive  patients  with  a first  seizure  over 


the  age  of  40  admitted  to  the  medical  and 
neurologic  services  of  the  Louisville  General 
Hospital  between  January,  1967,  and  Decem- 
ber, 1972. 

2.  Of  these,  100  patients  had  complete  in- 
vestigative studies  which  included  history,  phys- 
ical and  neurologic  examination,  a lumbar 
puncture,  electroencephalogram,  and  one  of 
the  following  procedures  such  as  arteriography, 
pneumoencephalography,  surgery,  or  autopsy. 
Many  had  brain  scans. 

3.  Sixty-eight  per  cent  of  those  100  patients 
had  demonstrable  lesions.  Of  these,  the  ma- 
jority, 51  (75%),  were  of  neoplastic  and  vas- 
cular etiologies.  Thirty-two  per  cent  had  com- 
plete studies,  but  no  demonstrable  lesions  were 
found. 
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Non-Operative  Removal  of  Retained  Biliary 
Tract  Stones:  Combined  Percutaneous  Extraction 
and  Heparin  Flushing  Therapy 

Joseph  G.  Whelan,  Jr.,  M.D.* 

Louisville,  Kentucky 


Eight  patients  with  retained  biliary  tract 
stones  have  been  treated  using  non-opera- 
tive methods  of  percutaneous  extraction 
and/ or  Heparin  lavage  therapy  through 
the  T-tube.  Only  one  patient  required  re- 
exploration. 

DISCOVERY  of  a retained  stone  in  the 
biliary  tract  following  surgery  is  a per- 
plexing problem  both  to  the  patient  and 
the  surgeon.  Retained  biliary  tract  stones  are 
not  uncommon.  The  incidence  of  ductal  stones 
with  cholelithiasis  is  12  to  15%.1  Twenty  to 
40%  of  the  patients  undergoing  cholecystec- 
tomy have  common  duct  exploration.2  The 
incidence  of  retained  stones  ranges  from  five  to 
11%. ^ 

The  usual  approach  to  this  problem  has 
been  reexploration  and  removal  of  the 
stone(s).  This  involves  a second  major  ex- 
ploration, postoperative  recovery,  and  in- 
creased morbidity  due  to  the  recent  surgery  in 
the  same  area.  Many  methods  have  been  used 
to  avoid  this  second  exploration.  Non-mechani- 
cal methods  were  first  used.  Ether  was  used 
through  a cholecystotomy  fistula  in  1891  in  an 
attempt  to  dissolve  the  stones.4  Chloroform 
was  then  combined  with  ether  in  1953.5  Oral 
bile  salts  were  first  described  in  1957  in  an 
attempt  to  increase  bile  flow  to  dissolve  or  pass 
stones.6  In  1972,  sodium  cholate  infusion 
through  a T-tube  was  described  with  a success 
rate  of  59  %.4  Heparin  therapy  is  currently  felt 
to  be  the  best  solution  for  fragmentation  and 
dissolution  of  a retained  stone  with  a success 
rate  of  73%. 7’  8 

The  first  mechanical  means  of  extraction  of  a 
retained  stone  was  described  in  1962  using 


* Radiologist , St.  Anthony  Hospital,  Louisville 


a Mondet  forceps.9  Other  methods  described 
are  flushing  and  aspiration  of  stones  using  a 
Coude  catheter,10  pushing  stones  into  the  duo- 
denal loop  by  a catheter,11  and  catheterization 
of  the  common  bile  duct  with  dilatation  of  the 
Sphincter  of  Oddi.10  Dilatation  of  the  fistulous 
tract  has  also  been  carried  out  for  removal  of 
larger  stones.12  The  ureteral  Dormia  Catheter 
Basket  system  was  used  to  snare  and  extract 
stones  in  1971. 13  Also  in  1971,  a controllable 
guide  system  was  used  to  remove  stones.14 

Materials  and  Methods 

Stones  have  been  removed  from  eight  pa- 
tients by  a combined  method  of  chemical  dis- 
solution, hydrodynamic  flushing,  and/or  instru- 
mental fragmentation  and  extraction,  or  expul- 
sion of  the  stones  into  the  duodenal  loop.  The 
procedures  are  carried  out  four  to  six  weeks 
postoperative  to  allow  a good  fistulous  tract  to 
form.  If  the  stone  is  the  same  size,  or  smaller 
than  the  T-tube,  only  the  instrumental  proce- 
dure is  carried  out.  If  the  stones  are  larger  than 
the  T-tube,  a course  of  Heparin  infusion  is 
carried  out  through  the  T-tube  using  the  tech- 
nique described  by  Gardner.7  For  Heparin 
lavage  therapy,  these  patients  are  hospitalized 
for  about  five  to  seven  days.  If  the  stones  are 
proximal  to  the  T-tube,  it  may  be  necessary  to 
thread  a small  polyethylene  tubing  above  the 
stones  for  Heparin  flushing.  T-tube  cholangio- 
grams  are  carried  out  before  and  after  Heparin 
lavage. 

The  percutaneous  stone  removal  is  carried 
out  in  the  Radiology  Department  Special  Pro- 
cedure Room  with  the  patient  under  mild  seda- 
tion or  premedication  of  Demerol  and 
Atropine.  An  IV  solution  of  Lactated  Ringer  or 
D5W  is  started  prior  to  the  procedure  for  injec- 
tion of  any  medications  if  necessary.  The  Cook 
Stone  Retrieval  Kit*  is  used  with  a technique 
similar  to  that  described  by  Burhenne2  and 
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FIG  1 Stone  Retrieval  Kit:  6 F catheter  passed  through 
a 12  F T-tube.  Adaptor  connected  for  contrast 
injection.  Sleeve  inserted  over  “external"  limb  of 
T-tube. 

Mahorner  and  Bean.14  A T-tube  cholangio- 
gram  is  done  just  before  the  extraction  proce- 
dure. A #6  French  catheter  is  used  which  will 
pass  through  the  smallest  T-tube  (Fig.  1).  For 
a larger  stone  a #9  French  woven  dacron 
catheter* **  was  modified  for  use  with  a Dormia 
3 or  4 wire  stone  dislodger  basket  ***.  A side 

I connector  on  the  catheter  permits  injection  of 
contrast,  usually  Renografin  60,  and  allows 
continuous  opacification  of  the  biliary  system 
during  the  procedure.  After  the  stone  removal, 
a T-tube  of  the  same  size  is  reinserted  and 
allowed  to  drain  overnight  since  some  edema 
may  develop  from  instrumentation.  A repeat 
T-tube  cholangiogram  is  then  carried  out  the 
following  day.  Repeat  instrumentation  can  be 
done  if  necessary.  Otherwise  the  T-tube  can 
then  be  removed.  The  T-tube  tract  usually 
closes  within  48  hours. 

Cases  requiring  instrumentation  should  be 
hospitalized  for  two  reasons.  The  patient  is  ob- 
served overnight,  for  any  possible  complica- 
tions. Also  there  is  a possibility  of  snaring  the 
stone  and  not  being  able  to  pull  the  stone 
through  the  T-tube  tract.  If  the  basket  cannot 
be  emptied,  it  may  become  necessary  to  remove 
the  basket  and  stone  surgically. 

Case  Reports 

Case  #1  (N.M.)  #3755-73:  This  74-year- 
old  female  had  a cholecystectomy  and  common 
duct  exploration  on  February  13,  1973,  at  a 
Louisville  hospital.  An  operative  cholangio- 
gram was  negative.  One  week  later  a T-tube 
cholangiogram  revealed  a retained  stone  in  the 
common  bile  duct.  She  was  admitted  to  St. 

*Cook,  Inc.,  Bloomington,  Indiana. 

**U.S.  Catheter  Inc.,  Glen  Falls,  N.Y. 

***V.  Mueller  Company,  Chicago,  III. 


Anthony  Hospital  on  March  27,  1973.  Under 
mild  sedation,  using  a total  of  5 mg  of  Valium 
intravenously  during  the  procedure,  the  stone 
was  removed  by  percutaneous  method  insert- 
ing a #6  French  catheter-basket  system  through 
the  T-tube.  The  catheter,  basket,  stone,  and  T- 
tube  were  removed  simultaneously  (Fig.  1).  A 
modified  T-tube  was  reinserted  with  amputated 
limbs  of  the  “T”,  and  allowed  to  drain  over- 
night. She  was  discharged  the  following  morn- 
ing. The  tube  was  removed  by  her  attending 
surgeon  and  no  complications  were  encoun- 
tered. 

Case  #2  ( L.E .)  #7394-73:  This  45-year- 
old  female  had  a six-year  history  of  gall  blad- 
der disease.  She  had  a cholecystectomy  and 
common  duct  exploration  in  a Kentucky  hospi- 
tal, May,  1973.  Numerous  stones  were  impacted 
in  the  common  bile  duct.  A cholecystectomy 
was  performed  and  all  stones  were  felt  to  be  re- 
moved from  the  common  bile  duct.  A T-tube 
was  inserted  for  drainage.  A postoperative  T- 
tube  cholangiogram  revealed  residual  common 
duct  stones. 

She  was  transferred  to  St.  Anthony  Hospital 
on  June  24,  1973.  Repeat  T-tube  cholangio- 
gram revealed  several  stones  with  the  larger 
stone  measuring  1.5  cm  in  diameter.  A course 
of  Heparin  saline  lavage  was  carried  out 
through  the  T-tube  giving  20,000  units  of 
Heparin  in  500  cc  saline  every  12  hours  at  the 
rate  of  40  cc  per  hour  for  five  days.  There  was 
no  significant  change  in  size  of  the  stones.  On 
June  29th  and  July  2nd  percutaneous  extrac- 
tion of  stones  were  carried  out.  The  stones 
crushed  easily  during  removal.  However,  all 
stones  could  not  be  removed.  A modified  T- 
tube  was  reinserted  for  drainage.  She  was  taken 
to  surgery  on  July  3rd  and  reexploration  of  the 
common  duct  was  carried  out.  Numerous 
stones  were  removed.  However,  several  stones 
were  lodged  high  within  hepatic  radicles  and 
could  not  be  removed.  Finally,  a sphincter- 
oplasty and  choledochoduodenostomy  had  to 
be  performed  to  allow  these  stones  to  pass 
spontaneously. 

Case  #3  (A.G.)  #7394-73:  This  62-year- 
old  male  diabetic,  controlled  on  Lente  insulin, 
had  a cholecystectomy  and  common  duct  ex- 
ploration at  a Louisville  hospital  on  May  5, 
1973.  Operative  cholangiogram  was  negative. 
Multiple  complications  followed  including 
atelectasis,  pneumonitis,  and  multiple  pulmo- 
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FIG  2A  Case  4:  T-tube  cholangiogram.  Three  stones  in 
common  bile  duct.  One  other  stone  is  obscured 
by  T-tube. 


m 


nary  emboli.  Before  hospital  discharge  a T-tube 
cholangiogram  revealed  a single  large  residual 
stone  in  the  common  hepatic  duct.  He  was  re- 
admitted to  the  hospital  April  16,  1973,  for 
Heparin  lavage  therapy.  There  was  no  apparent 
change  in  the  size  of  the  stone.  He  was  allowed 
to  recover  from  his  surgery  and  complications. 
Following  this  he  was  admitted  to  St.  Anthony 
Hospital  for  percutaneous  extraction  of  the 
stone.  He  was  placed  on  Ampicillin  500  mg 
qid  orally  24  hours  before  the  extraction  pro- 
cedure. The  first  attempt  at  removal  on  August 
8,  1973,  was  unsuccessful.  The  stone  measuring 
8 mm  would  not  slip  into  the  smaller  Cook 
Retrieval  Basket.  A modified  T-tube  was  re- 
inserted. A second  attempt  was  carried  out  on 
August  10,  this  time  using  a larger  Dormia 
ureteral  stone  basket.  The  stone  was  snared  but 
was  too  large  to  pass  through  the  fistulous  tract. 
However,  the  stone  crushed  easily  and  all  frag- 
ments were  removed.  Finally,  the  entire  biliary 
tract  was  irrigated  with  Heparin  saline  solution 
until  clear.  Another  modified  T-tube  was  in- 
serted, drained  overnight,  and  then  clamped. 
He  was  discharged  the  following  day.  The 
cholangiogram  was  normal  one  week  later.  The 
tube  was  removed.  No  complications  were  en- 
countered. 

Case  #4  (W.M.)  #6823-73:  This  59- 
year-old  male  had  a cholecystectomy  on  June 


14,  1973,  which  was  impacted  with  stones.  The 
common  bile  duct  was  dilated  and  contained 
numerous  stones  which  were  removed.  A #20 
French  T-tube  was  inserted  but  an  operative 
cholangiogram  revealed  residual  stones.  The 
common  duct  was  reopened  and  the  stones  were 
removed.  A repeat  operative  cholangiogram 
again  was  questionable  for  stones  or  air  bub- 
bles. However  due  to  a previous  history  of 
myocardial  infarction  with  cardiac  arrythmias 
and  the  length  of  the  operative  procedure,  the 
surgeon  felt  he  should  close  with  the  T-tube  in 
place.  A T-tube  cholangiogram  on  June  25  re- 
vealed four  retained  biliary  tract  stones.  He 
was  discharged  and  allowed  to  recover  from  his 
surgery.  He  was  readmitted  approximately  16 
weeks  later  for  percutaneous  extraction  of  the 
stones.  On  October  19,  1973  after  pre-medica- 
tion with  75  mg  of  Demerol  and  0.2  mg 
Atropine  he  was  brought  to  the  Special  Proce- 
dure Room  and  a T-tube  cholangiogram  per- 
formed. Three  stones  were  seen  in  the  common 
bile  duct  and  one  was  hidden  behind  the  T-tube 
(Fig.  2A).  A #9  French  catheter  was  ad- 
vanced through  the  T-tube  and  passed  distal  to 
the  stones.  The  basket  was  advanced  and 
opened.  The  distal  stone  was  snared  and  re- 
tracted back  to  the  “window”  of  the  T-tube 
(Fig.  2B).  At  this  time  the  T-tube,  basket,  and 
two  stones  were  removed  simultaneously.  The 
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FIG  2B  Case  4:  Stone  in  basket  (single  arrow).  T-tube 
still  in  place.  Notice  stone  now  seen  in  common 
hepatic  duct  (double  arrow). 
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PIG  2C  Case  4:  Basket  open  distal  to  stone  in  common 


bile  duct.  T-tube  has  been  removed. 

catheter  basket  system  was  reinserted  removing 
the  other  distal  stone.  Finally,  the  catheter 
basket  system  was  reinserted  this  time  passing 
into  the  common  hepatic  duct.  The  basket  was 
open  but  was  distal  to  the  stone  (Fig.  2C).  The 
basket  was  closed,  the  catheter  advanced  proxi- 
mal to  the  stone,  and  the  basket  then  reopened. 
The  stone  was  snared  and  retrieved  (Fig.  2D). 
Another  #20  French  tube  was  re-inserted  for 
drainage  overnight.  Repeat  T-tube  cholangio- 
gram  October  20  was  normal.  No  complica- 
tions were  encountered. 

Case  #5  (Z.T.)  #12921-73:  This  92- 
iyear-old  female  presented  with  vomiting  and 
right  upper  quadrant  abdominal  pain  on  No- 
vember 13,  1973.  Physical  exam  suggested  a 
distended  gall  bladder.  On  November  15,  an 
exploratory  laparotomy  was  performed  and  re- 
vealed a distended  gall  bladder  impacted  with 
stones.  Due  to  the  patient’s  age  and  poor  physi- 
cal condition,  a cholecystotomy  was  performed 
and  the  gall  bladder  irrigated  until  all  stones 
were  removed.  A #30  French  Foley  catheter 
was  inserted  and  the  gall  bladder  then  closed 
around  the  ballooned  catheter.  The  catheter 
was  brought  outside  the  abdomen  and  the  inci- 
sion closed.  Postoperatively  she  developed 
pneumonia  and  mild  heart  failure  but  respond- 
ed to  therapy.  On  November  27,  a cholangio- 
gram was  performed  through  the  catheter  with- 
in the  gall  bladder.  This  revealed  a 3 mm 


stone  within  the  cystic  duct  and  seven  3 mm 
stones  within  the  common  bile  duct.  Heparin 
saline  lavage  was  then  started,  giving  250  mg 
Heparin  in  250cc  saline  continuous  drip  over 
eight  hours  for  five  days  through  the  catheter. 
There  was  considerable  leakage  of  the  flushing 
solution  around  the  catheter  entrance  site  and 
the  surgeon  felt  the  procedure  was  unsuccess- 
ful. However,  a repeat  cholangiogram  was 
carried  out  on  December  3,  1973,  and  the  stone 
in  the  cystic  duct,  and  all  but  one  of  the  stones 
in  the  common  bile  duct,  had  disappeared.  She 
was  discharged  and  as  of  March  27,  1974,  re- 
mains asymptomatic  but  still  has  the  Foley 
catheter  clamped  in  place. 

Case  #6  (. J.G .)  #13950-73:  This  85-year- 
old  male  had  a cholecystectomy  in  a Kentucky 
hospital  in  1971.  In  September,  1973,  he  had  a 
common  duct  exploration  for  jaundice  in  a 
Louisville  hospital.  A T-tube  cholangiogram 
after  he  was  discharged  revealed  a retained 
common  duct  stone.  He  was  admitted  to  St. 
Anthony  Hospital  and  on  December  17,  1973, 
the  stone  was  extracted  by  percutaneous  meth- 
od. The  stone  was  in  the  form  of  sludge  and 
fragmented  during  removal.  The  remaining 
fragments  were  flushed  into  the  duodenal  loop 
with  Heparin  saline  solution  during  the  proce- 
dure. A modified  T-tube  was  reinserted  and  a 


FIG  2D  Common  hepatic  stone  now  within  basket. 

Opacified  duodenal  bulb  overlies  biliary  tract. 
Notice  inferior  displacement  of  biliary  tract  from 
traction  on  basket. 
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cholangiogram  was  performed  and  was  nor- 
mal. The  cholangiogram  was  repeated  on  De- 
cember 27  and  remained  normal.  The  T-tube 
was  then  removed  and  no  complications  were 
encountered. 

Case  #7  (M.B.)  #11377-73:  This  76- 
year-old  female  underwent  a cholecystectomy 
and  common  duct  exploration  November, 
1973,  in  a Louisville  hospital.  Operative 
cholangiogram  was  negative.  However,  her 
postoperative  cholangiogram  revealed  a 9 mm 
retained  common  duct  stone.  She  was  admitted 
to  St.  Anthony  Hospital  on  December  19, 
1973,  and  under  Valium  sedation  a percu- 
taneous extraction  of  the  stone  was  attempted 
but  was  unsuccessful.  A modified  T-tube  was 
reinserted.  Heparin  saline  lavage  was  then  car- 
ried out  for  two  days  giving  20,000  units 
Heparin  in  250cc  saline  over  each  six-hour 
period.  The  T-tube  cholangiogram  was  then 
repeated  on  December  21  with  plans  to  re- 
attempt percutaneous  extraction.  However,  the 
stone  had  completely  dissolved  or  fragmented 
and  passed  at  this  time.  The  cholangiogram 
was  repeated  on  December  28  and  again  was 
normal.  The  T-tube  was  then  removed  and  no 
complications  were  encountered. 

Case  #8  (M.G.)  #4047-74:  This  50-year- 
old  female  underwent  a cholecystectomy  and 
common  duct  exploration  at  a Louisville  Hospi- 
tal on  February  19,  1974.  An  operative  cho- 
langiogram was  normal.  A T-tube  cholangio- 
gram just  before  discharge  revealed  a residual 
6 mm  stone  in  the  common  bile  duct.  Her  T- 
tube  was  kept  open  to  drainage  until  admission 
to  St.  Anthony  Hospital  on  March  27.  A T- 
tube  cholangiogram  was  performed  prior  to  ex- 
traction of  the  stone  and  revealed  a rather 
tortuous  course.  The  modified  Dormia  Catheter 
Basket  System  was  used  to  retrieve  the  stone 
demonstrating  the  extremely  tortuous  course 
(Fig.  3).  After  the  stone  was  removed,  several 
attempts  were  made  to  reinsert  a modified  T- 
tube  but  were  unsuccessful  due  to  the  tortuosity 
of  the  fistulous  tract. 

Discussion 

We  have  successfully  extracted  retained 
biliary  tract  stones  from  all  seven  cases  pre- 
senting with  postoperative  stones  with  the  T- 
tube  in  place.  In  six  of  the  seven  cases  all 
stones  were  removed  saving  these  patients  re- 


FIG  3 Case  8:  Stone  within  catheter-basket  system. 

Notice  extremely  tortuous  T-tube  fistulous  tract. 

exploration.  This  is  comparable  to  other  reports 
where  the  success  ranges  from  72  to  95 %.1-2’12 
On  the  eighth  patient,  only  a cholecystotomy 
was  performed  and  therefore  instrumentation 
could  not  be  carried  out.  However,  Heparin 
lavage  therapy  was  successful  in  eliminating  all 
but  one  stone  within  the  common  bile  duct,  and 
again  avoiding  reexploration. 

There  is  some  controversy  as  to  the  action 
Heparin  has  on  dissolving  stones,8’15  Heparin  is 
most  effective  with  predominately  cholesterol 
stones.  Gardner  feels  Heparin  mainly  causes 
fragmentation  of  stones,  and  with  the  flow  of 
bile  allows  these  fragments  to  pass  into  the 
duodenum.  This  may  account  why  we  saw  no 
change  in  size  of  stones  in  Cases  2 and  3 but 
when  snared  with  the  basket,  these  stones 
crushed  easily. 

We  experienced  no  complications  in  our 
cases.  Some  of  the  minor  complications  de- 
cribed  following  instrumentation  include  colic, 
vomiting,  and  transient  fever,12’ 14  Transient 
fever  is  most  likely  secondary  to  manipulation 
of  the  fistulous  tract  although  one  has  to  con- 
sider the  possibility  of  cholangitis.  More  seri- 
ous complications  include  cholangitis  with 
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icterus,  accidental  creation  of  a false  passage  in 
the  fistulous  tract,  common  duct  perforation, 
and  perforation  into  the  pancreas.  The  most 
common  complication  to  be  expected  is  the 
basket  and  stone  lodged  within  the  fistulous 
tract  requiring  surgery  for  removal. 

Certain  precautions  will  greatly  reduce  the 
chances  of  complications.  One  must  wait  at 
least  four  weeks  to  allow  a good  fistulous  tract 
to  form.  The  retrieving  basket  should  never  be 
advanced  in  the  open  position  reducing  the 
chances  of  perforation.  Also,  notice  the  amount 
of  excursion  of  the  bile  duct  comparing  Figures 
2A  and  2D.  If  one  is  unable  to  obtain  one  to 
two  centimeter  displacement  of  the  opacified 
i bile  duct  with  traction,  periductal  adhesions  are 
likely,  and  the  chances  of  perforation  by  ma- 
nipulation are  increased.  If  the  T-tube  must  be 
removed  before  the  catheter  basket  system  is 
introduced,  one  or  two  safety-J  angiographic 
guide  wires  should  be  inserted  to  allow  passage 
iof  the  catheter  safely  through  the  fistulous 
tract.  One  of  the  safety-J  wires  should  be  ad- 
vanced into  the  duodenum  if  possible.  This 
second  wire  allows  a means  of  safe  reentry 
when  multiple  reinsertions  of  the  catheter  be- 
come necessary.  Bactobilia,  usually  E.  coli, 
(without  cholangitis  has  been  found  to  occur 
after  instrumentation  of  the  biliary  system.3'14 
Therefore,  24  hours  of  preliminary  antibiotic 
therapy  has  been  recommended  in  some  of 
these  reports.  Only  one  of  our  cases  was  cov- 
ered with  antibiotics  prior  to  instrumentation 
since  he  was  a diabetic  and  had  numerous 
oostoperative  complications  following  his  origi- 
nal gall  bladder  surgery. 

Other  precautions  are  recommended  for  the 
surgeon  to  consider  during  his  original  gall 
Madder  surgery  on  the  patient.  The  tendency  is 
; o use  the  smallest  T-tube  possible  after  ex- 
! Moring  the  common  bile  duct.  If  a small  T- 
: ube  is  used,  a sleeve  of  the  larger  T-tube 
i :ould  be  slit  and  inserted  over  the  limbs  ex- 
ending outside  the  abdomen.  Care  must  be 
[ aken  to  anchor  the  sleeve  to  the  primary  T- 
ube  to  avoid  slipping  during  the  course  of 
, ecovery.  And  this  limb  should  be  brought  out 
t is  straight  as  possible.  In  Case  8 manipulation 
i vas  somewhat  difficult  in  extracting  the  stone 
lue  to  the  tortuous  tract.  Because  of  this,  we 
ilso  were  unable  to  reinsert  a drainage  tube 
i ifter  the  procedure.  It  is  best  if  the  roof  of  the 


entire  length  of  both  limbs  of  the  T-tube  in  the 
common  bile  duct  and  common  hepatic  duct  is 
removed  rather  than  a small  window  cut  at  the 
junction  of  the  T (Fig.  1).  These  modifications 
allow  easier  manipulation  of  the  catheter  stone 
retrieval  system  and  allows  percutaneous  re- 
moval of  stones  larger  than  the  primary  T- 
tube. 


Summary 

Percutaneous  extraction  of  retained  biliary 
tract  stones  and/or  use  of  Heparin  lavage 
therapy  were  used  on  eight  patients,  seven  of 
them  successfully,  thereby  preventing  reexplor- 
ation and  further  increased  morbidity  in  these 
patients.  These  methods  were  found  to  be  quite 
effective  therapy,  of  low  risk,  and  should  be 
considered  for  patients  found  to  have  retained 
biliary  tract  stones  who  still  have  their  T-tube 
in  place. 
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Dear  Editor: 

I was  very  pleased  in  reading  the  editorial  en-  . 
titled  “Reflection  on  Colonoscopy”,  which  appeared 
in  the  Journal  of  the  Kentucky  Medical  Association,  j I 
Volume  72,  May  1974,  pages  286-287.  Experience  i ■ 
at  our  institution  over  the  past  two  years  agrees  with  Ik 
that  of  Doctor  Knutson  and  associates. 

However,  I am  pleased  to  see  that  there  is  an  I 
increasing  interest  in  the  use  of  the  colonoscope.  I 
Furthermore,  I envision  the  replacement  of  the  rigid  I 
proctosigmoidoscope  with  a suitable,  short,  flexible  II 
scope  in  the  very  near  future.  When  this  does  occur  ■ 
I would  hope  that  more  and  more  physicians  become  L 
acquainted  with  the  use  of  the  scope. 

A one  or  two  day  workshop  on  colonoscopy  con-  I, 
ducted  by  Doctor  Knutson  and  colleagues  might  very  I 
well  allay  his  fears  as  expressed  in  his  editorial. 

R.  S.  Berardi,  M.D. 

Lexington 
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INDICATIONS: Tfierhpeutlcally,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
" . k | - organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 

• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

^EOSPORIN  Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vi  oz.  and  y32  oz.  (approx.)  foil  packets. 

/ Burroughs  Wellcome  Co. 

...lx-l  / Research  Triangle  Park 

Wellcome / North  Carolina  27709 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  € 
should  be  applied  until  the  drug  effect  has  been  exhausted.  : 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstructioi  te 
possibility  should  be  considered  before  administering  Pro-Bant  •- 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  bo  x - 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  i 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  witf 
colitis.  >K 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  seer 


erapeutic  comparisons 
in  peptic  ulcer. 


cids  have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 


'o-Banthine*  has  four. 

Dantheline  bromide 


:ids: 

i relieve  ulcer  pain  by  neutralizing  gastric 
s action  is  relatively  short-lived  and  they  have 
• mode  of  action. 

anthfne: 

nthine  suppresses  gastric  acid 
Dn.  The  antisecretory  properties  of 
thine  are  well  established.  By  effectively 
vagotonic  impulses  Pro-BanthTne  suppresses 
^cretion  to  reduce  both  total  and  free  acid. 

i nthine  helps  relieve  pain. 
thine  relieves  ulcer  pain  by  reducing  gastric 
i and  the  motility  and  spasm  of  the 
[estinal  tract. 


Pro-Banthine  reduces  acidify  without 
subsequent  acid  rebound. The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthine  activity  lasts  about  six  hours. 
The  effect  of  a single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours.*  Pro-Banthine  PA.®, 
the  prolonged-acting  form,  is  active  from  8 to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

'Innes,  I.R.,and  Nickerson,  M.,  in  Goodman,  L.S.,  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4,  New  York, The  Macmillan  Company, 
1970,  p.537. 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


ell  as  mydriasis  and  blurred  vision.  In  addition  the  following 
ictions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
leadache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
ence  and  allergic  dermatitis. 

id  Administration:  The  recommended  daily  dosage  for  adult 
y is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
stment  to  the  patient’s  requirements  and  tolerance  must  be 

line  R A.  — Each  tablet  of  Pro-Banthine  RA.  (propantheline 
lontains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


SEARLE 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-BanthTne  15 
mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  therapy. 
Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used 
concomitantly  with  ‘Dyazide’,  check  serum 
potassium  frequently — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  elec- 
trolytes were  not  properly  monitored).  Observe 
patients  on  ‘Dyazide’  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium 
(triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely 
ill  cirrhotics.  Thiazides  are  reported  to  cross  the 
| placental  barrier  and  appear  in  breast  milk. 

This  may  result  in  fetal  or  neonatal  hyperbili- 
rubinemia, thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  distur- 
bances. Rarely,  necrotizing  vasculitis,  pares- 
thesias, icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  and  Single  Unit  Packages  of 
100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 

*Serum  Potassium  Level  Drops  During  Long-Term 
Exercise,  Medical  Tribune,  July  4,  1973. 

+No  implication  that  ‘Dyazide’  is  useful  in 
preventing  K+  loss  in  athletes  is  intended. 


THE  MARATHON  WINNER 
LOSES  SERUM  POTASSIUM 

as  a result  of  intensive  physical  training.* 


MANY  HYPERTENSIVE  PATIENT ' 
LOSE  POTASSIUMf 

from  therapy  with  potassium- wasting  diuretics. 


UfMBE 

Each  capsule  contains  50  mg.  of  Dyrenium®  ( brand  of  1 rademark 

triamterene)  and  25  mg.  of  hydrochlorothiazide. 


SPARES  THE  HYPERTENSIVE 
PATIENT’S  POTASSIUM  AS  IT 
LOWERS  BLOOD  PRESSURE. 


GRAND  ROUNDS 


The  University  of  Kentucky  College  of  Medicine 

i This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 

I I ^ 

Facial  Trauma— Initial  Evaluation  and  Management 


I t-\  ACIAL  trauma  deserves  special  attention, 
|H  for  an  understanding  of  the  principles  in- 
I volved  in  initial  management  can  prevent 
I irreparable  damage  to  function  as  well  as  ap- 
I pearance.  Because  of  the  broad  implications  in 
I the  management  of  a multiple-trauma  victim 
I who  may  also  have  pre-existing  medical  prob- 
i lems,  it  is  important  that  an  experienced  phy- 
[ sician  have  overall  responsibility  for  the  pa- 
ll tient’s  care.1 

The  purpose  of  this  discussion  is  to  illustrate 
■ some  of  the  principles  of  early  management  in 
I facial  trauma  which  may  be  useful  to  those 
[ physicians  who  see  major  facial  trauma  rela- 
Itively  infrequently,  perhaps  while  in  the  course 
I of  providing  emergency  room  coverage. 

Initial  General  Evaluation 

I Sympathetic  reaction  to  grotesque  facial 
; trauma  can  result  in  distraction  and  diminished 
efficiency  in  the  emergency  room.  The  goals 
land  priorities  in  treating  such  patients  must 
therefore  be  kept  in  mind.  The  two  major  life- 
'<  threatening  hazards  to  a patient  with  major 
1 facial  trauma  are  airway  obstruction  and 
hemorrhage. 

Assuring  a good  airway  is  the  first  priority  in 
managing  any  kind  of  trauma  patient  and  is 
| especially  true  in  facial  trauma.  An  airway  is 
presumed  to  be  obstructed  if  no  air  can  be 
heard  or  felt  moving  in  and  out  of  the  victim’s 
mouth  or  nose;  attempted  respiratory  move- 
ments of  chest  and  abdomen  may  be  apparent. 
The  oropharynx  must  be  cleared  quickly  of 
blood,  vomitus,  fractured  teeth,  or  broken  den- 
tures by  scooping  such  materials  out  digitally 

*From  the  Division  of  Plastic  Surgery,  University  of 
' Kentucky  Medical  Center,  Lexington,  Kentucky 
40506. 


in  combination  with  a suction  apparatus.  A 
comminuted  mandibular  fracture  in  a supine 
patient  may  permit  oral  soft  tissues  to  fall 
posteriorly,  causing  airway  obstruction;  this 
obstruction  can  be  relieved  by  forward  traction 
on  the  mandible.  In  the  absence  of  spinal  in- 
jury or  other  significant  injuries,  the  lateral 
decubitus  position  is  the  safest  and  most  com- 
fortable position  for  the  patient.  Gravity  thus 
aids  in  keeping  the  oropharynx  clear  of  secre- 
tions and  unsupported  soft  tissues. 

Brisk  hemorrhage  from  facial  lacerations 
can  be  quite  alarming  but  usually  can  be  con- 
trolled with  direct  digital  pressure  or  with  com- 
pressive dressings.  Attempts  at  blind  clamping 
of  bleeding  vessels  should  be  avoided  since  ad- 
ditional damage  to  structures  such  as  the  facial 
nerve  may  result.  Unremitting  oral  and  nasal 
hemorrhage  secondary  to  facial  fractures  may 
require  packing  or,  in  extreme  cases,  ligation 
of  the  external  carotid  arteries. 

Soft  Tissue  Injury 

Careful  physical  examination  and  inventory 
of  the  facial  wounds  provide  the  necessary  in- 
formation for  accurate  diagnosis. 

Injury  to  any  of  the  branches  of  the  facial 
nerve  should  be  suspected  if  a laceration  in- 
volves the  lateral  aspect  of  face;  diagnosis  can 
be  established  by  observing  facial  muscle  ac- 
tivity as  the  patient  attempts  to  whistle,  say 
“E”,  wrinkle  his  nose,  close  his  eyelids  tightly, 
or  wrinkle  his  forehead  in  extreme  upward 
gaze.  A nerve  stimulator  may  be  used  in  special 
circumstances  such  as  in  an  unconscious  or 
anesthetized  patient.  Such  testing  must  be  per- 
formed prior  to  infiltration  of  the  wounds  with 
a local  anesthetic  agent  which  necessarily  para- 
lyzes the  adjacent  muscles.  If  injury  to  the 
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parotid  duct  is  suspected,  confirmation  can  be 
obtained  by  passing  a probe  retrograde  through 
Stensen’s  duct. 

Suspected  injury  to  the  ocular  globe  should 
be  evaluated  by  an  ophthalmologist.  Such  an 
examination  may  also  reveal  previously  un- 
diagnosed ocular  disease  and  thereby  preclude 
misunderstandings  about  the  role  of  a recent 
trauma  in  a convalescing  patient’s  extant  visual 
difficulties. 

Skeletal  Injury 

Gross  skeletal  injury  can  usually  be  diag- 
nosed by  careful  observation  and  palpation. 
Radiographs  are  a useful  adjunct.  Since  the 
quality  of  films  is  usually  disappointing  if  they 
are  obtained  in  an  agitated  or  uncooperative 
patient  or  during  off-hours,  more  meaningful 
information  will  be  available  by  postponing  the 
studies  until  more  ideal  circumstances  exist. 

Epistaxis,  swelling,  and  tenderness  in  associ- 
ation with  gross  deviation  are  common  findings 
in  nasal  fractures.  Many  unnecessary  radio- 
graphs are  obtained  in  order  to  confirm  the 
obvious. 

Isolated  fracture  of  the  zygoma  is  usually  the 
result  of  a blow  with  a fist  or  other  blunt  ob- 
ject and  gives  the  appearance  of  flattening  of 
the  malar  eminence.  Initial  edema  may  mask 
temporarily  the  extent  of  the  deformity.  Other 
physical  findings  may  include  a palpable  “step- 
off”  on  the  infraorbital  rim  and  hypesthesia  in 
the  upper  lip,  tip  of  nose,  and  cheek.  Signifi- 
cant associated  fracture  of  the  contiguous  or- 
bital floor  may  cause  entrapment  of  extraocu- 
lar muscles  or  other  periorbital  tissues;  this  is 
manifested  by  diplopia  and  limitation  of  mo- 
tion of  the  affected  globe. 

Fractures  of  the  middle  third  of  the  face 
(predominately  maxilla)  may  be  just  above 
and  parallel  to  the  palate  (Le  Fort  I),  may  in- 
clude the  nasal  pyramid  plus  maxilla  (Fe  Fort 
II)  or  may  totally  disjoin  the  facial  skeleton 
from  the  cranium  (Fe  Fort  III).  All  three 
types  of  fracture  have  in  common  mobility  of 
the  upper  alveolar  arch  which  can  be  tested  for 
by  grasping  and  moving  the  upper  anterior 
teeth. 

Mandibular  fractures  are  frequently  multiple 
and  usually  have  associated  gingival  lacerations 
if  the  anterior  arch  is  involved.  There  may  be 
asymmetry  of  mandibular  contour,  limitation 
of  mandibular  excursion,  and  dental  malocclu- 


sion. Since  small  aberrations  of  interdental  oc- 
clusal relationships  are  readily  appreciated  by 
the  patient,  he  can  be  asked  to  bite  his  “back 
teeth”  in  order  to  demonstrate  the  existence  of 
a malocclusion. 

Role  of  X-ray 

X-ray  studies  play  a definite  but  not  exclu- 
sive role  in  evaluating  the  extent  of  facial 
skeletal  injury  and  in  confirming  a clinical 
diagnosis. 

Gross  fractures  of  facial  bones  are  detect- 
able by  physical  examination,  in  which  case 
x-rays  are  not  necessary  in  making  the  diag- 
nosis. In  other  instances  significant  fractures 
may  not  be  visualized  by  x-ray  as  a result  of 
patient-positioning  and  the  presence  of  many 
superimposed  structures  which  obscure  detail. 
There  is  no  need  to  obtain  facial  skeleton  radio- 
graphs as  an  emergency  unless  the  patient  is 
going  to  undergo  reduction  of  his  facial  frac- 
tures immediately. 

The  most  useful  single  study  is  a Waters’ 
view  which  requires  that  the  patient  be  in  a 
prone  position.  If  the  patient’s  condition  pre- 
cludes a prone  position,  reversed  Waters’  view 
may  be  substituted.  Other  useful  views  include 
the  Townes,  lateral  mandibular  views  of  the 
mandible,  and  the  mental-vertical  view. 

Repair  of  Small  Lacerations 

Following  detailed  evaluation  of  the  patient 
and  after  injury  to  the  facial  nerve  has  been 
confirmed  or  ruled  out,  the  laceration  may  be 
anesthetized  by  infiltration  of  a local  anesthetic 
agent  with  or  without  added  vasoconstrictor. 
Minimal  discomfort  to  the  patient  ensues  if  the 
infiltrating  needle  is  introduced  via  the  wound 
itself  rather  than  through  the  surrounding  in- 
tact skin.  The  skin  should  then  be  cleansed  with 
a mild  surgical  soap  and  the  wound  should  be 
irrigated  copiously  with  normal  saline.  After 
foreign  material  and  necrotic  tissue  have  been 
removed  the  wound  may  be  closed  in  layers  us- 
ing absorbable  suture  material  in  the  subcuta- 
neous and  dermal  layers  (4-0  or  5-0)  and  fine 
non-absorbable  material  (5-0  or  6-0)  in  the 
skin  margins.  Emphasis  is  given  to  using  the 
finest  suture  material  possible  while  taking  the 
smallest  necessary  bites  of  tissue.  An  unsightly 
and  difficult  to  revise  scar  frequently  results 
from  the  injudicious  use  of  heavy  suture  ma- 
terial which  is  tied  down  tightly  and  left  in 
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place  for  long  periods  of  time. 

If  for  some  reason,  for  example  the  need  for 
transfer  to  another  hospital,  closure  cannot  be 
attempted  immediately,  the  wounds  should  be 
irrigated  copiously  with  saline  and  dressed  with 
saline-soaked  sponges. 

Repair  of  Facial  Bone  Fractures 

Definitive  reduction  and  fixation  of  facial 
bone  fractures  can  be  delayed  in  adults  for  10- 
14  days,  if  necessary,  without  significant  com- 
promise to  the  long-term  result.  When  either 
the  mandible  or  maxilla  are  involved,  the  most 
important  functional  consideration  is  restora- 
tion of  proper  dental  occlusal  relationship. 
When  these  structures  are  involved,  the  teeth 
usually  must  be  maintained  in  occlusion  by 
some  means  of  intermaxillary  fixation  for  four 
to  six  weeks.  A variety  of  techniques  are  avail- 
able for  internal  and  external  fixation  of  man- 


dibular and  facial  bone  fractures,  but  a de- 
tailed discussion  of  these  is  not  within  the  scope 
of  this  presentation. 

Summary 

Some  principles  in  the  initial  evaluation  and 
management  of  facial  injuries  have  been  pre- 
sented. In  the  course  of  evaluating  patients 
with  facial  trauma,  the  presence  of  pre-existing 
disease  or  the  possibility  of  non-facial  injuries 
must  be  considered  as  an  integral  part  of  total 
patient  management. 

Han  S.  Lee,  M.D. 

W.  Michael  Bryant,  M.D. 
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TAP 


THE  medical  audit  process  has  been  a 
part  of  the  hospital  practice  of  medicine 
for  many  years.  However,  in  most  in- 
stitutions this  process  consists  of  an  occasional 
review  of  a few  charts  which  are  brought  to  the 
attention  of  a small  committee  generally  be- 
cause of  some  deviation  from  the  usual  and 
customary  medical  procedures. 

Such  a system  of  medical  care  evaluation  has 
many  disadvantages.  First  of  all,  this  type  of 
review  focuses  on  individual  cases  and  hence  it 
is  difficult,  if  not  impossible,  to  draw  conclu- 
sions regarding  patterns  of  medical  care.  In 
this  type  of  system  the  physicians  must  do  most 
of  the  work.  Therefore,  the  audit  becomes  a 
time-consuming  task  for  the  staff  physician.  A 
system  of  this  kind  does  not  permit  review  by 
most  of  the  physicians  in  a particular  depart- 
ment according  to  a standard  of  care  they  have 
all  established.  Rather,  it  relies  on  the  in- 
dividual subjective  judgments  of  the  physicians 
reviewing  the  charts.  It  becomes  a “one  on 
one”  situation  in  which  clinician  “X”  decides 
whether  he  approves  of  the  actions  of  clinician 
“Y”  in  a particular  case.  Of  necessity,  this 
places  the  responsibility  of  the  evaluation  on 
the  reviewer  rather  than  the  system. 

Viewed  in  the  light  of  these  disadvantages, 
it  seems  obvious  that  the  traditional  medical 
care  audit  is  indeed  inadequate.  Therefore,  if 
hospitals  are  going  to  effectively  evaluate  medi- 
cal care  in  their  institutions,  and  indeed  they 
will  be  required  to  do  so  by  law  (P.L.  92-603, 
Sections  1151-1170  of  the  Social  Security 
Amendments  of  1972),  a new  system  of  medi- 


cal audit  must  be  established. 

In  the  past  two  years  the  Joint  Commission 
on  Accreditation  of  Hospitals  has  focused  on 
developing  a viable,  efficient  system  for  patient 
care  evaluation.  This  system  of  retrospective 
patient  care  audit  in  hospitals  is  the  major 
subject  of  the  TAP  (Trustee-Administrator- 
Physician)  Institutes  conducted  throughout  the 
country  by  the  JCAH.  One  of  these  seminars 
was  recently  held  in  Louisville. 

The  auditing  system  of  the  JCAH  seems  to 
possess  those  qualities  lacking  in  our  traditional 
system.  First,  it  is  objective,  utilizing  criteria 
established  by  the  medical  staff  as  measures. 
Second,  it  is  efficient,  utilizing  non-medical 
personnel  for  the  time-consuming  tasks  not  re- 
quiring clinical  judgment.  Third,  it  focuses  on 
patterns  of  care  rather  than  isolated  cases  and 
shifts  the  responsibility  of  judgment  from  the 
individual  reviewer  to  the  system  itself.  And 
perhaps  most  important,  it  emphasizes  appro- 
priate corrective  action  based  on  the  findings 
of  the  audit.  Such  action  may  call  for  specific 
educational  programs,  counseling  of  individual 
physicians,  changes  in  medical  staff  or  adminis- 
trative policies,  and  rarely  may  necessitate  a 
change  in  an  individual’s  clinical  privileges. 

How  well  does  the  JCAH  system  actually 
work?  It  apparently  has  functioned  well  in 
many  of  the  hospitals  utilizing  it.  Recently  the 
federal  government  approved  this  system  of 
medical  audit  for  fulfilling  PSRO  function.  All 
things  being  considered,  it  would  appear  to 
this  unsophisticated  observer  to  be  worthy  of  a 
trial. 

Donald  T.  Varga,  M.D. 
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1974  KMA  Annual  Meeting,  September  24-26  in  Louisville, 
Receives  Accreditation  for  Outstanding  Scientific  Program 


Four  general  scientific  sessions,  meetings  of  18 
specialty  groups,  two  meetings  of  the  House  of 
Delegates,  and  the  President’s  Luncheon  are  high- 
lights of  the  1974  KMA  Annual  Meeting  to  take 
place  September  24-26  at  the  Ramada  Inn/Bluegrass 
Convention  Center  in  Louisville. 

Scientific  presentations  will  center  around  the 
themes  of  the  sexes,  hypertension,  fetal  and  neonatal 
health,  and  food  facts  and  fads.  Two  nationally 
known  guest  speakers  who  will  deal  with  the  latter 
theme  will  be  William  J.  Darby,  M.D.,  New  York 
City  and  Cortez  F.  Enloe,  M.D.,  Annapolis. 


made  the  program  acceptable  for  14  prescribed 
hours  of  credit.  The  August  issue  of  The  Journal 
will  have  full  details  of  the  1974  Annual  Meeting. 

1974  Scientific  Program  Outline 
Released  for  Annual  Meeting 

The  following  preliminary  scientific  program  for 
the  1974  KMA  Annual  Meeting  has  been  released. 
Each  half-day  session  of  the  three-day  program  will 
feature  a 30-minute  intermission  so  physicians  may 
visit  the  scientific  and  technical  exhibits. 


Doctor  Enloe 


Doctor  Darby,  who  is  Professor  of  Medicine  in 
Nutrition  at  Vanderbilt  University  School  of  Med- 
icine, is  also  President  of  The  Nutrition  Foundation, 
Inc.  He  is  a member  of  the  advisory  council  of  the 
Journal  of  Nutrition  Education  and  is  currently 
President  of  the  Citizens’  Commission  on  Science, 
Law  and  the  Food  Supply. 

The  President  and  Editor  of  Nutrition  Today,  Inc., 
Doctor  Enloe  will  also  speak  during  the  Thursday 
norning  session.  A flight  surgeon  during  World 
vVar  II,  Doctor  Enloe  served  as  Director  of  the 
Vfedical  Services  Branch  of  the  U.S.  Strategic  Bomb- 
ng  Survey  in  Europe.  He  has  organized  many 
ictivities  concerned  with  nutrition,  drug  evaluations, 
iviation  medicine,  and  emergency  medical  care  plans. 

In  addition  to  the  highlights  mentioned  above, 
he  annual  session  will  also  include  the  Annual 
Convention  of  the  Woman’s  Auxiliary  to  KMA, 
nore  than  75  scientific  and  technical  exhibits,  U of  L 
tlumni  reunions,  and  the  annual  KEMPAC  Seminar. 

| This  year’s  scientific  program  has  been  fully 
iccredited  once  more  by  the  AMA  under  Category  I 
}f  the  Physician’s  Recognition  Award.  Tn  addition, 
he  American  Academy  of  Family  Physicians  have 


TUESDAY,  SEPTEMBER  24— Morning  Session 

THEME:  “The  Sexes" 

Opening  Ceremonies 

“Life  Style  Options  and  the  Physician” — Michael 
Daly,  M.D.,  Philadelphia 

“Sex  Today — The  Making  of  New  Myths” — Homer 
Martin,  M.D.,  Louisville 

“Current  Concepts  in  Transexual  Surgery”- — John 
Hoopes,  M.D.,  Baltimore 

“The  University  of  Minnesota  Transexual  Research 
Study” — A.  Colin  Markland,  M.D.,  Minneapolis 
“Current  Concepts  in  Marital  Therapy” — James 
McNeely,  M.D.,  Louisville 
“Clinical  Significance  of  Skin  Lesions  in  the  Diag- 
nosis of  Gastrointestinal  Malignancies” — Morris 
Samitz,  M.D.,  Philadelphia 

Nine  of  the  18  participating  specialty  groups  will 
meet  simultaneously  at  2 p.m.  No  general  session 
will  be  held  at  that  time. 

WEDNESDAY,  SEPTEMBER  25— Morning  Session 

THEME:  “Hypertension” 

“Hypertension:  Why  Do  We  Treat  It?” — Donald 
Vidt,  M.D.,  Cleveland 

“Relationship  of  Hypertension  to  Coronary  Heart 
Disease ” — Simon  Koletsky,  M.D.,  Cleveland 
“The  Surgeon’s  Role  in  Treating  Hypertension” — 
Ben  Eiseman,  M.D.,  Denver 
“Drug  Treatment  of  Hypertension” — Eliseo  Perez- 
Stable,  M.D.,  Miami 

“Relationship  of  Hypertension  to  Acute  Dissecting 
Aneurysm” — Myron  Wheat,  M.D.,  Louisville 
“Problems  in  the  Treatment  of  the  Hypertensive 
Patient” — Walter  Kirkendall,  M.D.,  Houston 
"The  Office  Examination  of  the  Child  with  Spinal 
Problems” — Anthony  Bianco,  M.D.,  Rochester 
(Continued  on  next  page ) 
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Afternoon  Session 

THEME:  “Fetal  and  Neonatal  Health" 

“Intensive  Care — Intrauterine  Style” — Watson  Bowes, 
M.D.,  Denver 

“Effects  of  Obstetric  Anesthesia  on  the  Fetus  and 
Neonate” — Gertie  Marx,  M.D.,  Bronx 
“ Follow-up  of  Severe  Lung  Disease  in  the  Newborn” 
— Ernest  Cotton,  M.D.,  Denver 
“ Regionalization  of  Obstetric  Care” — Sprague  Gard- 
iner, M.D.,  Indianapolis 

“The  Values  and  Limitations  of  Chest  X-rays  in  the 
Newborn"- — Loretta  Shearer,  M.D.,  Louisville 
“Advances  in  Neontology”—B\Wy  Andrews,  M.D., 
Louisville 

THURSDAY,  SEPTEMBER  26 — Morning  Session 

THEME:  “Food  Facts  and  Fads” 

“Food,  Exercise,  and  the  First  Law” — Walter  Bloom, 
M.D.,  Atlanta 

“ Nutrition  and  Oral  Disease — The  Factual  and  the 
Fad” — Donald  Gambrall,  D.M.D.,  Louisville 
“Psychological  Factors  in  Obesity” — Beverley  Mead, 
M.D.,  Omaha 

“Food  Facts  and  Myths:  From  Unicorn  to  Hogwash” 
— William  Darby,  M.D.,  New  York 
“Controversies  in  Nutrition” — Cortez  Enloe,  M.D., 
Annapolis 

“Food  Allergy,  the  ‘ Red  Herring’  of  Otolaryngology” 
— S.  C.  Missal,  M.D.,  Cleveland 
The  remaining  nine  specialty  groups  will  meet  at 
2 p.m.  No  general  session  is  scheduled  for  the 
afternoon. 

President’s  Luncheon  to  Feature 
Lt.  Governor  Julian  Carroll 

The  guest  speaker  for  this  year’s  President’s 
Luncheon  will  be  the  Honorable  Julian  M.  Carroll, 
Lieutenant  Governor  of 
the  Commonwealth  of 
Kentucky.  The  Luncheon, 
which  will  be  held  in  Belle 
Hall  of  the  Bluegrass  Con- 
vention Center,  Wednes- 
day, September  25  at 
11:50  a.m.,  will  also  in- 
clude the  presentation  of 
KMA’s  top  awards  and 
the  installation  of  the  new 
KMA  President,  Hoyt  D. 
Gardner,  M.D.,  Louisville. 
Lt.  Governor  Carroll 
has  been  active  in  Kentucky  politics  for  over  13 
years.  Prior  to  his  inauguration  as  Lt.  Governor  in 
1971,  he  was  a member  of  the  House  of  Representa- 
tives from  McCracken  County.  In  1968,  while  serving 
his  fourth  consecutive  term,  he  was  elected  Speaker 
of  the  House  and  was  reelected  to  that  position  in 
1970. 

A member  of  the  Kentucky  and  American  Bar 
Associations,  Lt.  Governor  Carroll  was  named  in 
1966  as  Moderator  of  the  Kentucky  Synod  for  the 
Cumberland  Presbyterian  Churches,  the  highest  lay 
position  of  that  organization. 


LI.  Governor  Carroll 


Kentucky  Peer  Review  Organization 
Holds  Organizational  Meeting 


The  Board  of  Directors  of  the  Kentucky  Peer 
Review  Organization  held  their  first  meeting  on 
June  6 and  elected  officers,  appointed  an  Executive 
Committee,  and  discussed  organizational  matters. 
KPRO  was  recently  created  by  the  KMA  Board 
of  Trustees  to  perform  ongoing  automated  peer 
review  and  to  contract  with  the  Federal  government 
for  PSRO  purposes. 


<11 

(in 


Officers  elected  were  David  A.  Hull,  M.D.,  Lex- 
ington, President;  W.  Neville  Caudill,  M.D.,  Louis- 
ville, Vice  President;  and  James  B.  Holloway,  Jr., 
M.D.,  Lexington,  Secretary-Treasurer.  Appointed  to 
the  KPRO  Executive  Committee  in  addition  to  the 
officers  were  Ballard  W.  Cassady,  M.D.,  Pikeville; 
and  David  B.  Stevens,  M.D.,  Lexington.  The  officers 
and  Directors  will  serve  until  the  first  meeting  offl 
the  membership  when  a new  Board  will  be  elected.  1C 
In  other  business,  the  Board  voted  to  headquarter  P 
the  new  organization  in  Lexington  where  an  office  . " 
has  been  opened  at  Suite  404,  1800  Nicholasville ' 
Road.  Paul  V.  Osborn,  a native  Kentuckian,  wask 
employed  as  executive  consultant  for  KPRO,  and  I 
Bylaws  were  adopted. 


A grant  contract  has  been  negotiated  by  KPRO 
with  the  U.S.  Department  of  Health,  Education, 
and  Welfare  to  conduct  PSRO  planning  operations 
over  a six-month  period.  In  discussing  initial  goals, 
the  KPRO  Board  agreed  that  membership  recruit- 
ment should  be  a priority  task,  and  contact  with 
all  state  physicians  will  be  made  in  the  near  future. 


KAFP  Officers  Elected, 

July  Seminar  Planned 

Francis  J.  Halcomb,  Jr.,  M.D.,  Scottsville,  was 
named  President-Elect  of  the  Kentucky  Academy 
of  Family  Physicians  at  their  annual  meeting  held 
May  15-18  in  Louisville.  Installed  as  President  for 
the  1974-75  Academy  year  was  Robert  M.  Blake, 
M.D.,  Maysville. 


The  Park  Mammoth  Seminar  of  the  Academy  will 
be  held  July  19-20.  An  extensive  scientific  program 
will  deal  with  “Diabetes  and  the  Family  Physician.” 
Guest  speakers  from  Vanderbilt  University,  Uni- 
versity of  Chicago,  and  University  of  Louisville,  will 
participate  in  the  two-day  sessions. 


H.  B.  McWhorter,  M.D.,  Ashland,  was  recently 
elected  President  of  the  Kentucky  Heart  Association 
at  their  annual  meeting  in  Louisville.  Allan  M. 
Lansing,  M.D.,  Louisville,  was  elected  1st  Vice-Pres- 
ident.   

Charles  C.  Kissinger,  M.D.,  Henderson,  was  elected 
President-Elect  of  the  Kentucky  Surgical  Society  at 
their  annual  meeting  in  May.  W.  T.  Schwartz,  M.D., 
Lexington,  was  elected  Secretary-Treasurer.  Samuel 
D.  Weakley,  M.D.,  Louisville,  will  assume  the  office 
as  current  President. 
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Annual  Emergency  Care  Seminar 
Features  Rescue  Demonstration 

Approximately  350  physicians,  nurses,  emergency 
medical  technicians,  and  other  health  professionals 
attended  the  1974  Emergency  Health  Care  Seminar 
held  May  30-31  in  Louisville. 

Sponsored  by  KMA,  the  Kentucky  Hospital  As- 
sociation, the  Kentucky  Nurses  Association,  and  the 
Kentucky  Chapter,  American  College  of  Emergency 
Physicians,  this  year’s  session  was  highlighted  by  a 
rescue  demonstration  held  on  May  30.  Various  types 
of  rescue  equipment  and  personnel  were  on  hand  to 
“administer”  emergency  medical  care  in  a simulated 
traffic  accident.  Photos  above  depict  a few  scenes 
from  the  demonstration. 

Faculty  members  from  the  University  of  Louisville 
and  University  of  Kentucky  medical  schools,  as  well 
as  physicians  in  private  practice,  participated  on  the 
program  for  the  two-day  session.  Captain  John 
Waters,  Director  of  the  Department  of  Public  Safety 
in  Jacksonville,  and  Teresa  Romano,  R.N.,  Opera- 
tions Director  of  Illinois  Department  of  Public  Health 
in  Chicago,  were  featured  luncheon  speakers. 
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General 

LEASING 


Doctor!  This  is  Your  Own  Plan 
ENDORSED  BY  THE 


GENERAL  SURGEON 

Board  certified/eligible.  Office  space 
(for  thriving  practice)  provided  in  110 
bed  Hospital  in  excellent  community. 
Please  reply  to  David  E.  Burgio,  Admin- 
istrator, Berea  Hospital,  Inc.,  Berea,  Ken- 
tucky 40403 

(606)  986-3151 


Kentucky  Medical 
Association 

for  the  leasing  of 

cars — all  makes  & models, 
Medical,  Surgical  & Laboratory 
Equipment 

and  Office  Furnishings. 

13  YEARS  EXPERIENCE 
IN  THIS  FIELD 


PHYSICIANS 

Private  practice  (solo,  partnerships, 
groups)  opportunities  exist  in  several 
communities  within  the  state  of  Kentucky 
(Morganfield,  Mayfield,  Bowling  Green, 
and  Frankfort).  As  a public  service  to 
these  communities,  we  are  performing  a 
free,  no  obligation,  service  acting  as  a 
liaison  between  physicians  interested  in 
practice  opportunities  and  communities 
in  need  of  their  services.  These  commu- 
nities have  modem,  JCAH  approved  hos- 
pitals, modern  offices,  and  recognized 
needs  for  additional  physicians. 

For  details  call  collect  615-327-9551 
or  write  with  C.V.  to: 

E.  J.  Ryan,  Jr.,  Corporate  Director, 
Medical  Relations 
Hospital  Corporation  of  America 
One  Park  Plaza 
Nashville,  Tennessee  37203 


General  Leasing 

CORPORATION 

121  Bauer  Aye.  St.  Matthews 

(502)  896-0383 


PHYSICIANS  WANTED 

General  Practitioner  — Excellent  consultation 
and  facilities  available.  100-bed  general  Medi- 
cal/Surgical Hospital.  Active  Outpatient  Clinic. 
Many  benefits  — Salary  dependent  on  qualifica- 
tions and  experience.  Exciting  and  challenging 
career  in  progressive  Co-Educational  Institution. 
For  additional  info  please  contact  L.  G.  Grossman, 
Warden,  or  Jimmie  D.  Hawthorne,  M.D.,  Chief, 
Mental  Health,  Federal  Correctional  Institution, 
P.O.  Box  2000,  Lexington,  Ky.  40507;  phone  (606) 
255-6812. 

AN  EQUAL  OPPORTUNITY  EMPLOYER 
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Synthroid 

(sodium  levothyroxine) 


Supplied:  Tablets:  0 
0.15  mg.,  0.2  mg.,  0.' 
color-coded  in  bottles 
Injection:  500  meg. 
and  10  mg.  ot  Mannitol,  U 
vial,  with  5 ml.  vial  of 
U.S.P.as  a diluent. 


mg.,  0.05  mg.,  0.1  mg„ 
. 0.5  mg.,  scored  and 
500,  and  1000. 
ilized  active  ingredient 
n 10  ml.  single-dose 
Chloride  Injection, 


FLINT  LABORATORIES 

\ •-.!  ! ■■WEN0L  LABORATORIES:  INC 
Deerfield.  Illinois  60015 


there  a need 


for  a drug 
compendium? 

■ q Hriirrintolli noni 


A drug  comp 
of  the  type  I er 
would  fill  a defir 
need  for  the 
ing  physician 
compendiur 
give  hirr 
informatir 
essary  f< 
a drug  intelligently,  and  it  \a 


Government  Health  Official 


Henry  E.  Simmons,  M.D. 
Deputy  Assistant 


Dialogue 


do  so  in  a clear,  concise,  cc 
venient,  objective  and  balai 
fashion. 


What  a Compendium  Shoul< 
Contain 

I believe  thecompenc 
should  inform  the  doctor  w 
drug  will  do,  when  he  shoul 
for  what  type  of  patient,  for 
long,  in  what  dose,  what  be 
his  patient  is  likely  to  obtaii 
risks  involved,  and  cross-re 
with  other  drugs. 

The  information  woul 
based  on  the  package  insei 
have  the  same  legal  status, 
a complete  compendium  w 
plete  and  current  informat 
might  even  eliminate  the  m 


A drug  compendium 
preferably  compendia,  sho 
believe,  be  private,  not  fed' 
sponsorship.  They  should  c 
comprehensive  listings  of  c 
available  for  prescribing.  T 
should  be  single,  legibly  pr 
volumes  of  reasonable  size 
dated  quarterly  or  semianr 
and  completely  revised  eve 


Function  of  a Compendium 

A compendium  shoul 
nish  the  following  informal 
drugs  inthefollowingorde 
tions  for  use,  side  effects,  ; 
drug  reactions,  contraindk 
drug  interactions,  drug  do: 
the  dosage  forms  marketei 
prices  should  not  be  indue 
cause  they  vary  so  widely  e 
change  rapidly. 

No  compendium  sho'  | 
forth  drugs  of  choice  or  dis 
relative  efficacy.  Such  que 
must  be  left  for  the  practic 
sician  to  decide,  whether  c 
basis  of  the  medical  literat 
own  clinical  experience,  a< 
colleagues,  information  si 
by  manufacturers,  and  so 

Nor  should  a comper 
undertake  to  educate  the  c 
how  to  use  drugs.  Rather, 
be  a reference  source  desi 
marily  to  refresh  his  menu 
drugs  he  may  not  use  regu 


age  insert  in  many  in- 
his  would  constitute  a 
al  saving  for  the  manu- 

complete  compendium, 
ean  a volume  of  prohibi- 
i'ou  don’t  need  a book 
? 25,000  products  with 
dus  amount  of  repetition, 
ugs  should  be  arranged 
Mutually  applicable  infor- 
>uld  be  provided,  along 
discussions  pinpointing 
:s  in  specific  drugs  of 
Listings  would  be  cross- 
i a useful  way. 

liable  Documents  as 
f Information 

ing  references  such  as 
he  AMA  Drug  Evaluation 
isly  useful  but  they  are 
e.  Either  they  are  not 
renced  by  generic  name 
: group  drugs  with  simi- 
teristics,  or  they  do  not 
available  and  legally 
drugs.  And  some  of 
cted  may  be  very  useful. 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compiling  and  editing  a particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


do  way  imply  control  over 
tioner’s  prerogatives. 

ler  Compendium? 

hcticable,  single-volume 
I urn  cannot,  nor  is  it 
i to,  include  all  drugs  on 
It  today.  From  my  prac- 
hrnal  medicine  for  some 
Imy  experience  as  a con- 
fid  as  a faculty  member 
[five  medical  schools,  I 
| mate  that  a doctor  uses 
; 35  drugs  regularly.  The 
Isicians’  Desk  Reference, 

| ly,  contained  about 
[ries. 

|)  whether  there  should  be 
pompendium,  in  my  opin- 

> ted  earlier,  the  answer  is 
I re  should  not  be  one.  The 
hssumes  that  existing 

^ a are  inadequate.  We’re 
I f that  at  all.  Whatever  its 
[ions,  the  present  drug 
bn  system  in  the  U.S.  is 
Jtifaceted,  pluralistic  and 
ki.  Good  compendia  exist, 

E other  ample  sources  on 
|eapy,  ranging  from  journal 
r through  AMA  Drug  Evalu- 
fiimpany  materials.  Not 

> ans  may  use  such 

5 soften  or  as  well  as  they 
. Jt  that  is  the  fault  of  the 
CDf  the  sources, 
ly  event,  rather  than  pro- 


duce another  book,  it  makes  much  - 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level  — a most 
dangerous  trend  for  medicine. 

New  Compendium —A  Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium  — or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  fora  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies— but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


What  does  man  have  in  common  with  Samson? 


Neither  man  nor  the  gorilla  can  synthesize  vitamin  C. 
Interestingly,  the  slow  loris,  a primate  much  further 
down  the  evolutionary  scale,  can  convert  L-l,4-gu- 
lonolactone  to  ascorbic  acid  in  its  liver  and  presum- 
ably does  not  require  an  exogenous  source  of  ascorbic 
acid. 

Because  man  can  neither  synthesize  vitamin  C nor 
store  most  of  the  water  soluble  vitamins,  these  nu- 
trients must  be  replenished  continuously  in  order  to 


maintain  normal  tissue  levels. 

Generally,  this  is  accomplished  in  his  daily  < 
But  under  conditions  of  illness,  stress,  in  conv. 
cence  or  following  surgery,  vitamin  stores  ma; 
depleted  or  metabolic  demands  increased. 

In  such  cases,  Surbex-T  may  be  indica 
Surbex-T  restores  the  water-soluble  vita-  mm\ 
mins  with  each  tablet  providing  500  mg.  of 
vitamin  C plus  high  potency  B-complex.  fen 


SURBEX-r 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the.  body  cannot  effectively  store 


efore  prescribing,  please  consult 
;te  product  information,  a summery 
:h  follows: 

idications:  Relief  of  anxiety  and 
i occurring  alone  or  accompanying 
; disease  states. 

ontraindications:  Patients  with  known 
ensitivity  to  the  drug, 
arnings:  Caution  patients  about 
e combined  effects  with  alcohol  and 
INS  depressants.  As  with  all 
:ting  drugs,  caution  patients 
: hazardous  occupations  requiring 
>te  mental  alertness  (e.g.,  oper- 
lachinery,  driving).  Though  physi- 
I psychological  dependence  have 
)een  reported  on  recommended 
use  caution  in  administering  to 
on-prone  individuals  or  those  who 
ncrease  dosage;  withdrawal  symp- 
ncluding  convulsions),  following 
tinuation  of  the  drug  and  similar 
e seen  with  barbiturates,  have  been 
:d.  Use  of  any  drug  in  pregnancy, 

>n,  or  in  women  of  childbearing 
juires  that  its  potential  benefits 
ghed  against  its  possible  hazards, 
recautions:  In  the  elderly  and  de- 

d,  and  in  children  over  six,  limit  to 
st  effective  dosage  (initially  10 
less  per  day)  to  preclude  ataxia  or 
dation,  increasing  gradually  as 

1 and  tolerated.  Not  recommended 
Iren  under  six.  Though  generally 
ommended,  if  combination  therapy 
her  psychotropics  seems  indicated, 
lly  consider  individual  pharmaco- 
ffects,  particularly  in  use  of  poten- 
drugs  such  as  MAO  inhibitors 
lenothiazines.  Observe  usual  precau- 
i presence  of  impaired  renal 
atic  function.  Paradoxical  reac- 

e. g.,  excitement,  stimulation  and 
rage)  have  been  reported  in  psychi- 
iatients  and  hyperactive  aggressive 
:n.  Employ  usual  precautions  in  treat- 
>f  anxiety  states  with  evidence  of 
ding  depression;  suicidal  tendencies 

; present  and  protective  measures 
;ary.  Variable  effects  on  blood 
ation  have  been  reported  very  rarely 
ents  receiving  the  drug  and  oral 
agulants;  causal  relationship  has 
5n  established  clinically, 
dverse  Reactions:  Drowsiness, 
and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium"  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley  NJ  07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

■ L^M|  irvv  up  to  100  mg  daily  in 
LlUrlUlII  severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through  tient,  thereby  encouraging  phys 
its  antianxiety  action,  adjunctive  patient  rapport  and,  on  occasion 
Librium  (chlordiazepoxide  HCI)  can  making  it  easier  for  the  patient  t j 
often  calm  the  emotionally  tense  pa-  accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

Librium*  10  mg  capsuij 

(chlordiazepoxide  HCI) 
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Respiratory  Distress  Syndrome  Treated  with 
Exchange  Transfusion 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in 
and/ or  severity  of  grand  mal  sei 
require  increased  dosage  of  stai 
convulsant  medication;  abrupt  v 
may  be  associated  with  tempore 
crease  in  frequency  and/or  seve 
seizures.  Advise  against  simulta 
gestion  of  alcohol  and  other  CNS 
sants.  Withdrawal  symptoms  (si 
those  with  barbiturates  and  alee 
occurred  following  abrupt  disco 
(convulsions,  tremor,  abdomine 
cle  cramps,  vomiting  and  sweat 
addiction-prone  individuals  und 


^cording  to  her  major 
pms,  she  is  a psychoneu- 
: atient  with  severe 
ty.  But  according  to  the 
ntionshe  gives  of  her 
t;s,  part  of  the  problem 
mnd  like  depression, 
because  her  problem, 

:gh  primarily  one  of  ex- 
• anxiety,  is  often  accom- 
t by  depressive  symptom- 
iy.  Valium  (diazepam) 
:3vide  relief  for  both— as 
: essive  anxiety  is  re- 
i the  depressive  symp- 
ssociated  with  it  are  also 
lelieved. 

I ere  are  other  advan- 
; 1 using  Valium  for  the 
i ement  of  psychoneu- 
lxiety  with  secondary 
tsive  symptoms:  the 
^therapeutic  effect  of 
: 1 is  pronounced  and 
I This  means  thatim- 
i lent  is  usually  apparent 
patient  within  a few 
ther  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  BW,  et  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  el  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J:  Psychosomatics 
77:438-441,  Sept-Oct  1970. 


Valium' 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


hnce  because  of  their  predisposi- 
abituation  and  dependence.  In 
icy,  lactation  or  women  of  child- 
age,  weigh  potential  benefit 
possible  hazard. 

ions:  If  combined  with  other  psy- 
lics  or  anticonvulsants,  consider 
1/  pharmacology  of  agents  em- 
idrugs  such  as  phenothiazines, 
is,  barbiturates,  MAO  inhibitors 
hr  antidepressants  may  potentiate 
in.  Usual  precautions  indicated  in 
1 severely  depressed,  or  with  latent 
ion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  ot  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Medical  Association  • August  1974 


401 


A MESSAGE  FROM  YOUR  SPONSORED 
DISABILITY  INSURER: 


Insureds  never  know  how  good  their  coverage  is  until  they  have  a sickness  or 
accident.  A lot  of  contracts  look  great  until  you  file  a claim.  Local  claim  service 
is  the  key  to  good  coverage.  We  pay  our  claims  the  day  received,  if  properly 
completed — in  many  cases,  even  when  they  are  not — since  so  many  of  your 
fellow  Kentucky  physicians  are  policyholders.  As  a result,  they  identify  with  us 
and  make  the  necessary  corrections.  When  the  insured  is  seriously  ill,  we  get  to 
know  his  wife — the  burden  is  upon  her.  We  feel  personal  attention  is  much  more 
satisfying  than  receiving  a form  letter  from  Chicago  or  New  York. 

Our  insureds  are  our  best  salesmen.  Ask  one  of  your  fellow  physicians  whom 
you  know  has  had  a recent  claim  how  he  was  treated  by  us. 


******************************************** 


INSURERS  OF  PROFESSIONAL  GROUPS  SINCE  1939 


631  Lincoln  Federal  Building 
Louisville,  Kentucky  40202 
(502)  583-1888 


E.  W.  Ernst,  Jr.,.  Administrator  • Ray  D.  Jones,  Associate 


"Where  claim  service  is  most  important” 
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MESSAGE 
FROM  THE 
PRESIDENT 


I am  glad  to  receive  the  opportunity  to  write  the  President’s  Page  for  The 
Journal  this  month  as  Chairman  of  the  Board  of  Trustees. 

KMA  has  in  excess  of  2,000  dues-paying  members  and  has  an  organizational 
structure  that  allows  for  participation  by  all  physicians  who  care  to  participate. 
Frequently,  we  of  the  Board  hear  complaints  that  this  or  that  physician  would 
like  to  have  more  input  into  the  organization.  Believe  me,  the  Board  and  officers 
of  KMA  would  like  for  all  physicians  to  have  input.  Unfortunately,  many  phy- 
sicians are  disinterested  until  one  facet  of  organized  medicine  affects  them 
personally. 

The  Board  of  Trustees  has  met  many  long  hours  during  the  Associational  year, 
often  in  double  meetings  for  the  Foundation  business  as  well.  The  Executive 
Committee  of  the  Board  has  met  much  more  frequently  due  to  this  year  being  a 
state  legislative  year  and  fortunately,  our  efforts  were  somewhat  successful. 

We  have  had  many  small  problems  during  the  year  and  some  large  ones.  Our 
most  pressing  problems  now  are  efforts  to  update  and  improve  the  Medicaid 
program  of  Kentucky  and  the  implementation  of  PSRO  in  Kentucky  through  an 
organization  and  in  a manner  which  will  be  acceptable  to  most  practicing 
physicians. 

The  House  of  Delegates  will  meet  September  23  and  September  25  and  we 
would  like  to  see  every  delegate  present,  well  informed  and  willing  to  help  solve  some 
of  the  problems  of  KMA.  Many  counties  are  lax  in  designating  and  informing 
their  delegates  of  their  desires  when  they  come  to  the  convention.  We  would  like 
to  see  more  input  from  all  physicians  during  formation  of  policy  rather  than  criti- 
cism after  the  policy  has  been  formed. 

I am  hoping  to  see  100  per  cent  delegate  attendance  at  the  meeting  in  Sep- 
tember. 


BALLARD  W.  CASSADY,  M.D. 
CHAIRMAN,  KMA  BOARD  OF  TRUSTEES 


This  is  the  third  in  a series  of  articles  written  at  therequest  of  KMA  President,  Fred  C.  Rainey,  M.D. 


From  the  Files  of  the  KMA  Maternal 
Mortality  Study  Committee 

— Edited  by  John  W.  Greene,  Jr.,  M.D. 


THE  patient  was  a 33-year-old  white 
married  female  Gravida  9,  Para  8,  whose 
last  child  was  delivered  three  years  prior 
to  admission.  The  patient  had  reportedly  been 
having  normal  menstrual  periods  prior  to  ad- 
mission and  her  husband  claimed  that  they 
were  using  birth  control.  The  patient  had  ap- 
parently been  feeling  somewhat  tired  and  was 
told  that  she  had  anemia  by  a family  doctor. 
She  had  also  had  some  irregular  vaginal  bleed- 
ing for  several  days  prior  to  admission,  but  the 
bleeding  was  apparently  minimal.  On  the  morn- 
ing of  admission  on  the  way  to  church  she 
complained  of  a little  shortness  of  breath  and 
was  found  later  in  the  day  lying  on  her  bed 
unable  to  speak  or  communicate.  She  was  un- 
conscious or  comatose  30  minutes  later  and 
was  seen  in  another  hospital  and  sent  to  the 
Medical  Center  for  evaluation. 

A space-taking  intracranial  lesion  was  diag- 
nosed and  in  view  of  her  vaginal  spotting  a 
gynecologic  consultation  was  requested.  The 
gynecologist  reviewed  the  history  with  the  pa- 
tient’s family.  On  pelvic  examination  the  uterus 
was  found  to  be  8-10  weeks  size,  but  no 
adnexal  masses  were  felt.  A chest  x-ray 
showed  several  metastatic  lesions  in  the  lung 
fields  and  an  electroencephalogram  was  re- 
ported as  being  compatible  with  a CVA.  CBC 
was  within  normal  limits  as  was  a BUN.  Blood 
sugar  was  reported  as  235.  Serum  electrolytes 
were  within  normal  limits  as  was  the  pro- 
thrombin time  and  the  partial  thromboplastin 
time.  Arteriole  blood  gasses  revealed  PO2, 
88;  PCO2,  25;  pH,  7147;  and  O2  satura- 
tion, 96.8%.  A cartoid  angiogram  was  done 
which  showed  a large  intracranial  mass  poorly 
defined.  At  this  time  a pregnancy  test  was  re- 
ported as  being  strongly  positive.  Therefore, 
the  presumptive  diagnosis  was  that  of  metas- 


tatic trophoblastic  disease.  A D and  C of  the 
uterus  was  carried  out  under  local  anesthesia. 
Frozen  section  on  the  curettings  obtained  was 
reported  as  choriocarcinoma  with  massive 
necrosis  and  acute  inflammation.  Some  10  or 
1 1 hours  after  admission  while  the  patient  was 
receiving  IV  mannitol  the  blood  pressure 
dropped  and  there  were  no  palpable  pulses. 
The  EKG  showed  an  irregular  rate  of  about 
30  to  40  beats  per  minute.  The  patient  was 
taken  to  the  Operating  Room  where  an  emer- 
gency craniotomy  was  performed  to  relieve 
intracranial  pressure.  A large  mass  and  hema- 
toma were  encountered  and  evacuated;  multiple 
biopsies  were  taken.  The  patient  was  trans- 
ferred to  the  intensive  care  unit.  The  tissue  re- 
moved at  the  time  of  craniotomy  was  found  to 
be  central  nervous  system  tissue  with  no  ma- 
lignancy identified.  With  little  hope  for  relief, 
IV  Actinomycin  D chemotherapy  was  begun, 
but  the  patient  had  a downhill  course  with 
deterioration  of  vital  functions  and  pronounced 
dead  at  7:40  a.m.  on  August  9,  1972.  The 
final  diagnosis  being  extensive  metastatic 
trophoblastic  disease  with  death  due  to  intra- 
cranial hemorrhage. 

Comments 

This  case  was  classified  as  a direct  obstetri- 
cal death  with  no  preventable  factors.  Chorio- 
carcinoma is  indeed  a rare  complication  of 
pregnancy.  Cases  such  as  this  are  indeed  un- 
usual and  indeed  worth  reporting.  Rapid  pro- 
gression of  this  disease  with  little  hope  of 
adequate  treatment  is  indeed  disappointing. 
Great  advances  have  been  seen  in  the  last  15 
years  concerning  the  treatment  of  this  previ- 
ously uniformly  fatal  disease.  However,  in  this 
case,  the  rapid  progression  of  this  disease  pre- 
vented early  diagnosis  and  treatment. 
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Transient  Pulmonary  Infiltrates  Following  Acute 

Myocardial  Infarction 

James  A.  Schroer,  M.D.*  and  Raymond  J.  Timmerman,  M.D.* 

Ft.  Thomas,  Kentucky 


A review  of  200  consecutive  cases  of 
proved  myocardial  infarction  treated  in 
St.  Luke  Hospital  CCU  revealed  transient 
abnormal  radiographic  changes  in  41 
cases  (20%).  The  most  common  abnor- 
mality was  a small  amount  of  fluid  in 
the  left  costophrenic  sinus. 

OTHER  abnormal  findings  included 
prominence  of  the  pulmonary  vessels, 
diffuse  pulmonary  congestion,  and  bilat- 
eral pulmonary  edema.  Nine  cases  had  infil- 
trates which  were  interpreted  as  possible  bron- 
cho-pneumonia. We  are  presenting  three  of 
these  cases  which  had  frequent  follow-up  films 
and  which  were  treated  for  congestive  failure 
only.  Antibiotics  were  not  administered  in 
these  three  cases,  further  proving  that  the  in- 
filtrates were  due  to  localized  pulmonary 
edema. 

Case  I 

P.K.,  49-year-old,  white  male,  was  admitted 
on  April  27,  1970,  because  of  recurrent  chest 
and  epigastric  pain.  On  the  29th,  the  enzymes 
were  normal  and  ECG  showed  anterolateral 
ischemia.  On  May  1,  he  developed  obvious 
signs  of  an  acute  myocardial  infarction  with 
ECG  showing  typical  signs  of  anterior  M.I. 


*From  the  Department  of  Medicine,  St.  Luke  Hos- 
pital, Ft.  Thomas 

Medical  Association  • August  1974 


The  SGOT  was  150,  LDH  was  475,  and  WBC 
was  1 1,500. 

On  April  28,  1970,  a chest  x-ray  was  nor- 
mal. On  May  1,  there  was  an  early  infiltrate  in 
the  right  lung  field  (Fig.  1).  On  May  4,  the 
patient  became  moderately  dyspneic  and  had  a 
slight  non-productive  cough.  X-ray  on  the  same 
day  showed  a marked  increase  in  the  infiltrate 
suggesting  bronchopneumonia  (Fig.  2).  He  re- 
sponded promptly  after  digoxin  and  mercuhy- 
drin  were  administered.  On  May  8,  the  infil- 
trate was  no  longer  present  (Fig.  3). 


FIG  1 Case  I,  showing  infiltrate  in  the  right  lung  field. 
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FIG  2 Case  I,  marked  increase  in  infiltrate,  suggesting 
bronchopneumonia. 


Case  li 

/.  Z.,  a 71-year  old,  white  female,  was  ad- 
mitted on  May  31,  1972,  because  of  anterior 
chest  pain  and  dyspnea.  The  ECG  showed  signs 
of  an  acute  anterior  infarction  and  left  ventricu- 
lar hypertrophy.  SGOT  was  120,  LDH  was 
300,  and  WBC  was  16,000. 

Chest  x-ray  on  admission  showed  a large  in- 
filtrate in  the  left  lower  lobe  suggesting  pneu- 
monia (Fig.  4).  On  June  2,  the  infiltrate  had 


FIG  3 Case  I,  infiltrate  absent,  following  treatment  for 
heart  failure. 


cleared.  Some  densities  remained  at  both  bases 
(Fig.  5).  The  patient  was  treated  with  digoxin, 
Lasix,  and  potassium.  No  antibiotics  were  pre- 
scribed. She  made  a complete  recovery. 

Case  III 

/.  P.,  62-year-old,  white  diabetic  male,  was 
admitted  on  January  4,  1970,  because  of  severe 
dyspnea  and  tachycardia.  ECG  on  admission 
showed  severe  anterolateral  ischemia,  and  on 
January  9,  deep  Q-waves  were  present  in  Vi 
and  V2.  SGOT  was  140,  LDH  was  260,  and 
WBC  was  8,900. 


FIG  4 Case  II,  infiltrate  left  lower  lobe  suggesting 
pneumonia. 


This  case  is  presented  last  because  of  the 
interesting  x-ray  changes,  which  tend  to  prove 
that  the  lung  infiltrate  was  definitely  fluid. 

Chest  x-ray  on  admission  showed  a possible 
infiltrate  in  the  right  lower  lobe.  On  January  7, 
x-ray  showed  frank  pulmonary  edema  with 
hilar  butterfly.  On  the  8th,  the  edema  had 
cleared  except  for  an  area  in  the  right  lower 
lobe  (Fig.  6).  On  January  12,  considerable 
density  remained  along  the  right  heart  border 
(Fig.  7),  and  a right  decubitus  film  showed 
fluid  in  the  pleural  space,  extending  into  the 
minor  fissure  (Fig.  8).  Lateral  films  are  also 
of  value  in  delineating  the  site  of  pulmonary 
edema. 

On  January  16,  chest  x-ray  was  essentially 
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FIG  5 Case  II,  clearing  of  infiltrate  following  treatment 
for  heart  failure. 


normal  (Fig.  9).  This  patient  was  treated  in- 
tensively for  heart  failure  only  and  made  an 
eventual  recovery. 

Discussion 

Since  fever  and  leucocytosis  may  accom- 
pany an  acute  myocardial  infarction  or  pul- 
monary embolus  or  bronchopneumonia,  a dif- 
; ferential  diagnosis  must  be  made. 

The  following  signs  of  heart  failure  have 
been  repeatedly  described:1 

1.  Typical  butterfly  mottling  extending  from 
both  hilar  areas. 

2.  Hilar  fullness  with  venous  congestion. 

3.  Interstitial  edema  as  exhibited  by  a ground 
( glass  appearance  of  the  lung  fields. 

4.  Kerley  Lines. 

5.  Costophrenic  or  interlobar  pleural  effu- 
sion. 


Acute  left-sided  heart  failure  is  due  to  alveo- 
lar edema  and  usually  characterized  radio- 
graphically as  a butterfly  wing  pattern  of  con- 
solidation.2 

Recent  interest  in  the  more  atypical  forms 
of  pulmonary  edema  is  exemplified  in  the  arti- 
cle by  Hublitz  and  Shapiro.3  They  describe 
regional,  interstitial,  reticular,  and  miliary- 
nodular  patterns  of  edema  in  patients  with 
chronic  lung  disease  associated  with  congestive 
heart  failure. 

Gleason  and  Steiner4  have  described  pa- 
tients with  unilateral  intra-alveolar  edema  of 
differing  segmental  distribution. 


FIG  7 Case  III,  clearing  of  right  lower  lobe  densities 
with  remaining  infiltrate  along  right  heart  borders. 


Harle5  et  al  have  described  rapidly  shifting 
patchy  areas  of  pulmonary  edema,  noting  that 
x-ray  findings  of  acute  pulmonary  edema  may 
precede  the  onset  of  conventional  clinical  man- 
ifestations. 

Grainger6  has  pointed  out  a possible  gravi- 
ty effect  suggesting  that  edema  may  be  basal, 
unilateral,  or  even  apical. 

Furthermore,  Hull  et  al7  have  recently  de- 
scribed both  patchy  and  diffuse  intra-alveolar 
pulmonary  edema,  evident  on  x-rays,  as  a sign 
of  left  heart  failure  in  acute  myocardial  in- 
farction, emphasizing  the  fact  that  diffuse  pul- 
monary edema  may  rapidly  follow.  As  Harri- 
son et  al8  have  warned,  radiographic  evi- 
dence of  heart  failure  may  precede  the  clinical 
onset. 
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FIG  8 Case  III,  right  decubitus  film  showing  fluid  in 
pleural  space  and  minor  fissure. 


McHugh9  and  associates  have  described 
perihilar  haze  due  to  mildly  increased  pul- 
monary wedge  pressure  (18-22  mm  Hg)  and 
periacinar  rosette  formation  with  greater  pres- 
sure (22-25  mm  Hg),  apparently  due  to  fluid 
moving  into  the  alveolar  spaces.  They  thought 
that  the  development  of  Kerley  B Lines  were  a 
less  consistent  indication  of  left  ventricular 
failure.  These  lines  may  not  appear  unless  the 
capillary  wedge  pressure  is  over  20  mm  Hg.10 

We  wish  to  emphasize  the  fact  that  these 
patchy  infiltrates  may  represent  early  pulmona- 
ry edema.  Other  signs  of  congestive  heart  fail- 
ure may  not  be  present. 

Summary 

Three  cases  of  acute  myocardial  infarction 
are  reported  in  which  transient  x-ray  findings 
of  a pulmonary  infiltrate  developed  probably 
representing  localized  pulmonary  alveolar  ede- 
ma. These  infiltrates  cleared  promptly,  usually 
within  24  hours,  following  treatment  for  heart 
failure.  Since  leucocytosis  and  fever  commonly 
accompany  an  acute  M.I.,  there  can  be 


diagnostic  confusion,  especially  with  broncho- 
pneumonia. Antibiotics  may  be  unnecessarily 
prescribed.  Diuretics  are  indicated  since  the 
infiltrates  are  probably  due  to  left  ventricular 
failure  rather  than  infection  or  infarction. 
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Respiratory  Distress  Syndrome  Treated  with 
Exchange  Transfusion 


William  F.  Schnitzker,  M.D. 
Ashland,  Kentucky 


Six  cases  of  Respiratory  Distress  Syn- 
drome were  treated  by  exchange  trans- 
fusion with  fresh  adult  blood.  It  is  be- 
lieved the  beneficial  results  occur  be- 
cause of  the  decreased  oxygen  affinity  of 
adult  hemoglobin. 

CONSERVATIVE  accepted  treatment  of 
Respiratory  Distress  Syndrome  (RDS) 
with  monitored,  moist  oxygen  in  an 
isolet,  and  maintenance  of  and/or  correction 
of  fluid  and  electrolyte  balance  by  intra- 
I venous  glucose  with  appropriate  concentra- 
tion of  sodium  bicarbonate  usually  accom- 
plishes satisfactory  results  when  supplied  early 
or  even  in  anticipation  to  infants  who  are 
prone  to  difficulty.  Unfortunately,  progression 
to  hyaline  membrane  and  fatal  outcome  still 
occur,  even  with  the  latest  means  of  respira- 
tory assistance.  Treatment  of  RDS  with  ex- 
change transfusions  has  been  reported,  often 
with  dramatic  results.1-2 
The  rationale  of  treatment  is  the  decreased 
oxygen  affinity  of  adult  hemoglobin  and  the 
adult  red  blood  cell.  In  1930,  it  was  shown  by 
Anselmino  and  Hoffman3  that  the  affinity  of 
fetal  blood  for  oxygen  was  greater  than  mater- 
nal blood.  Benesch  and  Benesch4  and  Chanutin 
and  Curnish5  in  1967  demonstrated  that  the 
oxygen  affinity  of  hemoglobin  could  be  re- 
duced by  its  interaction  with  a number  of 
organic  phosphates.  The  most  important  are 
2,3-diphosphoglycerate  and  adenosine  triphos- 
phate. 2,3-DPG  average  4.5  u moles  per  ml 
of  adult  red  blood  cells  and  adenosine  triphos- 
phate averages  1.0  u mole  per  ml. 

Bunn  and  Briehl6  have  shown  a different 
binding  site  for  2,3-DPG  in  adult  and  fetal 
hemoglobin.  Fetal  hemoglobin  does  not  have 
the  ability  to  bind  2,3-DPG  to  the  same  degree 
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that  adult  hemoglobin  does  and,  therefore, 
cannot  release  oxygen  to  the  tissues  as  well. 
Also,  the  red  blood  cell  2,3-DPG  content  is 
often  drastically  reduced  in  infants  with  RDS, 
presumably  due  to  the  accompanying  acidosis.7 

Decreased  red  cell  2,3-DPG  and  decreased 
Pso  occur  in  septic  shock,  in  severe  acidosis, 
following  massive  transfusions  of  stored  blood, 
and  in  neonatal  respiratory  distress  syndrome. 
Pso  is  the  oxygen  tension  at  50%  oxygen 
saturation;  approximately  27  mm  of  mercury. 

The  following  cases  are  reports  of  clinical 
experience  in  infants  who  were  not  responding 
to  more  conservative  treatment.  Delivoria- 
Papodopoulos  et  al8  recently  presented  a pre- 
liminary report  of  beneficial  results  in  a con- 
trolled study. 

Exchange  transfusions  utilized  fresh  dex- 
trose-citrated  adult  blood  within  four  to  six 
hours.  Stored  blood  has  increased  oxygen  af- 
finity9 due  to  decreased  concentration  of  red 
blood  cell  2,3-DPG.10 

Report  of  Cases 

The  first  two  cases  involved  twins.  The 
mother  was  a 25-year-old,  white  female,  who 
had  two  spontaneous  abortions,  each  at  about 
12  weeks;  and  one  year  prior  to  the  birth  of 
the  twins  had  an  emergency  section  because 
of  abruptio  placenta.  This  2460  gm  male  in- 
fant developed  hyaline  membrane,  tension 
pneumothorax,  and  expired. 

Case  1 — /.  R.i  a 2370  gm  male  was  deliv- 
ered by  elective  Cesarean-section.  He  was 
dyspneic,  retracting,  and  grunting.  Intravenous 
glucose  and  bicarbonate  was  begun.  Astrup 
determination  showed  a pH  of  7.02,  pCCT  84, 
p02  65,  C02  content  of  22  meq/1,  and  oxygen 
saturation  of  80%.  The  infant  appeared  to 
be  moribund.  In  the  interval  between  her  first 
baby  and  this  infant,  Miller  et  al1  published 
a report  on  treatment  with  exchange  trans- 
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fusions.  Exchange  transfusion  was  carried  out 
at  this  time  in  the  nursery  isolet.  When  the 
procedure  was  completed,  the  infant  was 
much  improved  and  was  breathing  quite 
normally.  Intravenous  fluids  were  continued 
until  the  following  day,  and  the  remainder  of 
the  hospital  course  was  uneventful. 

Case  2 — J.  R.2  a dizygotic  2280  gm  male 
twin  was  delivered  second  by  breech  extrac- 
tion and  did  not  show  quite  as  severe  clinical 
symptomatology  as  the  first.  The  pH  was  7.21, 
pCOo  44,  p02  48,  C02  content  23  meq/1,  and 
oxygen  saturation  79%.  The  patient  was  defi- 
nitely improved  when  the  exchange  was  com- 
pleted, but  he  did  continue  to  retract  until 
the  following  morning.  The  twins  are  now 
three  years  old. 

Case  3 — D.  T.  was  delivered  at  approximate- 
ly 32  weeks  gestation  by  elective  Cesarean 
section  because  the  amniotic  fluid  was  found 
to  be  in  zone  four;  and  a one-in-five  chance 
of  losing  the  infant  was  predicted  at  full  term. 
Amniocentesis  was  done  at  the  University  of 
Kentucky  Medical  Center  during  the  28th 
week  of  pregnancy.  Intrauterine  transfusion 
was  not  indicated.  Repeat  amniocentesis  two 
weeks  later  showed  the  same  results.  The 
mother  was  a 39-year-old,  white,  gravida  6, 
para  5,  who  lost  her  previous  baby  at  the  age 
of  12  hours  due  to  erythroblastosis. 

This  male  infant  weighed  1845  gm.  He  was 
flaccid,  pale,  with  grunting,  rapid  respiration 
and  marked  retraction.  Breath  sounds  were 
hardly  audible,  as  was  the  very  feeble  cry. 
The  cord  blood  showed  a positive  Coombs 
test,  blood  type  O,  Rh  positive.  The  total 
Bilirubin  was  6.4  mg%  with  1.1  mg%  direct; 
hemoglobin  14.5  gm  and  hematocrit  45%.  The 
astrup  determination  showed  a pH  of  7.29, 
pC02  50,  p02  53,  C02  content  of  24  mili- 
equivalents  per  liter.  Exchange  transfusion 
was  obviously  indicated  as  we  had  expected 
because  of  erythroblastosis.  I would  have  been 
extremely  reticent  to  attempt  the  procedure 
on  this  baby,  because  of  the  severe  RDS,  with- 
out the  experience  of  the  previous  two  cases. 
The  umbilical  vein  catheter  was  already  in 
place  with  glucose  and  bicarbonate  running 
and  when  the  blood  was  available  this  patient 
was  exchanged  at  three  hours  of  life  with 
extremely  gratifying  results.  His  color  and 
breathing  were  much  improved  immediately. 
He  was  continued  on  intravenous  fluids  until 


the  following  day.  The  bilirubin  was  followed 
serially  and  did  rise  to  20.6  total  and  2.0  direct 
in  48  hours.  A second  exchange  transfusion 
was  done  without  incident  because  of  this 
hyperbilirubinemia.  The  remainder  of  the  hos- 
pital course  was  entirely  uneventful.  D.  T.  is 
now  28  months  of  age  and  a normal  boy. 

Case  4 — L.  D.’s  mother  was  a 37-year-old 
white  gravida  7,  para  6,  with  an  expected  date 
of  delivery  five  weeks  later  than  her  emer- 
gency section.  She  had  vaginal  bleeding  with 
abdominal  pain  for  over  24  hours,  and  con- 
stant uterine  contractions  on  admission. 
Abruptio  placenta  was  diagnosed  and  section 
performed.  The  male  infant  weighed  2445  gm. 
There  was  marked  palor,  retraction,  and 
grunting;  no  cry,  and  breath  sounds  were 
hardly  audible.  A grade  two  systolic  murmur 
was  heard  over  the  apex.  The  patient  was 
placed  in  the  isolet  and  fluids  and  bicarbonate 
were  begun  by  umbilical  catheter.  Astrup 
showed  pH  7.1,  pC02  52,  p02  95,  C02  content 
16.5  meq/1,  oxygen  saturation  93%.  Repeat 
astrup  in  six  hours  showed  pH  7.31,  pC02  47, 
p02  38,  C02  content  24,  and  oxygen  concen- 
tration 68%.  In  spite  of  the  improved  acidosis, 


FIG  1 X-ray  of  Case  5 showing  hyaline  membrane  am 
congenital  atelectasis. 
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the  patient  was  deteriorating  and  exchange 
transfusion  was  carried  out  at  10  hours  of  life. 
The  procedure  was  well  tolerated,  but  the 
patient  was  not  much  improved.  He  continued 
to  grunt  and  retract  until  the  following  day, 
however,  his  color  remained  good.  Respiratory 
chemistries  at  that  time  were  pH  7.39,  pC02 
41,  p02  40,  C02  content  25,  oxygen  saturation 
75%.  The  patient  was  followed  closely  clinical- 
ly and  by  laboratory  studies.  Fluids  and  sup- 
portative  measures  were  carefully  regulated. 
It  was  almost  three  days  before  he  was 
breathing  normally. 

Case  5 — M.  K.  was  born  to  a 25-year-old 
white  gravida  4,  para  1,  by  repeat  Cesarean 
section.  This  2700  gm  female  infant  showed 
the  classical  signs  of  RDS  with  distant  breath 
sounds.  She  also  had  a pigeon  chest  deformity. 
Initially  it  appeared  that  conservative  meas- 
ures would  suffice,  but  the  following  morning 
she  was  not  clinically  improved  and  a chest 
x-ray  (Fig  1)  showed  the  ground  glass  ap- 
pearance of  hyaline  membrane  and  atelectasis 
in  the  lower  left  lung  field  with  the  heart  and 
mediastinal  structure  shifted  to  the  left.  The 
astrup  determination  before  the  exchange  was 
pH  7.24,  pC02  51,  p02  45,  C02  content  22, 
and  oxygen  saturation  of  73%.  The  exchange 
transfusion  was  accomplished  without  inci- 
dent, but  without  appreciable  change  in  the 
infant’s  condition.  Conservative  measures 
were  continued,  and  the  following  day  breath 
sounds  were  improved,  but  moderate  retrac- 
tion continued.  The  second  day  her  condition 
stabilized  and  the  remainder  of  the  hospital 
stay  was  uneventful.  She  is  now  18  months  of 
age  and  entirely  normal. 

Case  6 — A 2885  gm  male  infant  with  RDS 
was  seen  in  consultation  at  30  hours  of  age 
because  of  lack  of  response  to  conservative 
measures.  Depressed  at  birth;  his  one  minute 
Apgar  was  3 and  at  five  minutes,  7.  Although 
there  were  periods  of  some  temporary  im- 
provement, he  was  dyspneic,  grunting  and 
cyanotic  most  of  the  time,  and  lay  in  opistho- 
tonos to  increase  his  airway.  He  was  pale, 
flaccid,  and  breath  sounds  were  distant.  Chest 
x-ray  showed  poor  lung  expansion;  pH  7.305, 

IpC02  40,  p02  25  and  02  saturation  was  41%. 
Intravenous  bicarbonate  and  glucose  were 
begun  with  no  improvement.  Exchange  trans- 
fusion with  480  cc  of  fresh  adult  blood  was 

J I 

performed  at  34  hours.  Color,  breathing,  and 


air  exchange  were  improved  by  37  hours;  how- 
ever, moderate  to  mild  retractions  continued 
for  another  36  hours.  I.  V.  fluids  were  main- 
tained during  this  period.  The  bililite  was  used 
for  48  hours  when  the  bilirubin  rose  to  14.2 
total  and  0.2  direct  the  day  following  exchange. 

This  infant  had  developed  normally  when 
last  seen  at  six  months  of  age. 

Comments 

In  communities  with  good  obstetrical  and 
pediatric  care  early  conservative  measures  will 
usually  suffice  in  most  cases  of  RDS.  Ex- 
change transfusions  should  be  considered  in 
the  infant  that  shows  little  or  no  response  or 
begins  to  deteriorate.  Clinical  indications  are 
continuation  or  progression  of  retraction, 
grunting,  palor,  cyanosis,  and  inaudible  or  dis- 
tant breath  sounds.  Serial  astrup  determina- 
tions may  be  helpful. 

In  cases  1-5,  the  infants  were  delivered  by 
Cesarean  section;  four  elective  and  one  emer- 
gency. Four  were  immaturely  developed. 

Cases  1 and  3,  who  appeared  terminal  and 
least  likely  to  tolerate  the  procedure,  showed 
dramatic  response.  Case  2 was  definitely  im- 
proved. Case  4 and  5 showed  little  immediate 
clinical  improvement,  however,  the  respiratory 
chemistries  improved,  and  probably  further 
deterioration  was  arrested.  It  appears  that  in 
indicated  cases,  the  earlier  the  decision  is  made 
and  the  procedure  carried  out,  the  better  the 
response.  It  is  probably  safer  to  proceed  with 
the  exchange  transfusions  in  erythroblastosis 
with  RDS  than  to  delay  for  stabilization  of  the 
RDS  that  may  or  may  not  occur. 
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This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


A Case  of  Rheumatoid  Arthritis  with  Crico-Arytenoiditist 

Patient  W.  H.:  Hospital  # 24-94-88-8 
Admitted:  September  27,  1973 
Discharged:  October  3,  1973 


Problem  jfi  1:  Rheumatoid  Arthritis 

la:  Rheumatoid  Crico-Arytenoiditis 

Subjective:  This  is  the  first  University  of 
Kentucky  admission  for  this  70-year-old  white 
man  who  was  transferred  from  another  hos- 
pital after  a two-week  admission  for  symptoms 
of  shortness  of  breath  with  cough.  Upon  pres- 
entation here  his  chief  complaints  were  short- 
ness of  breath  and  intermittent  hoarseness.  He 
has  a 40-pack  a year  smoking  history. 

Objective:  The  admission  physical  examina- 
tion revealed  an  elderly  white  man  in  mod- 
erate respiratory  distress  with  a slow,  pro- 
longed inspiratory  and  expiratory  phase,  and 
hoarseness.  Blood  pressure  and  pulse  were 
normal,  respiratory  rate  was  28 /min. 

Skin  and  Joints:  multiple,  scattered,  rheum- 
atoid nodules,  ulnar  deviation  and  lateral  sub- 
luxation of  hands  and  toes;  knee  joints,  M-P 
and  PIP  joints  hypertrophied  with  increased 
range  of  motion. 

HEENT:  Direct  laryngoscopy  revealed  se- 
vere laryngeal  edema  without  erythema  or 
masses  visualized.  The  airway  at  the  level  of 
the  true  cords  was  estimated  to  be  approxi- 
mately 3 mm. 

Chest:  Increased  AP  diameter  with  de- 
creased breath  sounds  diffusely;  no  rales,  rhon- 
chi,  or  wheezes. 

The  rest  of  the  physical  examination  was 
unremarkable. 

Laboratory  Data:  Chest  x-ray  within  normal 
limits,  EKG:  Left  anterior  hemiblock,  blood 
gases  (room  air):  pH-7.47,  P02-77,  PC02-26, 

t From  the  Department  of  Medicine,  University  of 
Kentucky,  Lexington. 


glucose,  BUN,  electrolytes  all  were  within  nor- 
mal limits.  Sedimentation  rate  was  48;  hema- 
tocrit -37,  WBC-8600.  Serum  protein  electro- 
phoresis: 6.8  gms  of  total  protein,  2.6  gms  of 
albumin.  Liver  and  renal  functions  were  within 
normal  limits.  RA  latex  titer:  1:160.  Pulmon- 
ary functions  studies:  mild  to  moderate  ob- 
structive airway  disease. 

Hospital  Course:  The  patient  was  begun  on 
Solucortef  100  mg  IV  every  six  hours,  and 
after  two  days  was  switched  to  Prednisone  10 
mg  four  times  daily.  The  hoarseness  and  signs 
of  upper  airway  obstruction  disappeared  after 
24  hours  of  steroid  therapy.  Repeat  direct 
laryngoscopy  on  the  third  hospital  day  showed 
a marked  decrease  in  the  laryngeal  edema  with 
the  airway  estimated  at  6-7  mm,  and  the  third 
tracheal  ring  being  easily  visualized. 

Assessment:  Rheumatoid  arthritis  with  cri- 
co-arytenoid  involvement  causing  upper  airway 
obstruction. 

Plan:  The  patient  was  discharged  on  Predni- 
sone 10  mg  four  times  daily  with  the  dose  to 
be  decreased  as  tolerated,  and  under  follow-up  j 
care  of  his  physician. 

Discussion 

The  problem  oriented  approach  to  patients.  \ 
and  not  just  their  records,  is  well  exemplified 
of  the  course  of  this  man.  In  the  first  hospital, 
where  he  spent  two  weeks,  the  true  level  ol 
understanding  of  his  problem  was  that  he  was 
short  of  breath.  Without  going  much  furthei 
with  the  problem,  his  physicians  defined  the 
problem  as  probably  asthma  and  started  hin 
on  a moderate  dose  of  Prednisone,  about  2( 
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mg  a clay.  On  this  regimen  he  improved  a bit 
but  remained  relatively  stationary  until  he  was 
transferred  to  our  hospital.  The  U.K.  doctors 
carried  the  problem  one  step  forward  quite 
immediately  by  recognizing  that  his  shortness 
of  breath  was  not  in  his  lungs  but  was  obstruc- 
tion of  the  upper  airway  by  some  process.  Both 
groups  of  doctors  recognized  that  he  had  rheu- 
matoid arthritis  and  were  aware  of  this  addi- 
tional problem.  Finally,  both  problems  were 
resolved  together  to  a common  problem  of 
rheumatoid  arthritis  involving  the  crico-aryte- 
noid  joints  of  the  larynx  with  acute  laryngeal 
stridor.  With  final  resolution  of  the  problem, 
appropriate  therapy  with  high  doses  of  corti- 
costeroids led  to  his  gradual  improvement  and 
discharge  from  the  hospital. 

The  crico-arytenoid  articulation  is  a true 
synovial  joint,  and  a very  important  one  func- 
tionally since  the  sliding  and  gliding  of  the 
arytenoid  cartilage  over  the  cricoid  cartilage 
is  the  primary  mechanism  by  which  the  vocal 
cords  move  back  and  forth  for  speech.  Au- 
topsy studies  of  patients  with  rheumatoid  ar- 
thritis indicate  that  articulation  is  involved  in 
perhaps  half  of  the  patients  who  die  with 
rheumatoid  arthritis  but  the  clinical  manifesta- 
tions are  rarely  as  dramatic  as  they  were  in 
this  patient. 

Usually  crico-arytenoid  arthritis  manifests 
itself  by  simply  pain  over  the  articulation, 
which  the  patient  usually  appreciates  as  a pe- 
culiar deep-seated  sore  throat  just  below  the 
jaw  on  one  or  both  sides.  If  one  examines  the 
patient  carefully  externally  by  pressing  over 
the  laryngeal  area  under  the  jaws  one  finds 
tenderness,  and  examination  of  the  posterior 
pharynx  which  the  patient  associates  with  the 
“sore  throat”  is  normal.  If  indirect  laryngos- 
copy is  done  one  can  often  see  some  swelling 
and  redness  in  the  area  of  the  crico-arytenoid 
articulation  and  can  resolve  the  chronic  sore 
throat  as  crico-arytenoid  arthritis. 

In  addition  to  the  chronic  sore  throat  syn- 
drome crico-arytenoid  involvement  may  pre- 
sent primarily  with  chronic  or  acute  hoarse- 
ness. This  symptom  simply  means  that  the  ar- 
ticulation is  not  functioning  well  and  the  vocal 
cords  do  not  respond  properly  during  speech. 
Here  again,  indirect  laryngoscopy  will  usually 
reveal  the  cause,  or  one  can  simply  assume 
that  it  is  crico-arytenoid  arthritis  and  tell  the 
patient  that  in  most  instances  hoarseness  will 
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improve  with  time.  In  this  particular  patient, 
because  of  the  acuteness  of  his  involvement,  he 
was  almost  totally  voiceless  because  attempts 
at  speech  led  to  intensification  of  his  short- 
ness of  breath  as  he  tried  to  use  the  articula- 
tions and  he  would  speak  with  only  a very  mild 
whisper  and  even  then  spoke  as  little  as  pos- 
sible. 

Most  commonly,  then,  crico-arytenoid  arth- 
ritis is  simply  a nuisance  that  occurs  during  the 
course  of  rheumatoid  arthritis  and  a nuisance 
that  both  patients  and  doctors  should  be  aware 
of.  Chronic  sore  throat  and  chronic  hoarseness 
usually  resolve  spontaneously  in  several  weeks 
or  months  and  nothing  is  more  needed  than 
simply  an  appreciation  of  the  fact  that  these 
joints  are  commonly  involved  in  rheumatoid 
arthritis  and  are  likely  to  recover  spontane- 
ously. The  one  life-threatening  complication  of 
involvment  of  these  joints  was  exemplified  in 
this  patient:  namely,  sufficient  acute  involve- 
ment so  that  the  vocal  cords  were  essentially 
in  opposition  one  to  the  other  and  the  airway 
was  narrowed  to  a slit  between  the  vocal  cords 
and  was  almost  entirely  closed.  Occasionally 
this  can  be  a chronic  problem  and  one  that  re- 
quires surgical  intervention  to  repair  the  crico- 
arytenoid articulation.  Rarely,  as  in  this  pa- 
tient, acute  involvement  leads  to  acute  airway 
obstruction  and  an  emergency  tracheostomy 
may  be  in  order.  Indeed  for  almost  a week 
during  his  stay  in  our  Intensive  Care  Unit  the 
tracheostomy  tray  was  at  the  bedside  in  the 
event  that  his  airway  suddenly  closed  off. 

In  most  patients  with  crico-arytenoid  arth- 
ritis with  stridor  as  the  major  complaint,  cor- 
ticosteroids systemically  can  be  life-saving  and 
can  avoid  acute  surgical  intervention  with 
tracheostomy.  As  was  the  case  in  this  patient 
his  stridor  slowly  resolved  and  with  it  his 
ability  to  speak  more  distinctly  and  without 
fear  of  increasing  his  shortness  of  breath.  As 
he  improved  it  was  interesting  to  watch  his 
breathing  pattern.  In  order  to  avoid  sudden 
movements  of  the  nearly-opposed  vocal  cords, 
he  initially  breathed  in  and  out  with  very  slow 
and  deliberate  breaths  to  avoid  excessive  mo- 
tion of  the  cords.  As  he  improved  this  slow 
flat  inspiratory  and  expiratory  pattern  im- 
proved and  this  change  could  be  easily  demon- 
strated by  our  simple  tracings  of  his  vital  ca- 
pacity. The  measurements  were  interesting  but 
one  could  correlate  the  same  phenomena  at 
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the  bedside  as  he  began  to  breathe  in  a more 
normal  fashion  as  the  acute  inflammation  sub- 
sided. 

Since  crico-arytenoid  arthritis  is  a relatively 
common  involvement  of  the  rheumatoid  pa- 
tients, it  is  well  to  bear  this  in  mind  when  con- 
templating elective  surgery  in  the  rheumatoid 
patient.  In  such  patients,  the  anesthesiologist 
should  be  consulted  in  advance  and  he  should 
have  available  to  him  cervical  spine  x-rays  to 
warn  him  that  he  may  get  into  trouble  during 
intubation  and  anesthesia  because  of  spine 
disease.  In  addition,  the  anesthesiologist  should 
do  indirect  laryngoscopy  before  putting  a pa- 
tient to  sleep  and  trying  to  insert  an  endo- 
tracheal tube  in  the  operating  theater.  An  oc- 
casional cause  of  postoperative  difficulty  in  the 
rheumatoid  patient  is  activation  of  crico-ary- 
tenoid inflammation  as  a result  of  a period  of 
prolonged  endotracheal  intubation.  For  the 
anesthesiologist  these  two  simple  precautions 
— preoperative  x-rays  of  the  neck  and  preop- 
erative examination  of  the  vocal  cords — can 
prevent  excessive  morbidity  or  mortality  in  pa- 


Manuscripts should  be  submitted  in  duplicate  to 
The  Journal  of  KMA,  an  original  copy  and  one  car - 
bon,  and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  The  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
readership. 

Footnotes  and  bibliographies  should  conform  to 
the  style  of  the  Index  Medicus.  This  requires  in  the 
order  given  name  of  author,  title  of  article,  name  of 
periodical,  with  volume,  page,  month — day  of  month 
if  weekly — and  year.  The  Journal  of  the  KMA  does 
not  assume  responsibility  for  the  accuracy  of  refer- 
ences used  with  scientific  articles. 


tients  with  rheumatoid  arthritis  who  undergo 
surgery  for  any  cause. 

This  patient  represents  the  extreme  range  of 
symptoms  that  one  encounters  with  crico-ary- 
tenoid arthritis.  The  problem  is  one  of  recog- 
nition and  that  problem  involves  remembering 
that  many  joints  are  often  involved  in  rheuma- 
toid arthritis  and  that  each  of  us  does  have  in 
our  larynx  a small  diarthrodial  joint  which  can 
be  the  site  of  rheumatoid  synovitis  and  may 
cause  disturbing  or  even  life-threatening  symp- 
tomatology. 
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"KMA  Week"  Is  Near 


t’s  that  time  again! 

The  Annual  Meeting  of  the  Kentucky 
Medical  Association  will  be  held  September 
23-26,  at  the  Bluegrass  Convention  Center  on 
Hurstbourne  Lane  in  Louisville. 

It’s  time,  then,  for  you  to  make  your  plans 
to  attend — arrange  your  office  and  hospital 
schedules,  alert  your  wife  (she  probably  al- 
ready has  it  on  her  schedule),  make  your  mo- 
tel reservations,  and  look  forward  to  a pro- 
ductive and  stimulating  experience. 

The  scientific  program,  as  usual,  promises 
to  be  outstanding.  Fourteen  guest  speakers 
from  leading  medical  centers  all  over  the 
'country  will  join  some  of  our  own  members 
in  presenting  seminars  on  such  topics  as  “The 
Sexes,”  “Hypertension,”  “Fetal  and  Neonatal 
Health,”  and  “Food  Facts  and  Fads,”  as  well 
as  in  the  18  specialty  sessions  on  Tuesday  and 
Thursday  afternoons. 

The  complete  scientific  program  is  published 
elsewhere  in  this  issue  of  The  Journal. 

The  President’s  Luncheon  on  Wednesday 
will  feature  an  address  by  Julian  Carroll,  Lieu- 
tenant Governor  of  the  Commonwealth;  the 
installation  of  Hoyt  Gardner  as  Association 
President  for  1974-75;  and  the  presentation  of 
KMA’s  highest  awards. 


The  annual  KEMPAC  Dinner  on  Monday 
evening  is  always  a popular  feature  of  “KMA 
Week”  and  justly  so!  The  political  arm  of  or- 
ganized medicine  has  earned  the  respect  of  the 
legislative  and  executive  branches  of  govern- 
ment and  deserves  our  support. 

Lest  we  forget  the  “business”  side  of  our 
Association,  the  House  of  Delegates  will  hold 
two  sessions — on  Monday  morning  and  on 
Wednesday  evening — to  discuss  matters  of  in- 
terest to  the  members,  establish  policy,  and  to 
elect  officers.  Your  delegates  should  be  en- 
couraged to  fulfill  their  responsibility  by  at- 
tending both  sessions,  for  they  are  your  voice 
in  the  decision-making  activities  of  the  House. 
Reference  committee  meetings  are  held  on 
Monday  afternoon,  affording  any  member  in 
good  standing  the  opportunity  to  express  his 
views  on  the  resolutions  and  reports  under 
consideration.  This  is  democracy  in  action! 

Need  you  be  reminded  that  all  of  these  ac- 
tivities, scientific  and  business,  serve  only  one 
purpose — the  best  interests  of  the  physician, 
the  profession  and  the  citizens  of  Kentucky. 

You  will  be  a part  of  it,  won’t  you? 

The  dates:  September  23-26,  1974. 

HBA 


Take  This  Issue  Home  To  Your  Wife 

Your  are  urged  to  take  this  issue  home  for  your 
wife  to  read.  Many  activities  planned  during  the 
Annual  Meeting  will  be  of  interest  to  her.  The 
program  for  the  Annual  Convention  of  the 
Woman’s  Auxiliary  to  KMA  is  also  included  in 
this  issue. 
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SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  fall  and  winter  meetings.  At  the  same 
time  they  are  choosing  the  topics  to  be  discussed, 
arranging  for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Ephraim  McDowell  Drive,  Louisville,  Ky. 
40205. 


IN  KENTUCKY 

SEPTEMBER 

15-21  Fifth  Family  Medicine  Review*,  University  of 
Kentucky  Medical  Center,  Registration  fee: 
$195;  Lexington 

21-22  Alumni  Weekend,**  University  of  Louisville 
School  of  Medicine,  Elealth  Sciences  Center. 
Scientific  sessions  presented  by  the  Depart- 
ments of  Family  Practice,  Medicine,  OB- 
GYN,  Psychiatry  and  Surgery,  Louisville 

24-26  KMA  Annual  Meeting,  Ramada  Inn/Blue- 
grass  Convention  Center,  Louisville 

OCTOBER 

6-12  Fifth  Family  Medicine  Review*,  University  of 
Kentucky  Medical  Center,  Registration  fee: 
$195;  Lexington 

7-Nov.2  Coronary  Care  Nurses  Training  Program, 
King’s  Daughters’  Hospital,  Ashland.  Contact: 
Director  of  Nurses,  King’s  Daughters’  Hos- 
pital, 2101  Lexington  Avenue,  Ashland  41101 


*For  further  information  contact  Ronald  D.  Hamil- 
ton, M.D.,  Director,  Continuing  Education,  College 
of  Medicine,  University  of  Kentucky,  Lexington  40506 

**For  further  information  contact  Gerald  D.  Swim, 
Director,  Office  of  Continuing  Education,  University 
of  Louisville  School  of  Medicine,  Health  Sciences 
Center,  Louisville,  Kentucky  40201 


11-12  Kentucky  / Tennessee  Regional  Meeting, 
American  College  of  Physicians,  Ramada  Inn, 
Lexington.  Contact:  Franklin  B.  Moosnick, 
M.D.,  184  N.  Mill  Street,  Lexington  40507 

25-26  Second  Annual  Symposium  on  “Acute  Res- 
piratory Insufficiency,”**  Department  of 
Anesthesiology,  University  of  Louisville 
School  of  Medicine,  Louisville 


NOVEMBER 

7-8  Eighth  Annual  Newborn  Symposium,  Health 
Sciences  Center  Auditorium,  University  of 
Louisville  School  of  Medicine,  Louisville.  For 
information  write  Billy  Andrews,  M.D.,  200 
E.  Chestnut  St.,  Louisville  40202 

7-9  Tenth  Annual  Bronson  Course  in  “Diagnostic 
Ophthalmic  Ultrasound,”  Fee:  $125,  Univer- 
sity of  Louisville  School  of  Medicine,  Health 
Sciences  Center,  Louisville 


IN  SURROUNDING  STATES 


SEPTEMBER 


20-21 


“Pediatric  Gastroenterology  and  Nutrition 
Vanderbilt  University  Hospital,  Nashville 
Contact:  Harry  Green,  M.D.,  Vanderbilt  Uni- 
versity School  of  Medicine,  Nashville  37232 


30-Oct.  1 Annual  Meeting,  Tennessee  Valley  Medical 
Assembly,  The  Read  House,  Chattanooga 


i'l 


PARTNER  WANTED 


To  join  Medicine,  Pediatrics  and 
OB  Practice  established  for  23 
years  in  South  Louisville.  Contact 
John  E.  Ryan,  M.D.  (502)  366- 
0515  (24  hours). 
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How  hyperaldosteronism  leads  to  and  prolongs  edema 
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Aldosteronism 


Chronic  liver  congestion 
impairs  degradation 
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a primary  factor 


"switch  off"  the  aldosterone  factor  in 
ngestive  heart  failure 


ildactone 

I of 

ronolactone  25-mg.  tablets 

? only  specific 
losterone  antagonist. . . 
sic  in  all  diuretic  therapy 

ie  ways  to  use  Aldactone  in 
jestive  heart  failure 

3 the  only  diuretic 

ten  sufficient  alone, 
bduces  gradual,  sustained  diuresis  by 
: king  aldosterone  action  in  the  distal 
1 tubule. 

oids  potassium  loss. 

i the  basic  daily  diuretic  with  an  ''add-on'' 
nate-day-diuretic  ("A.D.D.''  schedule) 

n be  administered  daily  as  basic 
ipy  with  the  additional  agent 
semide  or  ethacrynic  acid)  given 
y second  or  third  day. 
iactone  plus  "A.D.D."  schedule 
mizes  potassium  deficiency  and 
ntiates  effect  of  "add-on"  diuretic.2 
oids  acute  volume  depletion  and 
sterone  rebound.2 

: ; a daily  diuretic  in  combination  with 
ily  dose  of  a thiazide 

rmits  daily  additive  diuretic  effect 
e maintaining  potassium  balance. 


Indications —Essential  hypertension;  edema  or  ascites  of  congestive  heart  fail- 
ure, cirrhosis  of  the  liver  and  the  nephrotic  syndrome;  idiopathic  edema  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a thiazide  diuretic 

Contraindications —Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia 

Warnings — Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in- 
dicated unless  a glucocorticoid  is  also  given  Discontinue  potassium  supplemen- 
tation if  hyperkalemia  develops  Usage  of  any  drug  in  women  of  childbearing  age 
requires  tnat  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists;  deaths  have  occurred  Hyponatremia,  manifested  by  dry- 
ness of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics  Elevation  of  BUN  may  occur,  especially  when  pretreatment  hyper- 
azotemia exists.  Mild  acidosis  may  occur.  Reduce  the  dosage  of  other  antihyper- 
tensive drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action 

Adverse  Reactions— Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro- 
intestinal symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti- 
caria, mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice  Adverse  reactions  are  infrequent  and  usually  reversible 

Dosage  and  Administration  — For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses.  Aldactone  may  be  combined  with  a 
thiozide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner.  Ad|ust  subsequent  dosage  according 
to  response  of  patient 

For  edema,  ascites  or  effusions  in  adults  initial  doily  dosage  is  100  mg  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response;  add  a thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added  A daily  dosage  of  Aldactone  considerably  greater  than  75  mg.  may  be  given 
if  necessary. 

A glucocorticoid,  such  as  15  to  20  mg.  of  prednisone  daily,  may  be  desiroble 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a conventional  diuretic.  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy,  supplemental  potassium  will  usually  be  necessary  Such 
patients  frequently  have  an  associated  hyponatremia— restriction  of  fluid  intake  to 
1 liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function).  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  "sterilize  ’ the  gastrointestinal  tract 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  althouqh  useful  for  diuresis,  will  not  directly  affect  the  basic  patholoqic 
process. 

For  children  the  daily  dosage  should  provide  1.5  mg  of  Aldactone  per  pound 
of  body  weight. 

References:  I.  Coodley,  E,  Consultant  12  106-107,  109,  111,  113,  115  (July) 
1972  2.  Thorn,  G W , and  Lauler,  D P.  Am  J Med  53  673-684  (Nov.)  1972 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department 

Box  5110,  Chicago,  Illinois  60680 


SEARLE 


When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2 ); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning  — 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  31/2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nice! 
but  it  still  I 

HURT! 


EMPIRII 


COMPOUN 

c CODEIN 

#3,  codeine  phosphate*  (32.4  mg.) 
#4,  codeine  phosphate*  (64.8  mg.) 
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PRESIDENT-ELECT 
Hoyt  D.  Gardner,  M.D. 
Louisville 


The  installation  of  Hoyt  D.  Gardner,  M.D.,  as 
President  of  the  Kentucky  Medical  Association  will 
take  place  at  the  President’s  Luncheon  held  Wednes- 
day, September  25. 

Doctor  Gardner,  a general  surgeon,  is  a 1950  gradu- 
ate of  the  University  of  Louisville  School  of  Medi- 
cine. He  is  a Diplomate  of  the  American  Board  of 
Surgery  and  is  a Fellow  of  the  American  College  of 
Surgeons. 

Most  recently  Doctor  Gardner  was  elected  to  the 
AMA  Board  of  Trustees  for  a three-year  term  and, 
in  addition,  was  named  to  its  Executive  Committee. 
In  another  recent  election,  he  was  named  Chairman 


of  the  University  of  Louisville  Board  of  Trustees. 

Extremely  active  in  Association  affairs  on  the  coun- 
ty, state,  and  national  level,  Doctor  Gardner  is  a past 
President  of  the  Jefferson  County  Medical  Society.  He 
has  served  on  numerous  committees  of  KMA  and 
Jefferson  County,  including  a 12-year  tenure  as  Chair- 
man for  National  Affairs  of  the  KMA  Committee  on 
Legislative  Activities.  A member  of  the  AMA  Coun- 
cil on  Legislation  and  a past  Chairman  of  the 
AMPAC  and  KEMPAC  Board  of  Directors,  Doctor 
Gardner  has  given  much  time  to  organized  medical 
groups  throughout  the  United  States  continually 
helping  to  increase  interest  in  the  vital  field  of 
political  activity. 


VICE-PRESIDENT 

Gabe  A.  Payne,  Jr.,  M.D.,  Hopkinsville 


Doctor  Payne,  a Hopkinsville  pediatrician,  is  also 
a Clinical  Instructor  in  Pediatrics  at  Vanderbilt  Uni- 
versity School  of  Medicine  where  he  received  his 
M.D.  degree  in  1943.  A Diplomate  of  the  American 

[Board  of  Pediatrics  and  a Fellow  of  the  American 
\cademy  of  Pediatrics,  Doctor  Payne  has  been  very 
ictive  in  the  affairs  of  organized  medicine. 

He  is  a past  President  of  the  Pennyrile  Medical  So- 
:iety,  served  for  four  years  on  the  Kentucky  State 
Board  of  Health,  and  is  a past  member  of  the  Ad- 


visory Council  for  Health  Facilities  for  Kentucky. 

His  dedicated  service  to  the  Association  includes 
two  terms  on  the  KMA  Board  of  Trustees  from  1962- 
68,  during  which  time  he  was  chosen  Vice-Chairman 
for  a year.  Former  committee  membership  includes 
the  Committee  on  Plans  and  Development,  the  Coun- 
cil on  Legislative  Activities,  and  the  Advisory  Com- 
mittee to  the  Woman’s  Auxiliary.  Doctor  Payne  is  the 
Immediate  Past  Chairman  of  the  KMA  Judicial  Coun- 
cil. 


SECRETARY 

S.  Randolph  Scheen,  M.D.,  Louisville 

Now  serving  his  seventh  year  as  KMA  Secretary, 
Joctor  Scheen  is  a Louisville  dermatologist  and  As- 
sistant Clinical  Professor  at  the 
University  of  Louisville  and 
University  of  Kentucky  medical 
schools.  He  received  his  M.D. 
degree  from  the  University  of 
j Louisville  in  1953  and  his  M.Sc. 

degree  in  dermatology  from  the 
University  of  Minnesota  in 
5*|  1960.  Doctor  Scheen  is  a mem- 

. ■ , *3  her  of  the  KMA  Judicial  Coun- 
cil and  has  been  most  active  in 
ervice  to  KMA.  He  is  a member  of  the  American 
Vcademy  of  Dermatology  and  the  Alumni  Association 
if  the  Mayo  Foundation. 


TREASURER 

Keith  P.  Smith,  M.D.,  Corbin 

Doctor  Smith,  a general  surgeon,  has  been  Treasurer 
of  the  Association  since  1963.  He  is  a former  KMA 
Vice-President,  Chairman  of  the 
Board  of  Trustees,  and  a Trus- 
tee from  the  15th  District  from 
1957-63.  A 1936  graduate  of 
the  University  of  Louisville 
School  of  Medicine,  Doctor 
Smith  is  an  active  member  of 
the  Kentucky  Academy  of 
Family  Physicians,  having 
served  as  a former  Academy 
President  and  Vice-President. 
He  belongs  to  the  American  Academy  of  Family 
Physicians,  the  Southern  Surgical  Association,  and 
the  Kentucky  Obstetrical  and  Gynecologic  Society. 
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Officers  of  the  House  of  Delegates 


SPEAKER 

Richard  F.  Greathouse,  M.D.,  Louisville 


VICE-SPEAKER 

Carl  Cooper  Jr.,  M.D.,  Bedford 


Doctor  Greathouse  has  served  as  Speaker  of  the 
KMA  House  of  Delegates  for  eight  years.  A pedia- 
trician, he  is  a former  KMA 
Vice-Speaker  and  former  dele- 
gate from  the  Jefferson  County 
Medical  Society.  Always  in- 
terested in  civic  affairs.  Doctor 
Greathouse  was,  in  1973,  elect- 
ed to  a four-year  term  as  Coro- 
ner in  Jefferson  County.  He 
graduated  from  the  University 
of  Louisville  School  of  Medi- 
cine in  1951  and  is  Associate 
Professor  of  Pediatrics  at  U of  L.  A past  Secretary- 
Treasurer  of  KEMPAC,  Doctor  Greathouse  was  Vice- 
Chairman  of  the  Kentucky  Chapter,  American  Acad- 
emy of  Pediatrics. 


A former  KMA  Vice-President  and  Alternate 

Delegate  to  AMA,  Doctor  Cooper  serves  now  as 

Chairman  of  the  KEMPAC 
Board  of  Directors.  A family 
practitioner  in  Bedford  since 

1953,  he  -is  a 1952  graduate  of 
the  University  of  Louisville 

School  of  Medicine.  He  former- 
ly served  as  Vice-President  and 
Director  of  the  Kentucky  Acad- 
emy of  Family  Physicians  and 
received  the  KAFP  “Citizen 
Doctor  of  the  Year”  Award  in 
1970.  Doctor  Cooper  is  a Fellow  of  the  American 
Academy  of  Family  Physicians  and  an  active  partici- 
pant in  numerous  civic  organizations. 


AMA  Delegates 

J.  Thomas  Giannini,  M.D.,  Louisville 

Having  served  as  Delegate  or  Alternate  Delegate 
to  AMA  since  1963,  Doctor  Giannini  is  the  Senior 
AMA  Delegate  from  Kentucky. 
He  graduated  from  the  Univer- 
sity of  Louisville  School  of 
Medicine  in  1938  and  served  in 
the  U.S.  Navy  Medical  Corps. 
Doctor  Giannini  previously 
served  as  Chairman  of  the 
KMA  Scientific  Exhibits  Com- 
mittee and  as  a delegate  from 
the  Jefferson  County  Medical 
Society.  He  is  currently  the  Sec- 
retary-Treasurer of  the  Kentucky  Society  for  Plastic 
and  Reconstructive  Surgery  and  serves  on  the  Board 
of  the  Kentucky  Blue  Cross  Hospital  Plan,  Inc. 


John  C.  Quertermous,  M.D.,  Murray 

President  of  KMA  from  1970-71,  Doctor  Querter- 
mous formerly  served  as  Delegate  to  AMA  from 
1963-69.  He  is  a former  Chair- 
man of  the  Board  of  Directors 
of  KEMPAC  and  served  for 
several  years  as  Chairman  for 
National  Affairs  of  the  KMA 
Committee  on  Legislative  Ac- 
tivities. A 1942  graduate  of  the 
University  of  Louisville,  Doctor 
Quertermous  has  practiced  in- 
ternal medicine  in  Murray  since 
1950.  Besides  his  enthusiastic 
participation  in  Association  affairs.  Doctor  Querter- 
mous has  also  served  on  the  Governor’s  Citizens  Com- 
mittee on  the  Problems  of  Aging. 


David  B.  Stevens,  M.D.,  Lexington 


K;: 


Doctor  Stevens,  an  orthopedic  surgeon,  was  electee 
as  Delegate  to  AMA  in  1971,  having  served  as  ai 
Alternate  Delegate  since  1 965 
He  is  a member  of  the  AM/ 
Committee  on  Quackery  and  i 
a former  chairman  of  the  KM/ 
Committee  on  Cults.  A pat 
President  of  the  Fayette  Count 
Medical  Society  and  the  Ker 
tucky  Orthopaedic  Society,  Dot 
tor  Stevens  is  Assistant  Clinic: 
Professor  of  Surgery  at  the  Un 
versity  of  Kentucky  College  ( 
Medicine.  He  graduated  from  Northwestern  Universil 
Medical  School  in  1955,  and  is  currently  a membt 
of  the  American  Academy  of  Orthopaedic  Surgeons. 
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Journal  Editors 


EDITOR 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville 


ASSOCIATE  EDITOR 
Henry  B.  Asman,  M.D.,  Louisville 


Now  in  his  fourth  year  as  Editor  of  The  Journal, 
Doctor  Hume  previously  served  as  Assistant  Editor 
from  1967-70.  A past  President 
of  the  Jefferson  County  Medical 
Society,  he  now  serves  as  a 
member  of  the  KMA  Commit- 
tee on  Public  Relations  and  as 
a member  of  the  Board  of  Di- 
rectors of  the  Kentucky  Foun- 
dation for  Medical  Care.  Doc- 
tor Hume,  a general  surgeon, 
is  a 1949  graduate  of  Harvard 
Medical  School  and  is  currently 
Associate  Clinical  Professor  of  Surgery  at  the  Uni- 
versity of  Louisville  School  of  Medicine. 


Doctor  Asman,  who  has  served  KMA  in  many  ca- 
pacities, has  been  Associate  Editor  since  1970.  He  was 
KMA  President  during  1968-69 

Hand  has  also  served  as  Vice- 
President  (1961)  and  Secretary 
(1963-67)  of  the  Association. 
Doctor  Asman  was  the  first 
President  of  the  Kentucky 
Foundation  for  Medical  Care 
and  is  currently  Director  of 
Medical  Services  for  Kentucky 
Blue  Cross  and  Blue  Shield.  A 
1936  graduate  of  the  U of  L 
School  of  Medicine,  he  has  served  on  the  Board  of 
the  Kentucky  Chamber  of  Commerce. 


ASSISTANT  EDITOR 
A.  Evan  Overstreet,  M.D.,  Louisville 

Serving  as  Assistant  Editor  of  The  Journal  since 
1972,  Doctor  Overstreet  practices  internal  medicine 
in  Louisville.  An  active  partici- 
pant in  the  activities  of  the  Jef- 
ferson County  Medical  Society, 
Doctor  Overstreet  is  a member 
of  its  Grievance  Committee.  He 
graduated  from  the  University 
fP  vjjK* ' .4IH  of  Louisville  School  of  Medi- 
cine  in  1955  and  belongs  to  the 
American  Society  of  Internal 
Medicine,  the  American  College 
of  Physicians,  and  the  Transyl- 
Ivania  Medical  Society. 


SCIENTIFIC  EDITOR 
Charles  C.  Smith,  Jr.,  M.D.,  Louisville 

Doctor  Smith,  who  has  served  as  Scientific  Editor 
of  The  Journal  for  seven  years,  was  recently  chosen 
as  President-Elect  of  the  Jeffer- 
son County  Medical  Society.  He 
has  practiced  internal  medicine 
in  Louisville  since  1962  and  is 
Assistant  Clinical  Professor  of 
Medicine  at  the  University  of 
Louisville  School  of  Medicine. 
A 1955  graduate  of  U of  L,  he 
is  a Fellow  of  the  American 
College  of  Physicians. 


New  Trustees 


John  P.  Stewart,  M.D.,  Frankfort 


Elected  as  Trustee  from  the  Seventh  District,  Doctor 
Stewart  is  an  Assistant  Visiting  Radiologist  at  the 
Jniversity  of  Kentucky  College  of  Medicine.  He  is 
i past  President  of  the  Franklin  County  Medical 
Society  and  is  a former  member  of  the  Board  of 
directors  of  KEMPAC.  A 1952  graduate  of  the  Uni- 
ersity  of  Pennsylvania,  Doctor  Stewart  is  a member 
>f  the  American  Board  of  Radiology  and  the  Ameri- 
an  College  of  Radiology. 


James  L.  Ferrell,  M.D.,  Paris 

Doctor  Ferrell  now  serves  as  Trustee  from  the 
4inth  KMA  District.  A 1951  graduate  of  the  Medical 
ollege  of  Virginia,  he  is  a past  President  of  the 


Bourbon  County  Medical  Society.  A Diplomate  and 
Fellow  of  the  American  Board  of  Family  Practice, 
. Doctor  Ferrell  serves  on  the  Board  of  Nursing  Home 
Administrators  of  Kentucky  and  is  on  the  staff  of 
Bourbon  County  Hospital. 


R.  Eugene  Bowling,  M.D.,  Richmond 

Serving  as  Eleventh  District  Trustee,  Doctor  Bowl- 
ing is  a 1955  graduate  of  Tulane  University.  He  is 
Chairman  of  the  Madison  County  Board  of  Health 
and  is  a past  President  of  the  Madison  County  Medi- 
cal Society.  A member  and  district  director  of  the 
Kentucky  Academy  of  Family  Physicians,  Doctor 
Bowling  is  a Diplomate  of  the  American  Board  of 
Family  Practice. 
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KMA  DELEGATES 


ADAIR 

James  C.  Salato,  Columbia 

ALLEN 

Earl  P.  Oliver,  Scottsville 

ANDERSON 

H.  Boyd  Caudill,  Lawrenceburg 

BALLARD 

BARREN 

Daryl  P.  Harvey,  Glasgow 

BATH 

Robin  A.  Byron,  Owingsville 

BELL 

Francis  Forde,  Middlesboro 
Emanuel  H.  Rader,  Pineville 

BOONE 

William  R.  Yates,  Hebron 

BOURBON 

Harry  L.  Galloway,  Paris 

BOYD 

J.  E.  Moore,  Ashland 
Garner  E.  Robinson,  Ashland 

BOYLE 

John  M.  Baird,  Danville 

BRACKEN 

James  M.  Stevenson, 

Brooksville 

BREATHITT 

Robert  E.  Cornett,  Jackson 

BRECKINRIDGE 

William  D.  Hatfield,  Irvington 

BULLITT 

James  W.  Roney, 

Lebanon  Junction 

BUTLER 

Richard  T.  Wan,  Morgantown 

CALLOWAY 

R.  Gary  Marquardt,  Murray 

CAMPBELL-KENTON 

Joseph  G.  Braun, 

Highland  Heights 
Charles  D.  Eversole, 

Ft.  Mitchell 

Robert  K.  Johnson,  Covington 
Robert  E.  Smith,  Covington 
John  R.  Stevie,  Erlanger 
Terry  C.  Sutkamp,  Bellevue 

CARLISLE 

T.  T.  Brackin,  Jr.,  Bardwell 

CARROLL 

Cecil  Martin,  Carrollton 

CARTER 

CASEY 

Carnett  J.  Sweeney,  Liberty 


CLARK 

CLAY 

W.  E.  Becknell,  Manchester 

CLINTON 

Floyd  B.  Hay,  Albany 

CRITTENDEN 

R.  M.  Brandon,  Marion 

CUMBERLAND 

Joseph  Schickel,  Burkesville 

DAVIESS 

James  H.  Callis,  Owensboro 
Glen  Richards,  Owensboro 
Marilyn  M.  Sanders, 

Owensboro 

EDMONSON 

Sidney  E.  Farmer,  Brownsville 

ELLIOTT 

ESTILL 

FAYETTE 

John  F.  Berry,  Jr.,  Lexington 
Leslie  W.  Blakey,  Lexington 

M.  Cary  Blaydes,  Lexington 
Peter  P.  Bosomworth, 

Lexington 

T.  R.  Bryant,  Jr.,  Lexington 
Colby  N.  Cowherd,  Lexington 
Glenn  U.  Dorroh,  Lexington 
Richard  D.  Floyd,  Lexington 
Ward  O.  Griffen,  Jr., 

Lexington 

Richard  F.  Hench,  Lexington 
C.  Nicholas  Kavanaugh, 
Lexington 

Richard  B.  McElvein, 

Lexington 

Carl  H.  Scott,  Lexington 
John  E.  Trevey,  Lexington 
James  G.  Wilhite,  Lexington 

FLEMING 

Robert  W.  Fidler,  Flemingsburg 

FLOYD 

N.  Roger  Jurich,  Prestonsburg 

FRANKLIN 

J.  Myron  Lord,  Frankfort 

FULTON 

G.  F.  Bushart,  Fulton 

GALLATIN 

John  D.  Fielding,  Jr.,  Warsaw 

GARRARD 

O.  S.  Playforth,  Lancaster 

GRANT 

Laurence  M.  Quill, 
Williamstown 

GRAVES 

C.  Douglas  LeNeave,  Mayfield 


GRAYSON 

Victor  F.  Duvall,  Clarkson 

GREEN 

William  L.  Shuffett,  Greensburg 

GREENUP 

HANCOCK 

HARDIN 

Terrell  D.  Mays,  Elizabethtown 

HARLAN 

R.  Smith  Howard,  Harlan 
Loyal  K.  Wilson,  Harlan 

HARRISON 

Don  R.  Stephens,  Cynthiana 

HART 

Keene  M.  Hill,  Horse  Cave 

HENDERSON 

Kenneth  M.  Eblen,  Henderson 

HICKMAN 

C.  J.  Mills,  Clinton 

HOPKINS 

Wallace  R.  Alexander, 
Madisonville 

James  G.  Gulley,  Madisonville 

JACKSON 

Donald  L.  Peterson,  McKee 

JEFFERSON 

John  D.  Allen,  Jr.,  Louisville 
James  R.  Barnes,  Louisville 
David  H.  Bizot,  Louisville 
William  H.  Bizot,  Louisville 
Alan  M.  Bornstein,  Louisville 
McHenry  S.  Brewer,  Louisville 
Glenn  W.  Bryant,  Louisville 
Peter  C.  Campbell,  Jr., 

Louisville 

W.  Neville  Caudill,  Louisville 
Samuel  H.  Cheng,  Louisville 
Alvin  M.  Churney,  Louisville 
Charles  E.  Dobbs,  Louisville 
John  H.  Doyle,  Louisville 
Rudy  J.  Ellis,  Louisville 
Darius  Ghazi,  Louisville 
Leonard  A.  Goddy,  Louisville 
Edward  M.  Haick,  Louisville 
Harold  D.  Haller,  Sr., 

Louisville 

R.  Brooks  Howard,  Louisville 
Arthur  H.  Keeney,  Louisville 
Robert  L.  McClendon, 

Louisville 

Clyde  T.  Moore,  Fern  Creek 
Charles  R.  Oberst,  Louisville 
William  J.  Oliver,  Louisville 
C.  Kenneth  Peters, 

Jeffersontown 
Anne  C.  D.  Richman, 

Louisville 

R.  Parnell  Rollings,  Louisville 
W.  Fielding  Rubel,  Louisville 
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Robert  P.  Schiavone,  Louisville 
Robert  M.  Senese,  Louisville 
Charles  B.  Severs, 

Valley  Station 
David  C.  Shipp,  Louisville 
David  L.  Stewart,  Louisville 
Walter  L.  Thompson,  Louisville 
Lloyd  G.  Yopp,  Louisville 

JESSAMINE 

J.  Sankey  Williams, 
Nicholasville 

JOHNSON 

Franklin  K.  Belhasen, 

Paintsville 

KNOTT 

Gene  T.  Watts,  Hindman 

KNOX 

Rofino  F.  Crisostomo, 
Barbourville 

LARUE 

LAUREL 

LAWRENCE 

A.  B.  Richards,  Louisa 

LEE 

Arnold  L.  Taulbee,  Booneville 

LESLIE 

LETCHER 

LEWIS 

LINCOLN 

LIVINGSTON 

Stephen  Burkhart,  Salem 

LOGAN 

C.  V.  Dodson,  Russellville 

LYON 

M.  H.  Moseley,  Eddyville 

MADISON 

Don  F.  Cloys,  Richmond 
John  D.  Steen,  Richmond 

MAGOFFIN 

MARION 

MARSHALL 

Keith  E.  Ellis,  Benton 

MARTIN 

Raymond  Wells,  Inez 

MASON 


McCRACKEN 

Charles  J.  Bohle,  Paducah 
Wally  O.  Montgomery, 

Paducah 

James  C.  Seabury,  Paducah 

McCreary 

McLEAN 

E.  S.  Coleman,  Sacramento 

MEADE 

MENIFEE 

MERCER 

E.  H.  John,  Harrodsburg 

METCALFE 

L.  P.  Emberton,  Edmonton 

MONROE 

James  E.  Carter,  Tompkinsville 

MONTGOMERY 

William  McKenna,  Mt.  Sterling 

MORGAN 

George  R.  Bellamy, 

West  Liberty 

NELSON 

James  M.  Millen,  Bardstown 

NICHOLAS 

Andrew  R.  Hamon,  Carlisle 

OHIO 

Robert  E.  Norsworthy,  Hartford 

OWEN 

Maurice  Bowling,  Owenton 

OWSLEY 

Mildred  B.  Gabbard, 

Booneville 

PENDLETON 

Robert  L.  McKenney, 

Falmouth 

PENNYRILE  MULTI-COUNTY 

Caldwell:  N.  H.  Talley, 
Princeton 

Christian:  Frank  R.  Pitzer, 
Hopkinsville 
Carl  Caplinger, 

Hopkinsville 

Muhlenberg:  Gary  Givens, 
Central  City 

Todd:  Henry  R.  Bell,  Elkton 
Trigg:  William  N.  Richardson, 
Cadiz 

PERRY 

Keith  W.  Cameron,  Ary 


PIKE 

Max  P.  Jones,  Pikeville 
James  B.  Zimmerman, 

Pikeville 

POWELL 

Charles  Noss,  Stanton 

PULASKI 

J.  Roy  Biggs,  Somerset 
Danny  M.  Clark,  Somerset 

ROBERTSON 

ROCKCASTLE 

ROWAN 

Patrick  J.  Serey,  Morehead 

RUSSELL 

James  E.  Monin,  Jamestown 

SCOTT 

R.  Kendall  Brown,  Georgetown 

SHELBY-HENRY-OLDHAM 

Willis  P.  McKee,  Shelbyville 
Wyatt  Norvell,  New  Castle 

SIMPSON 

L.  F.  Beasley,  Franklin 

SPENCER 

William  K.  Skaggs, 

Taylorsville 

TAYLOR 

TRIMBLE 

Carl  Cooper,  Bedford 

UNION 

Wallas  N.  Bell,  Sturgis 

WARREN 

Keith  M.  Coverdale, 

Bowling  Green 

Nelson  B.  Rue,  Bowling  Green 
Gerald  E.  Sullivan, 

Bowling  Green 

WASHINGTON 

WAYNE 

WEBSTER 

WHITLEY 

R.  D.  Pitman,  Williamsburg 

WOLFE 

Paul  F.  Maddox,  Campton 

Ht 

WOODFORD 

William  J.  Graul,  Versailles 


MAKE  YOUR  RESERVATIONS  NOW 

It  is  important  that  you  begin  making  your  room 
reservations  as  soon  as  possible  for  the  KMA  An- 
nual Meeting,  September  24-26.  The  Ramada  Inn 
at  1-64  and  Hurstbourne  Lane  will  be  the  Head- 
quarters Hotel,  however  there  are  several  other 
accommodations  within  easy  reach  of  Ramada  Inn 
and  the  Bluegrass  Convention  Center. 


REGISTRATION  INFORMATION 

A registration  booth  will  be  located  in  the  Tech- 
nical Exhibit  Hall  of  the  Bluegrass  Convention 
Center  throughout  the  Annual  Meeting.  The  booth 
will  open  at  8:00  a.m.,  Tuesday,  Wednesday,  and 
Thursday,  September  24-26. 

Please  register  and  wear  your  badge  at  all  times 
while  attending  the  meeting. 


b- 

Hi 

Ir, 

bii 

fcni 
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Reference  Committee  Activity 


Speaker  Richard  F.  Greathouse,  M.D.,  Louisville,  will  assign  all  officers’  and  committees’  reports  and 
resolutions  to  one  of  six  reference  committees  at  the  first  meeting  of  the  KMA  House  of  Delegates  at  9 
a.m.,  Monday,  September  23.  Briefing  sessions  for  reference  committee  chairmen  will  be  held  at  12:30  p.m., 
Monday,  in  the  Majestic  Room,  Bluegrass  Convention  Center.  Any  KMA  member  wishing  to  testify  on  any 
resolution  or  report  is  urged  to  be  present  for  the  reference  committee  meetings  which  will  be  held  at  2 p.m., 
Monday,  September  23,  at  Bluegrass  Convention  Center.  These  open  sessions  will  last  one  hour  in  order  for 
all  who  wish  to  speak  to  be  heard.  Following  the  open  hearings,  the  committees  will  go  into  executive  sessions 
to  study  the  reports,  review  the  testimony,  and  write  their  reports  to  the  House. 

The  committees’  recommendations  will  be  presented  at  the  final  session  of  the  House,  Wednesday  night, 
September  25,  in  the  Bluegrass  Convention  Center.  Listed  below  are  the  reference  committees  appointed  by 
Doctor  Greathouse  to  serve  during  the  1974  session. 


1974  Reference  Committee  Appointments 


REFERENCE  COMMITTEE  NO.  1 

Island  Queen  and  Idlewild  Rooms 

Glenn  W.  Bryant,  M.D.,  Louisville,  Chairman 
Peter  P.  Bosomworth,  M.D.,  Lexington 
C.  Douglas  LeNeave,  M.D.,  Mayfield 
Don  E.  Cloys,  M.D.,  Richmond 


REFERENCE  COMMITTEE  NO.  2 

Cincinnati  Room 

Richard  F.  Hench,  M.D.,  Lexington,  Chairman 
Henry  R.  Bell,  M.D.,  Elkton 
Arthur  H.  Keeney,  M.D.,  Louisville 
Nelson  B.  Rue,  M.D.,  Bowling  Green 
Don  R.  Stephens,  M.D.,  Cynthiana 


REFERENCE  COMMITTEE  NO.  3 

Eclipse  Room 

Raymond  D.  Wells,  M.D.,  Inez,  Chairman 
R.  Kendall  Brown,  M.D.,  Georgetown 
Terrell  D.  Mays,  M.D.,  Elizabethtown 
Earl  P.  Oliver,  M.D.,  Scottsville 
Marilyn  M.  Sanders,  M.D.,  Owensboro 
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REFERENCE  COMMITTEE  NO.  4 

Grand  Republic  Room 

McHenry  S.  Brewer,  M.D.,  Louisville,  Chairman 

Richard  B.  McElvein,  M.D.,  Lexington 

W.  N.  Richardson,  M.D.,  Cadiz 

Jerry  C.  Sutkamp,  M.D.,  Bellevue 

James  B.  Zimmerman,  M.D.,  Pikeville 


REFERENCE  COMMITTEE  NO.  5 

Delta  Queen  Room 

N.  H.  Talley,  M.D.,  Princeton,  Chairman 
Danny  M.  Clark,  M.D.,  Somerset 
Emanuel  H.  Rader,  M.D.,  Pineville 
R.  Parnell  Rollings,  M.D.,  Louisville 
William  R.  Yates,  M.D.,  Hebron 


REFERENCE  COMMITTEE  NO.  6 

Natchez  Room 

Wally  O.  Montgomery,  M.D.,  Paducah,  Chairman 
C.  Nicholas  Kavanaugh,  M.D.,  Lexington 
Wyatt  Norvell,  M.D.,  New  Castle 
Garner  E.  Robinson,  M.D.,  Ashland 
David  L.  Stewart,  M.D.,  Louisville 
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OFFICIAL  CALL  be  open  in  the  Technical  Exhibit  Hall  of  Bluegrass 

Convention  Center  from  8:00  a.m.  to  5:00  p.m., 
KMA  Annual  Meeting  Tuesday,  Wednesday  and  Thursday,  September  24-26. 


To  the  officers  and  members  of  the  component 
county  medical  societies  of  the  Kentucky  Medical 
Association. 


Meeting  Place 

The  Annual  Meeting  of  KMA  will  convene  on 
Tuesday,  Wednesday  and  Thursday,  September  24, 
25  and  26,  at  the  Bluegrass  Convention  Center, 
Louisville.  The  first  general  session  will  be  called 
to  order  at  8:50  a.m.,  Tuesday. 

The  House  of  Delegates 

The  first  regular  session  of  the  House  of  Delegates 
will  convene  at  9:00  a.m.,  Monday,  September  23,  in 
the  Jeffersonian  Room  of  Ramada  Inn.  The  second 
regular  business  session  will  begin  at  7:00  p.m., 
Wednesday,  September  25,  in  the  Banquet  Area  at 
Bluegrass  Convention  Center. 


Registration 

The  registration  desk  will  open  outside  the  Jef- 
fersonian Room  of  Ramada  Inn  at  8:00  a.m.,  Mon- 
day, September  23  and  at  6:00  p.m.,  Wednesday, 
September  25  in  Bluegrass  Convention  Center.  It  will 


House  to  Elect  New  Officers 
During  Annual  Meeting 

KMA  officers  for  the  1974-75  Associational  year 
will  be  elected  by  the  House  of  Delegates  at  the 
close  of  its  final  session  Wednesday  evening,  Sep- 
tember 25.  Officers  to  be  selected  this  year  are: 


President-Elect 
Vice-President 
Speaker,  House 
of  Delegates 
Vice  Speaker, 
House  of 
Delegates 
Delegate  to 
AMA 
Alternate 
Delegate 
^Incumbent 


(Eastern  District)  One  Year 

(Central  District)  One  Year 

*(Richard  F.  Three  Years 

Greathouse,  Louisville) 

*(Carl  Cooper,  Jr.,  Three  Years 

Bedford) 

*(J.  Thomas  Giannini,  Two  Years 

Louisville) 

*(Charles  G.  Bryant,  Two  Years 

Louisville) 


The  AMA  Delegate  and  Alternate  from  KMA  are 
to  be  elected  for  two  year  terms,  from  January  1, 
1975,  to  December  31,  1976. 


ELECTIONS 


Election  of  Trustees  and  Alternate  Trustees 

The  House  of  Delegates  will  elect  five  district  trustees  and  six  alternate  trustees  at  its  second  regular 
session,  Wednesday,  September  25.  Nominations  will  be  made  by  the  delegates  from  the  electing  districts 
at  a meeting  following  the  first  session  of  the  House  on  Monday,  September  23. 

The  Nominating  Committee  will  report  at  the  close  of  the  first  scientific  session  on  Tuesday,  September  24. 
Further  nominations  may  be  made  from  the  floor  at  the  final  session  of  the  House  on  Wednesday  evening, 
September  25.  All  nominations  are  considered  and  acted  upon  by  the  delegates  at  this  final  session. 

Districts  electing  trustees  for  three-year  terms  are:  FIRST  DISTRICT  (incumbent,  W.  Eugene  Sloan,  M.D., 
Paducah);  THIRD  DISTRICT  (incumbent,  Ralph  L.  Cash,  M.D.,  Princeton);  FOURTH  DISTRICT  (incum- 
bent, W.  Bruce  Hamilton,  M.D.,  Shepherdsville);  TWELFTH  DISTRICT  (incumbent,  Robert  N.  McLeod, 
M.D.,  Somerset);  FOURTEENTH  DISTRICT  (incumbent,  Ballard  W.  Cassady,  M.D.,  Pikeville). 

Districts  electing  alternate  trustees  are  the  same  as  those  electing  trustees.  Incumbents  are  Keith  E.  Ellis, 
M.D.,  Benton  (1st);  Edwin  R.  Davis,  M.D.,  Hopkinsville  (3rd);  Emmett  W.  Wood,  M.D.,  Bardstown  (4th); 
Paul  J.  Sides,  M.D.,  Lancaster  (12th);  and  J.  D.  Fraim,  M.D.,  Paintsville  (14th).  In  addition,  an  alternate 
trustee  must  be  elected  from  the  10th  District  to  fill  the  unexpired  term  of  the  late  Irving  Kanner,  M.D. 
of  Lexington  (two-year  term). 

Trustees  and  alternate  trustees  of  the  1st  and  3rd  Districts  are  eligible  for  re-election,  while  the  trustees 
and  alternates  of  the  4th  and  12th  Districts  have  served  two  full  terms  and  are  not  eligible  for  re-election.  In 
the  14th  District,  the  trustee  is  not  eligible  for  re-election,  but  the  alternate  trustee  is  eligible. 
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Special  Features  — 1974  Annual  Meeting 


Bluegrass  Convention  Center 


Ramada  Inn 


THE  SCIENTIFIC  PROGRAM,  September  24,  25  and  26,  will  feature  many  timely  medical  topics  and  na- 
t tionally  recognized  speakers.  All  general  sessions  will  be  held  at  the  Bluegrass  Convention  Center,  located  at  1-64 
and  Hurstbourne  Lane  behind  the  Ramada  Inn  in  Louisville.  Themes  for  these  sessions  include  “The  Sexes,”  “Hy- 
pertension,” “Fetal  and  Neonatal  Health,”  and  “Food  Facts  and  Fads.” 

EIGHTEEN  SPECIALTY  GROUPS  will  be  meeting  during  the  Annual  Meeting  on  the  afternoons  of  Septem- 
ber 24  and  26.  Meetings  will  begin  at  1:30  p.m.  this  year  and  will  be  held  in  the  Bluegrass  Convention  Center, 
All  KMA  members  are  invited  to  attend  any  of  the  specialty  group  meetings.  The  Kentucky  Chapter,  American 
. College  of  Emergency  Physicians  will,  for  the  first  time,  hold  its  meeting  during  the  KMA  Annual  Meeting. 

THE  HOUSE  OF  DELEGATES,  top  policy-making  body  of  the  Association,  will  meet  twice  during  this  year’s 
i Annual  Meeting.  The  first  session  of  the  House  will  be  held  at  9 a.m.,  Monday,  September  23,  in  the  Jeffersonian 
Room  at  Ramada  Inn.  The  House  will  hold  its  second  session  in  the  Bluegrass  Convention  Center  on  Wednes- 
day, September  25,  at  7 p.m.  New  KMA  officers  will  be  elected  at  the  final  session. 

THE  PRESIDENT’S  LUNCHEON  on  Wednesday,  September  25  at  11:50  a.m.  will  feature  Lieutenant  Governor 
Julian  M.  Carroll  as  guest  speaker.  The  Luncheon  will  be  held  in  the  Banquet  Area  of  the  Bluegrass  Convention 
Center.  KMA’s  top  awards  will  be  presented  at  this  time,  as  well  as  the  installation  of  the  1974-75  KMA  Presi- 
dent,  Hoyt  D.  Gardner,  M.D. 

SCIENTIFIC  AND  TECHNICAL  EXHIBITS  will  be  on  display  at  Bluegrass  Convention  Center  and  will  fea- 
ture a variety  of  medical  products,  services,  and  techniques.  Members  and  guests  will  have  the  opportunity  to 
gain  the  latest  information  about  recent  advances  in  many  med  ical  fields.  Thirty-minute  intermissions  are  sched- 
: uled  during  each  general  and  specialty  group  session. 

ALUMNI  REUNIONS  for  five-year  classes  of  the  University  of  Louisville  School  of  Medicine  are  planned.  In- 
formation regarding  these  reunions  may  be  obtained  at  the  registration  desk  during  the  Annual  Meeting. 

THE  WOMAN’S  AUXILIARY  TO  KMA  will  holds  its  52nd  Annual  Convention,  September  23,  24  and  25  at 
Ramada  Inn.  Business  sessions  and  special  entertainment  have  been  planned. 


Emergency  Messages  Transferred  Through  49T1929  at  Meeting 


A Message  Center  will  be  set  up  for  incoming 
calls  during  the  Annual  Meeting  where  you  may  be 
reached  in  case  of  an  emergency  or  for  routine  mes- 
sages. The  number  is  (502)  491-1929. 

Located  in  the  center  of  the  Technical  Exhibit  Hall 
(Booth  No.  48)  at  the  Bluegrass  Convention  Center, 
it  will  be  staffed  at  all  times  during  the  meeting.  Due 
to  the  arrangement  of  facilities  for  the  meeting,  pag- 
ing of  individuals  will  not  be  possible. 

Only  emergency  calls  will  be  posted  on  blackboards 
in  the  entrance  lobby  of  the  Convention  Center  and 
in  the  Scientific  Assembly  Hall.  All  other  messages 
will  be  kept  on  file  at  the  Message  Center  until  you 


call  for  them;  so  please  check  there  often  for  any 
messages.  Other  physicians  can  be  located  by  leaving 
a message  at  the  Message  Center  for  them. 

The  phone  number  at  the  Headquarters  Hotel,  Ra- 
mada Inn,  is  (502)  491-4830.  You  may  be  reached 
during  the  meetings  of  the  House  of  Delegates  by 
calling  that  number.  Your  name  will  be  posted  on  a 
blackboard  in  the  front  of  the  room  when  you  re- 
ceive a call. 

You  are  urged  to  make  use  of  the  Message  Center. 
Be  sure  to  leave  these  numbers  at  your  home,  office, 
and  hospital. 
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TWELFTH  KEMPAC  POLITICAL  SEMINAR 
AND  BANQUET 

to  be  held 

Monday,  September  23,  1974 
6:00  p.m.,  CDT 
Belle  Hall 

Bluegrass  Convention  Center 

**************** 

Carl  Cooper,  M.D.,  KEMPAC  Board  Chairman, 
urges  you  to  get  your  tickets  early.  Tickets  are 
$12.50  per  person;  checks  should  be  made  payable 
to  KEMPAC.  Send  reservations  to  KEMPAC, 
3532  Ephraim  McDowell  Drive,  Louisville,  Ken- 
tucky 40205. 


Nominating  Committee  to  Meet 
Monday,  September  23 

An  open  meeting  of  the  KMA  Nominating  Com- 
mittee will  be  held  following  the  close  of  the  first 
session  of  the  House  of  Delegates,  Monday,  Septem- 
ber 23,  in  the  Jeffersonian  Rooms  of  the  Ramada 
Inn. 

Any  KMA  member  has  the  privilege  of  conferring 
with  the  Committee  during  this  meeting.  Final  rec- 
ommendations of  the  Committee  will  be  reported  at 
the  end  of  the  first  scientific  session,  Tuesday  morn- 
ing, September  24. 

Nominations  may  be  made  from  the  floor  during 
the  second  meeting  of  the  House  of  Delegates,  Wed- 
nesday evening,  September  25.  The  House  will  vote 
on  the  nominees  at  the  close  of  this  session. 

Members  of  the  Nominating  Committee,  chaired 
by  Wyatt  Norvell,  M.D.,  New  Castle,  are:  Leslie  W. 
Blakey,  M.D.,  Lexington;  W.  Neville  Caudill,  M.D., 
Louisville;  Peter  P.  Bosomworth,  M.D.,  Lexington; 
and  James  B.  Tolliver,  M.D.,  Whitesburg. 


MESSAGE  CENTER 
491-1929 

You  may  be  reached  through  this  number  at  the 
Bluegrass  Convention  Center  during  the  KMA 
Annual  Meeting,  September  24-26. 


KMGA  Schedules  Golf  Tournament  For  September  26 


The  Kentucky  Medical  Golf  Association  will  hold 
its  annual  fall  tournament  on  Thursday,  September 
26  at  the  Hurstbourne  Country  Club  in  Louisville. 

Members  of  KMGA  may  tee  off  anytime  on  that 
day.  A buffet  and  business  meeting  with  cash  bar 


will  be  held  at  the  Club  at  6 p.m.  on  September  26. 

Assessment  for  the  tournament  is  $20.00,  which 
includes  use  of  electric  golf  carts  on  the  day  of  the 
tournament  and  annual  dues  for  KMGA.  Any  physi- 
cian interested  in  joining  KMGA  and  playing  in  the 
fall  tournament  should  complete  the  following  form: 


MEMBERSHIP  APPLICATION 

To:  Kentucky  Medical  Golf  Association  Date 

Donald  L.  Ware,  M.D. 

750  Medical  Towers  South 
Louisville,  Kentucky  40202 

Gentlemen: 

Please  enroll  me  as  a member  of  KMGA.  Enclosed  is  my  check  in  the  amount  of  $20.00  to  cover  enrollment 
and  annual  dues  and  assessment  for  the  1974  Golf  Tournament.  (Make  check  payable  to  Kentucky  Medical 
Golf  Association.) 

Name  M.D.  Club  Affiliation  . 

Address  . , Current  Handicap 


Zip  Code 
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1974  Annual  Meeting  Program  Summary 

The  Kentucky  Medical  Association 

September  22,  23,  24,  25  and  26 

Bluegrass  Convention  Center/Ramada  Inn 
Louisville 


SUNDAY,  SEPTEMBER  22 

12:30  p.m.  Luncheon  Meeting,  KMA  Board  of  Trustees Grand  Republic  Room,  Convention  Center 


MONDAY,  SEPTEMBER  23 


9:00  a.m. 
12:30  p.m. 
2:00  p.m. 

6:00  p.m. 


First  Meeting,  KMA  House  of  Delegates Jeffersonian  Room,  Ramada  Inn 

Luncheon  for  Reference  Committee  Chairmen Majestic  Room,  Convention  Center 

Reference  Committee  Meetings  Island  Queen — Idlewild  Rooms,  Cincinnati  Room,  Eclipse  Room,  Grand 

Republic  Room,  Delta  Queen  Room,  Natchez  Room,  Convention  Center 

KEMPAC  Reception,  Banquet  and  Seminar  Banquet  Area,  Convention  Center 


TUESDAY,  SEPTEMBER  24 


8:00  a.m. 
8:50  a.m. 
9:00  a.m. 


Registration  Technical  Exhibit  Hall,  Convention  Center 

Opening  Ceremonies  Scientific  Assembly  Hall,  Convention  Center 

First  Scientific  Session  Scientific  Assembly  Hall,  Convention  Center 


12:00  noon 


Executive  Committee  and  Reference  Committee  Chairmen  Luncheon  and  Meeting 


Mark  Twain  Room, 
Ramada  Inn 


1:30  p.m.  Specialty  Group  Sessions,  Convention  Center  (Nine  Specialty  Group  Sessions  will  be  held  simultaneously 
at  this  time.  KMA  members  may  attend  any  of  these  meetings.  There  will  be  no  General  Session  at  this 
time.  See  scientific  program.) 

5:30  p.m.  Reception  honoring  Hoyt  D.  Gardner,  M.D.  and  Mrs.  Richard  McElvein  Poolside,  Ramada  Inn 


WEDNESDAY,  SEPTEMBER  25 


9:00  a.m. 
11:50  a.m. 
2:00  p.m. 
4:00  p.m. 
7:00  p.m. 


Second  Scientific  Session  

President's  Luncheon  

Third  Scientific  Session  

Board  of  Trustees  Meeting  and  Dinner  (6  p.m.) 
Meeting,  KMA  House  of  Delegates  


Scientific  Assembly  Hall,  Convention  Center 

Banquet  Area,  Convention  Center 

Scientific  Assembly  Hall,  Convention  Center 
. . Grand  Republic  Room,  Convention  Center 
Banquet  Area,  Convention  Center 


THURSDAY,  SEPTEMBER  26 


9:00  a.m. 
12:30  p.m. 
1 :30  p.m. 


Fourth  Scientific  Session Scientific  Assembly  Hall,  Convention  Center 

Board  of  Trustees  Luncheon  and  Meeting Majestic — New  Orleans  Room,  Convention  Center 

Specialty  Group  Sessions,  Convention  Center  (Nine  Specialty  Group  Sessions  will  be  held  simultaneously 
at  this  time.  KMA  members  may  attend  any  of  these  meetings.  No  General  Session  will  be  held.  See  scien- 
tific program.) 


A 30-minute  intermission  has  been  scheduled  during  each  morning 
and  afternoon  Scientific  Session  for  visiting 
Scientific  and  Technical  Exhibits 

( Full  Scientific  Program  starts  on  next  page) 
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The  Kentucky  Medical  Association 

SCIENTIFIC  PROGRAM 

J.  Q.  A.  Stewart  Memorial  Meeting 
Bluegrass  Convention  Center,  Louisville 


TUESDAY,  SEPTEMBER  24 
MORNING  SESSION 

General  Session 

Fred  C.  Rainey,  M.D.,  Elizabethtown 
KMA  President,  Presiding 

8:50  Opening  Ceremonies 

THEME:  “The  Sexes” 

9:00  “Life  Style  Options  and  the  Physician” 

Michael  J.  Daly,  Jr.,  M.D.,  Philadelphia,  Pa. 

9:30  “Sex  Today — The  Making  of  New  Myths" 

Homer  B.  Martin,  M.D.,  Louisville 

9:50  Intermission  to  Visit  Exhibits 

10:20  “Current  Concepts  in  Transexual  Surgery" 

John  E.  Hoopes,  M.D.,  Baltimore,  Md. 

10:40  “The  University  of  Minnesota  Transexual  Research 
Study” 

Colin  Markland,  M.D.,  Minneapolis,  Minn. 

1 1 :00  “Current  Concepts  in  Marital  Therapy” 

James  D.  McNeely,  M.D.,  Louisville 

1 1 :20  “Clinical  Significance  of  Skin  Lesions  in  the  Diag- 
nosis of  Gastrointestinal  Malignancies” 

Morris  H.  Samitz,  M.D.,  Philadelphia,  Pa. 


MICHAEL  J.  DALY,  JR.,  M.D. 
Philadelphia,  Pennsylvania 


Professor  of  Obstetrics  and 
Gynecology,  Temple  University 
Medical  Center.  M.D.,  1947, 

Temple  University.  National 
chairman,  Committee  on  Psycho- 
somatic Obstetrics  and  Gynecol- 
ogy, American  College  of  Ob- 
stetricians and  Gynecologists. 
Author  of  numerous  articles  and 
presentations  on  gynecologic 
oncology.  Member,  Association 
of  Professors  of  Gynecology  and 
Obstetrics. 


HOMER  B.  MARTIN,  M.D. 
Louisville,  Kentucky 


Private  practice  in  psychiatry, 
Louisville.  M.D.,  1951,  Univer- 
sity of  Louisville  School  of  Med- 
icine. Former  court  psychiatrist 
to  Baltimore  County,  Maryland. 
Member,  American  Psychiatric 
Association.  Member,  KMA  Ad 
Hoc  Committee  on  Mental 
Health-Mental  Retardation  Cen- 
ters. 
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TUESDAY,  SEPTEMBER  24 
AFTERNOON  SESSION 

Nine  Specialty  Group  Meetings 

(The  scientific  programs  of  nine  specialty  groups, 
beginning  at  1:30  p.m.,  will  feature  prominent  guest 
speakers  from  throughout  Kentucky  and  the  nation. 
All  KMA  members  are  invited  to  attend  the  specialty 
group  meetings  of  their  choice.  There  will  be  no 
General  Sessions  at  this  time.  All  meetings  will  be 
held  in  the  Bluegrass  Convention  Center,  with  the 
exception  of  the  Kentucky  Dermatological  Society, 
which  will  meet  at  Louisville  General  Hospital.) 


JOHNE.  HOOPES,  M.D. 
Baltimore,  Maryland 


Professor  of  Plastic  Surgery, 
Johns  Hopkins  University  School 
of  Medicine.  M.D.,  1957,  Johns 
Hopkins.  Member,  American  So- 
ciety of  Plastic  and  Reconstruc- 
tive Surgeons,  Plastic  Surgery 
Research  Council,  American  Burn 
Association,  American  Associa- 
tion of  Plastic  Surgeons,  Amer- 
ican Association  for  the  Surgery 
of  Trauma. 
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COLIN  MARKLAND,  M.D. 
Minneapolis,  Minnesota 


Professor  of  Urology,  Univers- 
ity of  Minnesota  Medical  School. 
M.D.,  1953,  Cambridge  Univer- 
sity Medical  School.  Editorial 
Board  member,  Urology  and 
Journal  of  Human  Reproduction. 
Fellow,  American  College  of 
Surgeons,  American  Academy  of 
Pediatrics.  Member,  European 
Dialysis  and  Transplantation  As- 
sociation, National  Urologic 
Forum,  American  Urological  As- 
sociation. 


JAMES  D.  McNEELY,  M.D. 
Louisville,  Kentucky 


Assistant  Professor  of  Psychi- 
atry, University  of  Louisville 
School  of  Medicine.  M.D.,  1965, 
University  of  Louisville.  Adjunct 
professor  of  psychiatric  informa- 
tion for  ministers  and  social 
workers,  Southern  Baptist  Theo- 
logical Seminary.  Clinical  Di- 
rector, Norton  Psychiatric  Clinic. 
Member,  American  Psychiatric 
Association,  Central  Neuropsy- 
chiatric Association. 


Kentucky  Society  of  Anesthesiologists 
Natchez  Room 

1 :30  “Electrical  Hazards  in  the  Operating  Room" 

Jerry  A.  Phelps,  M.D.,  Louisville 

2:00  “New  Physiologic  Knowledge  as  Applied  to  Ob- 
stetric Anesthesia" 

Gertie  F.  Marx,  M.D.,  Bronx,  N.Y. 

2:30  Intermission  to  Visit  Exhibits 

3:00  “Innovar  and  Dopram  for  Bronchoscopy" 

Joseph  E.  Schmidt,  M.D.,  Lexington 

3:30  Business  Meeting 


Kentucky  Chapter 

American  College  of  Chest  Physicians 
New  Orleans-lsland  Queen-ldlewild  Rooms 

1 :30  “Current  Treatment  of  Arterial  Hypertension" 

Donald  G.  Vidt,  M.D.,  Cleveland,  Ohio 
2:30  Intermission  to  Visit  Exhibits 
3:00  Fireside  Chats 

“New  Pulmonary  Function  Studies” 

David  P.  Nicholson,  M.D.,  Lexington 

“Cardiac  Arrhythmias” 

Nancy  C.  Flowers,  M.D.,  Louisville 

“Pulmonary  Tuberculosis  and  Fungus  Diseases" 

Paul  A.  Pichardo,  M.D.,  Paris 

“Arterial  Hypertension” 

Donald  G.  Vidt,  M.D.,  Cleveland,  Ohio 

“Pulmonary  Heart  Disease" 

Douglas  David,  M.D.,  Louisville 


MORRIS  H.  SAMITZ,  M.D. 
Philadelphia,  Pennsylvania 


Professor  of  Dermatology, 
University  of  Pennsylvania 
School  of  Medicine.  M.D.,  1933, 
Temple  University.  Chief,  Grad- 
uate Hospital  Department  of 
Dermatology  and  Syphilology, 
American  College  of  Physicians. 
Member,  American  Institute  of 
Biological  Sciences,  American 
Industrial  Hygiene  Association. 


DONALD  G.  VIDT,  M.D. 
Cleveland,  Ohio 


\\ledical  Association 


Head,  Clinical  Section  on 
Hypertension  and  Nephrology, 
Cleveland  Clinic  Foundation. 
M.D.,  1959,  Ohio  State  Uni- 
versity School  of  Medicine.  Vice- 
Chairman,  Division  of  Medicine 
and  Medical  Director,  Physicians 
Clinical  Assistant  Program  at 
Cleveland  Clinic  Foundation. 
Fellow,  American  College  of 
Physicians,  American  College  of 
Chest  Physicians,  American  Col- 
lege of  Cardiology. 
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Kentucky  Dermatological  Society 
General  Hospital 

2:00  Clinical  Case  Discussions 


Kentucky  Chapter, 

American  College  of  Emergency  Physicians 
Eclipse  Room 

1 :30  “Hypertensive  Crisis" 

Eliseo  Perez-Stable,  M.D.,  Miami,  Fla. 

2:15  Discussion 

2:30  Intermission  to  Visit  Exhibits 
3:00  Residents  Papers 
3:30  Business  Session 


Kentucky  Society  of  Pathologists 
Cincinnati  Room 

1 :30  “Nature  and  Types  of  Organic  Disease  Caused  by 
Hypertension” 

Simon  Koletsky,  M.D.,  Cleveland,  Ohio 

2:00  “Seminar  on  Angiosarcoma  of  the  Liver" 

Laszlo  Makk,  M.D.,  Louisville 
Curtis  L.  Songster,  M.D.,  Louisville 
Irene  E.  Roeckel,  M.D.,  Lexington 
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1:30 

2:30 

3:00 

3:30 

4:00 

1 :30 

2:00 

2:15 

2:30 

3:00 

3:15 

3:30 

3:45 

1 :30 
1 :50 

2:10 

2:30 

3:00 

3:40 

1 :30 

2:30 

3:00 

3:30 


Kentucky  Chapter, 

American  Academy  of  Pediatrics 
Assembly  Hall 

“R.D.S.  Update" 

Ernest  K.  Cotton,  M.D.,  Denver,  Colo. 

“Neonatal  Nosocomial  Infection” 

Douglas  Cunningham,  M.D.,  Lexington 

Intermission  to  Visit  Exhibits 

“The  Payoff  on  Intensive  Care  Nurseries” 

Billy  F.  Andrews,  M.D.,  Louisville 

Business  Meeting 


Kentucky  Society  for 
Plastic  and  Reconstructive  Surgery 
Majestic  Room 

“ ‘Malignant-Benign'  Lesions:  Unsolved  Problems” 

John  E.  Hoopes,  M.D.,  Baltimore,  Md. 

“Reduction  Mammaplasty" 

Raleigh  R.  Archer,  M.D.,  Lexington 

“Mammaplasty — Who  Needs  It?” 

Tom  D.  Nichol,  M.D.,  Louisville 

Intermission  to  Visit  Exhibits 
“Local  Anesthesia” 

Morton  L.  Kasdan,  M.D.,  Louisville 

“The  Management  of  Conveyor  Belt  Mining  In- 
juries of  the  Upper  Extremity” 

Lisle  Wayne,  M.D.,  Madisonville 

“Treatment  of  Hidradenitis  Suppurativa” 

Leonard  J.  Weiner,  M.D.,  Louisville 
Larry  D.  Florman,  M.D.,  Louisville 

“Use  of  Topical  Enzyme  (Travase)  in  Burn  De- 
bridement” 

Harry  D.  Stambaugh,  M.D.,  Louisville 
Rick  Cundiff,  M.D.,  Louisville 

Kentucky  Chapter, 

American  College  of  Surgeons 
Grand  Republic  Room 

“Abdominal  Masses  in  the  Newborn” 

Timothy  G.  Canty,  M.D.,  Louisville 

“Major  Organ  Failure  As  An  Indication  of  Occult 
Intra-abdominal  Abscess” 

Charles  L.  Shields,  M.D.,  Paducah 

“Advances  in  Surgical  Treatment  of  Cardiorespira- 
tory Problems  in  the  Newborn” 

Laman  A.  Gray,  Jr.,  M.D.,  Louisville 

Intermission  to  Visit  Exhibits 

“Angiography,  Perfusion  and  Operation  in  Upper 
Gastrointestinal  Bleeding” 

Ben  Eiseman,  M.D.,  Denver,  Colo. 

"Post-traumatic  Respiratory  Insufficiency — A Con- 
sideration of  Etiologic  Factors" 

Calvin  E.  Jones,  M.D.,  Louisville 

Kentucky  Urological  Association 
Delta  Queen  Room 

“Problems  with  Testicular  Tumors” 

Colin  Markland,  M.D.,  Minneapolis,  Minn. 

Intermission  to  Visit  Exhibits 
Pyelogram  Hour 
Business  Meeting 


SIMON  KOLETSKY,  M.D. 
Cleveland,  Ohio 


Professor  of  Pathology,  Case 
Western  Reserve  Medical  School. 
M.D.,  1934,  Yale  Medical 

School.  Past  President,  Ohio 
Chapter,  American  Heart  Asso- 
ciation. Member,  American  So- 
ciety for  Experimental  Pathol- 
ogy, College  of  American  Pa- 
thologists, American  Society  of 
Clinical  Pathologists.  Author 
and  co-author  of  numerous  pub- 
lications on  hypertension. 


BEN  EISEMAN,  M.D. 
Denver,  Colorado 


Professor  of  Surgery,  Univer- 
sity of  Colorado  Medical  School. 
M.D.,  1943,  Harvard  Medical 

School.  Member,  Council  for 
Research  and  Clinical  Investiga- 
tion Grant  Awards,  American 
Cancer  Society.  Member,  Com- 
mittee on  Pre-  and  Postoperative 
Care,  American  College  of  Sur- 
geons. Member,  American  Asso- 
ciation for  the  Surgery  of  Trau- 
ma, American  Gastroenterolog- 
ical Society,  Society  of  Vascular 
Surgery. 


ELISEO  C.  PEREZ-STABLE,  M.D. 
Miami,  Florida 


Professor  of  Medicine,  Uni- 
versity of  Miami  School  of  Medi- 
cine. M.D.,  1944,  University  of 
Havana.  Chief,  Medical  Service, 
VA  Hospital.  Fellow,  American 
College  of  Physicians.  Member, 
American  Heart  Association, 
American  Society  of  Nephrology, 
International  Society  of  Nephrol- 
ogy, Southern  Society  for  Clin- 
ical Investigation. 


MYRON  W.  WHEAT,  JR.,  M.D. 
Louisville,  Kentucky 
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Professor  of  Surgery;  Chair- 
man, Division  of  Thoracic  and 
Cardiovascular  Surgery,  Univers- 
ity of  Louisville  School  of  Medi- 
cine. M.D.,  1951,  Washington 
University  School  of  Medicine. 
Secretary,  American  Association 
for  Thoracic  Surgery.  Member, 
Editorial  Board,  American  Hearl 
Journal.  Executive  Committee 
member,  Council  on  Cardiovas- 
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WALTER  M.  KIRKENDALL,  M.D. 
Houston,  Texas 


Professor  and  Director  of  Pro- 
gram in  Internal  Medicine,  Uni- 
versity of  Texas  Medical  School. 
M.D.,  1941,  University  of  Louis- 
ville. Fellow,  American  College 
of  Physicians,  American  College 
of  Cardiology.  Member,  Scientif- 
ic Council  on  Hypertension,  In- 
ternational Society  of  Cardiol- 
ogy. Publications  Committee 
member,  American  Heart  Asso- 
ciation. Member,  American  Col- 
lege of  Chest  Physicians. 


ANTHONY  J.  BIANCO,  JR.,  M.D. 
Rochester,  Minnesota 


Associate  Professor,  Mayo 
Medical  School.  M.D.,  1949, 

University  of  Minnesota.  Mem- 
ber, Committee  for  the  Care  of 
the  Handicapped  Child,  Amer- 
ican Academy  of  Orthopedic 
Surgeons.  Member,  Bone  and 
Joint  Club,  Pediatric  Orthopaedic 
Society,  Scoliosis  Research  So- 
ciety, International  Society  of 
Orthopaedic  Surgery  and  Trau- 
matology. 


WATSON  A.  BOWES,  JR.,  M.D. 
Denver,  Colorado 


Associate  Professor  of  Obstet- 
rics and  Gynecology,  University 
of  Colorado  Medical  Center. 
M.D.,  1959,  University  of  Colo- 
rado. Participant  in  Institute  of 
Development  Biology,  University 
of  Wisconsin.  Participant  in  Ross 
Conference  on  Pediatric  Re- 
search. Member,  American  Col- 
lege of  Obstetricians  and  Gyn- 
ecologists. 


GERTIE  F.  MARX,  M.D. 
Bronx,  New  York 


Professor  of  Anesthesiology, 
Albert  Einstein  College  of  Medi- 
cine. M.D.,  1937,  University  of 
Bern.  Associate  editor,  Survey 
of  Anesthesiology  and  Clinical 
Anesthesia.  Chairman,  Commit- 
tee on  Obstetrical  Anesthesia, 
American  Society  of  Anesthesiol- 
ogists. Guest  Examiner,  Amer- 
ican College  of  Anesthesiol- 
ogists. 


WEDNESDAY,  SEPTEMBER  25 

MORNING  SESSION 

General  Session 

Gabe  A.  Payne,  M.D.,  Hopkinsville 
KMA  Vice-President,  Presiding 

THEME:  “Hypertension” 

9:00  “Hypertension:  Why  Do  We  Treat  It?" 

Donald  G.  Vidt,  M.D.,  Cleveland,  Ohio 

9:20  “Relationship  of  Hypertension  to  Coronary  Heart 
Disease” 

Simon  Koletsky,  M.D.,  Cleveland,  Ohio 

9:40  “The  Surgeon’s  Role  in  Treating  Hypertension" 

Ben  Eiseman,  M.D.,  Denver,  Colo. 

10:00  Intermission  to  Visit  Exhibits 

10:30  “Drug  Treatment  of  Hypertension” 

Eliseo  Perez-Stable,  M.D.,  Miami,  Fla. 

10:50  “Relationship  of  Hypertension  to  Acute  Dissecting 
Aneurysm” 

Myron  W.  Wheat,  Jr.,  M.D.,  Louisville 

11:10  “Problems  in  the  Treatment  of  the  Hypertensive 
Patient” 

Walter  M.  Kirkendall,  M.D.,  Houston,  Tex. 

1 1 :30  “The  Office  Examination  of  the  Child  with  Spinal 
Problems” 

Anthony  J.  Bianco,  Jr.,  M.D.,  Rochester,  Minn. 


PRESIDENT’S  LUNCHEON 

Banquet  Area,  Bluegrass  Convention  Center 
1 1 :50  a.m. 

Fred  C.  Rainey,  M.l).,  Elizabethtown 
KMA  President,  Presiding 

Invocation 

Recognition 

Awards  Presentation 

Richard  F.  Grise,  M.D.,  Bowling  Green,  Chairman 
KMA  A wards  Committee 

“Healing  the  Impatient  Public” 

The  Honorable  Julian  M.  Carroll 
Lieutenant  Governor, 

The  Commonwealth  of  Kentucky 

Installation  of  New  KMA  President 


AFTERNOON  SESSION 

General  Session 

R.  Glenn  Greene,  M.D.,  Owensboro 
Chairman,  KMA  Scientific  Program  Committee, 
Presiding 

THEME:  “Fetal  and  Neonatal  Health” 

2:10  "Intensive  Care — Intrauterine  Style” 

Watson  A.  Bowes,  Jr.,  M.D..  Denver,  Colo. 
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2:40  “Effects  of  Obstetric  Anesthesia  on  the  Fetus  and 
Neonate" 

Gertie  F.  Marx,  M.D.,  Bronx,  N.Y. 

3:00  Intermission  to  Visit  Exhibits 

3:30  “Follow-up  of  Severe  Lung  Disease  in  the  New- 
born” 

Ernest  K.  Cotton,  M.D.,  Denver,  Colo. 

3:50  “Regionalization  of  Obstetric  Care” 

Sprague  H.  Gardiner,  M.D.,  Indianapolis,  Ind. 

4:10  “The  Values  and  Limitations  of  Chest  X-Ray  in 
the  Newborn” 

Loretta  T.  Shearer,  M.D.,  Louisville 

4:30  “Advances  in  Neonatology” 

Billy  F.  Andrews,  M.D.,  Louisville 


ERNEST  K.  COTTON,  M.D. 
Denver,  Colorado 


Professor  of  Pediatrics,  Uni- 
versity of  Colorado  School  of 
Medicine,  M.D.,  1954,  Univer- 
sity of  Colorado.  Member,  Center 
Program  Committee,  National 
Cystic  Fibrosis  Foundation.  Mem- 
ber, Western  Society  for  Pediat- 
ric Research,  American  Thoracic 
Society.  Author  and  co-author  of 
numerous  articles  and  books  on 
pediatric  pulmonary  problems 
and  respiratory  disease. 


I 
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THURSDAY,  SEPTEMBER  26 
MORNING  SESSION 


General  Session 

Paul  J.  Parks,  M.D.,  Bowling  Green 
Vice-Chairman,  KM  A Board  of  Trustees,  Presiding 

THEME:  “Food  Facts  and  Fads" 

9:00  Topic  to  be  announced 

John  J.  Jennings,  M.D.,  Rockville,  Md. 

9:30  “Food,  Exercise,  and  the  First  Law” 

Walter  L.  Bloom,  M.D.,  Atlanta,  Ga. 

9:50  “Nutrition  and  Oral  Disease — The  Factual  and 
the  Fad” 

Donald  L.  Gambrall,  D.M.D.,  Louis- 

ville 

10:10  Intermission  to  Visit  Exhibits 

10:40  “Psychological  Factors  in  Obesity” 

Beverley  T.  Mead,  M.D.,  Omaha,  Neb. 

1 1 :00  “Food  Facts  and  Myths:  From  Unicorn  to  Hogwash" 

William  J.  Darby,  M.D.,  New  York,  N.Y. 

1 1 :20  “Controversies  in  Nutrition;  A View  from  the  Cat- 
bird's Seat" 

Cortez  F.  Enloe,  Jr.,  M.D.,  Annapolis,  Md. 

1 1 :40  “Food  Allergy,  the  ‘Red  Herring'  of  Otolaryngol- 
ogy” 

S.  C.  Missal,  M.D.,  Cleveland,  Ohio 

Specialty  Group  Meeting 

Kentucky  ENT  Society 
Delta  Queen  Room 

9:00  Business  Meeting 

9:30  “Potpourri  of  ENT  Allergy” 

S.  C.  Missal,  M.D.,  Cleveland,  Ohio 


AFTERNOON  SESSION 

Eight  Specialty  Group  Meetings 

( Eight  specialty  groups  will  meet  at  1:30  p.m., 
with  outstanding  speakers  appearing  on  -the  programs. 
All  KM  A members  are  invited  to  these  meetings. 
No  General  Session  will  be  held.  All  specialty  group 
meetings  will  be  held  in  the  Bluegrass  Convention 
Center.) 


SPRAGUE  H.  GARDINER,  M.D. 
Indianapolis,  Indiana 


Professor  of  Obstetrics  and 
Gynecology,  Indiana  University 
School  of  Medicine.  M.D.,  1934, 
University  of  Michigan.  Past 
President,  American  College  of 
Obstetricians  and  Gynecologists. 
Consultant  on  Infant  Mortality 
Study,  Health  Services  Research 
Study.  AMA  Commissioner  on 
Joint  Commission  on  Accredita- 
tion of  Hospitals.  AMA  Dele- 
gate, Section  on  OB-GYN. 


LORETTA  T.  SHEARER,  M.D. 
Louisville,  Kentucky 


Assistant  Professor  of  Radiol- 
ogy, University  of  Louisville 
School  of  Medicine.  M.D.,  1964, 
University  of  Louisville.  Mem- 
ber, Greater  Louisville  Radio- 
logical Society,  Society  for  Pe- 
diatric Radiologists,  American 
College  of  Radiology.  Associate 
Radiologist,  Children’s  Hospital. 


BILLY  F.  ANDREWS,  M.D. 
Louisville,  Kentucky 


Professor  and  Chairman,  De 
partment  of  Pediatrics,  Universi 
ty  of  Louisville  School  of  Medi 
cine.  M.D.,  1957,  Duke  Uni 

versify  School  of  Medicine.  Di 
rector,  Newborn  Services,  U 
Affiliated  Hospitals.  Recipient 
KMA  Faculty  Scientific  Achieve 
ment  Award.  Director,  Compre 
hensive  Health  Care  Center  fo 
High  Risk  Infants  and  Childrer 
University  of  Louisville.  Mem 
ber,  Royal  Society  of  Medicine 
Fellow,  American  Academy 
Pediatrics. 
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WALTER  L.  BLOOM,  M.D. 
Atlanta,  Georgia 


Associate  Vice-President  for 
Academic  Affairs,  Georgia  In- 
stitute of  Technology.  M.D., 
1940,  Yale  University.  Member, 
Southern  Society  for  Clinical  In- 
vestigation, American  Society 
for  Clinical  Investigation.  Author 
and  co-author  of  numerous  arti- 
cles on  metabolism  in  obesity. 


Kentucky  Chapter, 

American  Academy  of  Family  Physicians 
Majestic-New  Orleans  Rooms 

1 :30  “If  I Were  A Family  Physician” 

Cortez  F.  Enloe,  Jr.,  M.D.,  Annapolis,  Md. 

2:30  Intermission  to  Visit  Exhibits 

Kentucky  Industrial  Medical  Association 
Cincinnati  Room 

1 :30  “The  Obese  Person  at  Work" 

Walter  L.  Bloom,  M.D.,  Atlanta,  Ga. 

2:30  Intermission  to  Visit  Exhibits 


DONALD  L.  GAMBRALL,  D.M.D. 
Louisville,  Kentucky 


Coordinator,  Preventive  Den- 
tistry Section,  Department  of 
Community  Dentistry,  University 
of  Louisville  School  of  Dentistry. 
D.M.D.,  1964,  University  of 

Louisville.  USPHS  Regional  Den- 
tal Consultant.  Member,  Amer- 
ican Association  of  Public  Health 
Dentists,  Kentucky  and  American 
Public  Health  Associations, 
American  Society  for  Preventive 
Dentistry. 


Kentucky  Obstetrical 
and  Gynecologic  Society 
Island  Queen-ldlewood  Rooms 

1 :30  “Premature  Rupture  of  Membranes — A Persistent 
Enigma” 

Watson  A.  Bowes,  Jr.,  M.D.,  Denver,  Colo. 

2:00  “The  American  College  and  Its  Relationship  to 
State  Societies” 

Sprague  H.  Gardiner,  M.D.,  Indianapolis,  Ind. 
3:00  Intermission  to  Visit  Exhibits 
3:30  Business  Meeting 

A change  in  the  constitution  regarding  pos- 
sible affiliation  with  the  American  College  of 
Obstetricians  and  Gynecologists  will  be  con- 
sidered. 


BEVERLEY  T.  MEAD,  M.D. 
Omaha,  Nebraska 


Professor  and  Chairman,  De- 
partment of  Psychiatry,  Creigh- 
ton University  School  of  Medi- 
cine. M.D.,  1947,  Medical  Col- 
lege of  South  Carolina.  Fellow, 
American  Psychiatric  Association, 
American  Geriatric  Society. 
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WILLIAM  J.  DARBY,  M.D. 
New  York,  New  York 


President,  The  Nutrition  Foun- 
dation, Inc.  M.D.,  1937,  Uni- 
versity of  Arkansas.  Professor 
of  Medicine  in  Nutrition,  Van- 
derbilt University  School  of 
Medicine.  Advisory  Council, 
journal  of  Nutrition  Education. 
President,  Citizens’  Commission 
on  Science,  Law  and  the  Food 
Supply.  Fellow,  American  Asso- 
ciation for  the  Advancement  of 
Science,  American  College  of 
Physicians. 


Kentucky  Orthopaedic  Society 
Natchez  Room 

1 :30  “The  Treatment  of  the  Destroyed  Hip  in  the  Child” 

Anthony  J.  Bianco,  M.D.,  Rochester,  Minn. 

1 :50  “Skeletal  Lymphangiectasia” 

James  W.  Harkess,  Ch.B.,  M.B.,  Louisville 

2:10  “Pathologic  Fractures  in  Children  with  Bone  Cysts" 

W.  Mack  Jackson,  M.D.,  Danville 

2:30  Intermission  to  Visit  Exhibits 

3:00  “Soft  Tissue  Reconstruction  in  Orthopedic  Com- 
plications” 

Norman  M.  Cole,  M.D.,  Louisville 

3:30  “A  Case  of  Kyphosis  and  Paraparesis  Due  to 
Neurentic  Cyst” 

Harry  L.  Bailey,  M.D.,  Lexington 

3:40  “Distal  Femoral  Epiphyseal  Injuries;  Experience  at 
Kosair  Hospital” 

W.  Jerry  Stodghill,  M.D.,  Louisville 
K.  Thomas  Reichard,  M.D.,  Louisville 

Kentucky  Chapter, 

American  College  of  Physicians 
Grand  Republic  Room 

1 :30  “The  Problem  of  Chest  Pain  and  Normal  Coronary 
Arteriography" 

Robert  R.  Goodin,  M.D.,  Louisville 

1 :50  “Gonorrhea” 

Robert  C.  Noble,  M.D.,  Lexington 
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2:10 


“Aspirin  in  Thromboembolic  Disease” 

Ellis  A.  Fuller,  M.D.,  Louisville 

Intermission  to  Visit  Exhibits 


CORTEZ  F.  ENLOE,  JR.,  M.D. 
Annapolis,  Maryland 


2:30 


3:00  “Arterial  Hypertension” 

Walter  M.  Kirkendall,  M.D.,  Houston,  Tex. 


3:30  “Differential  Diagnosis  of  Arthritis  by  Joint  Fluid 
Analysis” 

Frank  W.  Lehn,  M.D.,  Louisville 


Kentucky  Psychiatric  Association 
Assembly  Hall 

1 :30  “Psychiatry’s  ‘Future  Shock’  " 

Beverley  T.  Mead,  M.D.,  Omaha,  Neb. 

2:30  Business  Meeting 


Editor  and  Publisher,  Nutri- 
tion Today.  M.D.,  1937,  Fried- 
rich-Wilhelms  University  of  Ber- 
lin. National  consultant  to  Fed- 
eral Civil  Defense  Administrator. 
Fellow,  Royal  Society  of  Medi- 
cine, Aero-Space  Medical  Asso- 
ciation, American  Geriatrics  So- 
ciety, American  College  of  Pre- 
ventive Medicine,  American  Col- 
lege of  Angiology. 


Kentucky  Association 
of  Public  Health  Physicians 
Delta  Queen  Room 

To  Be  Announced 

Kentucky  Chapter, 

American  College  of  Radiology 
Eclipse  Room 

1 :30  “Radiologic  Evaluation  of  Angiosarcoma  of  the 
Liver  and  Other  Abnormalities  Associated  with 
Vinyl  Chloride  Exposure" 

Joseph  G.  Whelan,  Jr.,  M.D.,  Louisville 
Mr.  Jack  F.  Ditty,  Jr.,  Louisville 


S.  C.  MISSAL,  M.D. 
Cleveland,  Ohio 


Private  practice  in  otolaryng- 
ology, Cleveland.  M.D.,  1935, 
University  of  Michigan  Medical 
School.  Past  president,  American 
Society  of  Ophthalmologic  and 
Otolaryngologic  Allergy.  Fellow, 
American  College  of  Allergists. 
Member,  American  Academy  of 
Facial,  Plastic  and  Reconstruc- 
tive Surgery;  American  Laryn- 
gology, Rhinology  and  Otology 
Society. 


J.  Q.  A.  Stewart,  M.D.  Honored 
At  1974  Annual  Meeting 

The  1974  KMA  Annual  Meeting  will  honor  the 
1894  President  of  the  Association  by  officially  en- 


Docfor  Stewart 


art  which  wiil  appear  in 
program  booklet,  that  is 
meeting. 


titling  this  year’s  meeting, 
“The  J.Q.A.  Stewart  Me- 
morial Meeting.” 

Originating  in  1935, 
either  a past  president  of 
KMA  or  some  distinguished 
physician  that  has  con- 
tributed to  Kentucky  med- 
icine is  honored  during  the 
Annual  Meeting. 

Eugene  H.  Conner, 
M.D.,  Louisville,  KMA 
Historian,  has  written  a 
biography  of  Doctor  Stew- 
the  official  Annual  Meeting 
to  be  distributed  during  the 


U.L.  Alumni  Reunions  Planned 
During  KMA  Annual  Meeting 

Reunions  are  being  planned  for  alumni  from  nine 
classes  of  the  University  of  Louisville  School  of 


Medicine.  The  reunions  are  scheduled  to  be  held 
during  the  KMA  Annual  Meeting,  September  24-26. 

Information  regarding  the  reunions  may  be  obtained 
through  the  chairmen  of  the  five-year  classes  listed 
below  or  through  the  U.L.  Alumni  Office,  (502)  ; 


1929 — J.  Richard  Gott,  M.D.,  136  Indian  Hills 
Trail,  Louisville,  893-5588. 

1934 — Rudy  F.  Vogt,  M.D.,  (co-ohairman),  3333 
Bardstown  Road,  Louisville,  452-2648. 
Eugene  Blake,  M.D.,  (co-chairman),  Talla- 
hassee, Florida. 

1939 — Herbert  L.  Clay,  M.D.,  568  Medical  Towers 
South,  Louisville,  587-1251. 

1944 — Nathan  I.  Handelman,  M.D.,  Suite  6-E,  Sub- 
urban Medical  Plaza,  Louisville,  897-7137. 

1949 — S.  Pearson  Auerbach,  M.D.,  1003  Doctors 
Office  Building,  Louisville,  584-7207. 

1954 — Milton  F.  Miller,  M.D.,  662  Medical  Towers 
South,  Louisville,  583-0453. 
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1959 — Morton  F.  Wolfe,  M.D.,  Professional  Arts  m 
Building,  New  Albany,  Indiana,  944-8475. 


1964 — Robert  R.  Goodin,  M.D.,  Louisville  General 
Hospital,  Louisville,  589-4321,  Ext.  203. 


1969— Will  S.  Foster,  Jr.,  M.D.,  G-24  Medical  Arts 
Building,  Louisville,  451-1448. 
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1974  Technical  Exhibitors  To  Offer  Information 
On  Latest  Advances  in  Products,  Services 


The  latest  developments  in  medical  techniques  and 
information  will  be  featured  in  the  numerous  techni- 
cal exhibits  at  the  1974  Annual  Meeting.  Located  in 
the  Bluegrass  Convention  Center,  the  exhibitors  will 
be  available  to  discuss  the  latest  discoveries  and  in- 
novations in  their  products  and  the  most  up-to-date 
advances  in  their  services. 

All  exhibits  have  been  prepared  carefully  and 
skillfully  to  appeal  to  you,  the  physician,  and  have 
been  geared  to  your  special  interests  as  a practitioner. 
You  will  have  a unique  opportunity  to  secure  a vast 
amount  of  knowledge  and  information  conveniently 
and  effortlessly  in  a short  period  of  time. 

In  order  to  give  every  KMA  member  and  guest 
ample  time  to  take  advantage  of  this  opportunity, 
30-minute  intermissions  for  visiting  the  exhibits  have 
been  scheduled  during  each  general  and  specialty 
i group  session. 


Floor  Plan  of  Technical  Exhibits 


1974  TECHNICAL  EXHIBITORS 


Abbott  Laboratories  (20) 

Arnar  Stone  Laboratories  (33) 

Blue  Cross  and  Blue  Shield  of 
Kentucky  (11) 

Burroughs  Wellcome  Company  (12) 
CIBA  Pharmaceutical  Company  (4) 
Cooper  Laboratories  (63) 

Coulter  Electronics  (29) 

Crocker-Fels  Company  (19) 

Dairy  Council  of  the  Mid-South 

(10) 

^Dictaphone  Corporation  (54) 

Dow  Pharmaceuticals  (23) 

Doyle  Pharmaceutical  Company 
(53) 

iaton  Laboratories  (40) 

The  Emko  Company  (25) 
encyclopaedia  Britannica  (61) 

:irst  National  Bank  of  Louisville 
(28) 

Seneral  Medical  of  Louisville  (62) 
3lencoe  Research  (39) 

3uild  of  Rx  Opticians  of  Kentucky 
(24) 

lohn  Hancock  Life  Insurance  Com- 
pany (7) 

ves  Laboratories  (50) 


Lakeside  Laboratories  (22) 

Lang  Company  (36) 

Lederle  Laboratories  (59) 

A.  P.  Lee  Agency  (16) 

Eli  Lilly  and  Company  (21) 

J.  B.  Lippincott  Company  (13) 
Lorillard  (45) 

Louisville  Medical  Laboratory  (26) 
Malkin  Instrument  Company  (52) 
Marion  Laboratories  (44) 

Mead  Johnson  Laboratories  (58) 
Medical  Protective  Company  (1) 
Metropolitan — Medicare  (9) 
Meyer  Laboratories  (34) 

Mutual  Benefit  Life  Insurance 
Company  (60) 

Ortho  Pharmaceutical  Corporation 
(51  ) 

Parke,  Davis  and  Company  (3) 
Pathology  and  Cytology  Labora- 
tories (56) 

Pfizer  Laboratories  (8) 

Physicians  Counselors  (49) 

William  P.  Poythress  and  Company 
(6) 

Professional  Accounting  Systems 
(27) 


Ransdell  Surgical  (35) 

Paul  Revere  Company  (30) 

R.  J.  Reynolds  Tobacco  Company 
(5) 

A.  H.  Robins  Company  (14) 

Roche  Laboratories  (57) 

Sandoz  Pharmaceuticals  (17) 

W.  B.  Saunders  Company  (37) 
Schering  Laboratories  (32) 

Science  Editors  (64) 

Clayton  L.  Scroggins  Associates 

(2) 

Searle  Laboratories  (31  ) 

Sherman  and  Fletcher  (43) 

Sheryl  Pharmaceuticals  (38) 

E.  R.  Squibb  & Sons  (46) 

Stuart  Pharmaceuticals,  Division  of 
ICI  United  States,  Inc.  (18) 
United  States  Air  Force  Medical 
Services  (42) 

USV  Pharmaceutical  Corporation 
(41  ) 

Max  Wocher  and  Son  Company 
(15) 

Wyeth  Laboratories  (47) 

Zimmer  Kloenne  of  Kentucky  (55) 
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Link  in  the  Chain 


The  Woman’s  Auxiliary  to  the  Kentucky  Medical  Association  is  again  pleased 
to  announce  that  its  Annual  Convention  will  be  held  in  conjunction  with  the 
Annual  Meeting  of  KMA. 

This,  our  52nd  Convention,  has  been  planned  to  include  every  physician’s  wife. 
Time  is  allotted  for  conducting  business,  for  workshops  in  various  areas  of  con- 
cern, and  for  gathering  socially  just  to  enjoy  and  get  to  know  each  other.  Effort 
has  even  been  made  to  provide  free  time.  Even  if  your  wife  is  not  an  Auxiliary 
member,  or  is  presently  inactive,  she  is  cordially  invited  to  any  or  all  events. 

Mrs.  William  Pearson,  President 
Woman’s  Auxiliary  to  KMA 


WOMAN’S  AUXILIARY  to  the 
KENTUCKY  MEDICAL  ASSOCIATION 
announces 

52nd  ANNUAL  CONVENTION 
September  23-25,  1974 

RAMADA  INN HURSTBOURNE  LANE  LOUISVILLE,  KY. 


0 MONDAY,  SEPTEMBER  23 


2:30  p.m.  - 4:00  p.m Pre-Convention  Board  Meeting 

6:00  p.m KEMPAC  Reception,  Dinner  and  Seminar 


% 


TUESDAY,  SEPTEMBER  24 

8:30  a.m.  - 9:30  a.m Continental  Breakfast 

9:00  a.m.  - 11:30  a.m WA-KMA  House  of  Delegates  Session 

(Afternoon  activities  to  be  announced ) 

5:30  p.m.  - 7:00  p.m Reception  Honoring  KMA  and  WA-KMA 

Presidents-Elect 

WEDNESDAY,  SEPTEMBER  25 


8:30  a.m Past  Presidents  Breakfast 

Installation  of  1974-75  Auxiliary  Officers 

10:00  a.m.  - 11:00  a.m Post-Convention  Board  Meeting 

11:50  a.m KMA  President’s  Luncheon 

2:30  p.m.  - 4:30  p.m Auxiliary  Workshops  (Specific  area  to  be  an- 

nounced) 

7:00  p.m Auxiliary  Hospitality 
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ORGANIZATION  SECTION 


Dr.  Gardner  Elected  to  Serve 
On  AMA  Board  of  Trustees 

The  American  Medical  Association  House  of  Dele- 
gates, at  its  recent  Annual  Meeting  in  Chicago,  elect- 
ed Hoyt  D.  Gardner,  M.D.,  Louisville,  to  a three-year 
term  on  the  AMA  Board  of  Trustees.  In  addition, 
Doctor  Gardner  has  been  named  to  serve  as  a mem- 
ber of  the  Executive  Committee  of  the  AMA  Board. 

Doctor  Gardner  is  President-Elect  of  the  Kentucky 
Medical  Association  and  will  be  installed  as  Associ- 
ation President  during  the  President’s  Luncheon  to  be 
held  September  25  during  the  KMA  Annual  Meeting. 

At  a meeting  of  the  University  of  Louisville  Board 
of  Trustees  on  July  15,  Doctor  Gardner  was  elected 
as  Chairman  of  the  UL  Board  for  a one-year  term. 

A general  surgeon.  Doctor  Gardner  is  a Past  Presi- 
dent of  the  Jefferson  County  Medical  Society  and  has 
served  on  numerous  KMA  and  Jefferson  County 
committees,  including  a 12-year  tenure  as  Chairman 
for  National  Affairs  of  the  KMA  Committee  on  Legis- 
lative Activities.  A past  Chairman  of  KEMPAC,  Doc- 
tor Gardner  served  two  years  as  Chairman  of  the 
Board  of  Directors  of  AMPAC  and  is  a past  Secre- 
tary-Treasurer of  that  organization. 

Drs.  Parrott,  Gardner  Elected 
At  AMA  Annual  Convention 

Delegates  to  the  123rd  Annual  Convention  of  the 
American  Medical  Association  held  in  Chicago,  June 
[23-27,  acted  on  66  reports  and  137  resolutions,  meet- 
ing for  a total  of  19  hours  and  38  minutes.  Max  H. 
Parrott,  M.D.,  Portland,  Ore.,  was  named  AMA 
President-Elect  and  Louisville  physician  and  KMA 
President-Elect,  Hoyt  D.  Gardner,  M.D.,  was  elected 
to  a three-year  term  on  the  AMA  Board  of  Trustees. 

A change  in  the  method  of  electing  AMA  Trustees, 
a definitive  policy  statement  on  PSRO’s,  the  need  for 
additional  safeguards  to  preserve  the  confidentiality 
of  medical  records,  and  new  recommendations  which 
affect  the  relationship  between  hospitals  and  hospital 
medical  staffs  were  among  the  important  items  ap- 
proved by  delegates  during  the  meeting.  Full  details  on 
all  action  taken  may  be  found  in  the  July  1/8,  1974 
issue  of  American  Medical  News. 

United  States  Vice-President  Gerald  Ford,  in  an  ad- 
dress before  the  AMA  House,  advocated  some  form 
of  national  health  insurance,  but  warned  that  there 
should  be  no  further  erosion  of  patient  confidentiality 
in  the  process  of  its  development. 

In  his  inaugural  address,  Malcolm  C.  Todd,  M.D., 
the  new  AMA  President,  asked  the  delegates  to  con- 
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sidcr  the  formation  of  a "National  Academy  of 
Health”  to  formulate  a national  policy  which  would 
give  both  private  and  public  sectors  of  health  care 
"an  open  forum  and  framework  in  which  to  exchange 
views  . . . evaluate  total  health  care  resources  and 
arrive  at  some  common  sense  of  purpose,  with  sound 
programs,  goals  and  priorities.” 

In  addition  to  Doctors  Parrott  and  Gardner,  other 
physicians  elected  or  re-elected  to  positions  in  AMA 
were:  Vice-President,  Joseph  Ribar,  M.D.,  Alaska: 
Speaker  of  the  House,  Tom  E.  Nesbitt,  M.D.,  Tenn.; 
Vice-Speaker,  William  Rial,  M.D.,  Penn.;  Trustees, 
Daniel  Cloud,  M.D.,  Ariz.;  James  Blake,  M.D.,  N.Y.; 
Raymond  Holden,  M.D.,  D.C.;  Frank  Jirka,  M.D., 
111.;  and  Joe  Nelson,  M.D.,  Texas. 

UL  Plans  “Alumni  Weekend” 

For  September  21-22 

The  University  of  Louisville  School  of  Medicine, 
in  an  effort  to  encourage  its  medical  school  alumni 
to  become  acquainted  with  the  facilities  of  the  Health 
Sciences  Center  and  with  the  advances,  techniques 
and  philosophies  that  are  taking  place  in  its  various 
departments,  has  planned  its  first  “Alumni  Weekend” 
for  September  21-22. 

The  scientific  program,  which  will  be  held  in  the 
HSC  auditorium,  is  acceptable  for  three  credit  hours 
in  Category  I for  the  Physician’s  Recognition  Award 
of  the  AMA.  Application  for  three  prescribed  credit 
hours  from  the  AAFP  has  also  been  made. 

Beginning  at  1 p.m.  on  Saturday,  September  21, 
the  scientific  program  will  include  individual  sessions 
from  the  departments  of  family  practice,  medicine, 
obstetrics  and  gynecology,  psychiatry  and  surgery. 
Faculty  of  the  medical  school  will  make  presentations 
on  many  varied  subjects  of  interest  to  today’s  physi- 
cian. 

Several  social  events  will  take  place  at  the  Louis- 
ville Convention  Center  on  Saturday  evening,  Septem- 
ber 21,  beginning  at  7 p.m.  A "Super  Pops”  concert 
by  Errol  Garner  with  the  Louisville  Orchestra  is  one 
of  the  highlights  that  evening.  Special  activities  for 
physicians’  wives  have  been  planned  during  the  scien- 
tific session. 

On  Sunday,  September  22,  at  2 p.m.,  Arthur  H. 
Keeney,  M.D.,  Dean  of  the  UL  School  of  Medicine, 
will  present  "The  Seven  Stages  of  Man — Shake- 
spearean Value  Guides  in  Modern  Medical  Literature” 
with  dramatic  highlights  by  the  Summer  Shake- 
spearean Theater.  A reception  and  tour  of  the  Health 
Sciences  Center  will  conclude  the  weekend  session. 
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1974  KMA  Annual  Meeting  Gets 
Continuing  Education  Credit 

The  American  Medical  Association  has  approved 
this  year’s  Annual  Meeting  for  up  to  13  prescribed 
hours  toward  Category  I of  the  Physician’s  Recogni- 
tion Award.  Credit  is  determined  on  an  hour  for 
hour  basis. 

Sixteen  hours  of  prescribed  credit  have  been  ap- 
plied for  from  the  American  Academy  of  Family 
Physicians.  Approval  of  this  will  be  announced  in 
the  Annual  Meeting  Program  Booklet  which  is  dis- 
tributed at  the  meeting. 


In  Ufomnnam 


JOSEPH  E.  WARREN,  M.D. 

Lexington 

1913-1974 

Joseph  E.  Warren,  M.D.,  Lexington,  died  on  May 
23  at  the  age  of  60.  Chief  of  Rehabilitation  Medicine 
at  the  University  of  Kentucky  College  of  Medicine, 
Doctor  Warren  was  a 1937  graduate  of  Harvard 
University.  He  was  a former  co-chairman  of  the 
KMA  Committee  on  Occupational  Health,  Physical 
Medicine  and  Rehabilitation  and  was  a member  of 
the  Board  of  the  American  College  of  Physicians. 
Doctor  Warren  also  belonged  to  the  Fayette  County 
Medical  Society  and  the  American  Medical  Asso- 
ciation. 


RAYMOND  C.  COMSTOCK,  M.D. 

Louisville 

1906-1974 

Raymond  C.  Comstock,  M.D.,  Louisville,  67,  died 
on  May  30.  A 1935  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Doctor  Comstock 
practiced  internal  medicine  for  almost  40  years.  He 
was  a member  of  the  Jefferson  County  Medical 
Society,  as  well  as  the  Kentucky  Medical  Association. 

RALPH  D.  LYNN,  M.D. 

Elkton 

1919-1974 

Ralph  D.  Lynn,  M.D.,  Elkton,  died  on  May  31 
at  the  age  of  55.  A general  practitioner,  Doctor 
Lynn  graduated  from  the  University  of  Louisville 
in  1943.  He  was  an  active  member  of  the  Pennyrile 
Medical  Society,  as  well  as  the  Kentucky  and  Amer- 
ican medical  associations. 

JAMES  H.  BREWER,  M.D. 

Louisville 

1903-1974 

James  H.  Brewer,  M.D.,  71,  died  on  June  20  in 
Louisville.  A 1928  graduate  of  the  University  of 
Louisville  School  of  Medicine,  he  had  practiced 
general  surgery  in  Louisville  for  35  years.  He  was 


a member  of  the  Southern  Medical  Association,  the 
Jefferson  County  Medical  Society,  and  the  Kentucky 
Medical  Association. 


IRVING  F.  KANNER,  M.D. 

Lexington 

1913-1974 

Irving  F.  Kanner,  M.D.,  Lexington,  died  on  June 
30  at  the  age  of  61.  A 1937  graduate  of  Western 
Reserve  University,  Doctor  Kanner  was  Professor  of 
Medicine  at  the  University  of  Kentucky  College  of 
Medicine  and  had  been  in  private  practice  in  internal 
medicine  in  Lexington  since  1938. 

A past  President  of  the  Fayette  County  Medical 
Association,  Doctor  Kanner  served  as  KMA  Tenth 
District  Alternate  Trustee  since  1968.  He  was  Imme- 
diate Past  President  of  the  Kentucky  Sociey  of  In- 
ernal  Medicine  and  had  served  as  a member  of  its 
Board  of  Governors.  He  was  a member  of  the 
American  Society  of  Internal  Medicine  and  the 
American  College  of  Physician’s  Governor’s  Ad- 
visory Committee. 


AMA  Accredits  CME  Courses 
Offered  by  U of  L 

The  Department  of  Continuing  Education  of  the  | 
University  of  Louisville  School  of  Medicine  has  re- 
cently announced  that  accreditation  has  been  granted  | 
by  the  AMA  for  all  continuing  medical  education, U 
courses  offered  by  the  school. 

Initiated  by  AMA,  the  accreditation  process  pro-  Q 
vides  local  physicians  with  the  opportunity  for  form- 
ally recognized  postgraduate  training.  Credit  received 
from  attending  these  courses  offered  by  accredited  i 
schools  may  be  applied  toward  some  specialty  society  | 
education  requirements,  the  AMA  Physicians  Recog- 
nition Award,  and  others. 

For  more  information  on  courses  to  be  offered  by 
the  University  of  Louisville,  contact:  Gerald  Swim,  - 
Assistant  Director,  Office  of  Continuing  Education 
University  of  Louisville  School  of  Medicine,  Health 
Sciences  Center,  Louisville  40202. 


Respiratory  Distress  Syndrome 

(Continued  from  page  415 ) 


8.  Delivoria-Papadopoulos,  M.,  Miller,  L.D.,  Branca  . 
P.A.,  Forster,  R.E.,  and  Oski,  F.A.:  Effect  of  exchange 
transfusion  on  altering  Mortality  in:  (1)  Infants  weighinj  '•! 
less  than  1250  grams  at  birth  and  (2)  Infants  with  severe 
respiratory  distress  (RDS):  Pediatric  Research.  7:291 


April,  1973. 

9.  Valtis,  D.J.,  Kennedy,  A.C. : Defective  gastranspor 
function  of  stored  red-blood  cells,  Lancet  1:119,  1954 

10.  Bunn,  H.F.,  May,  M.H.,  Kocholaty,  W.F.,  ane 

Shields,  C.R. : Hemoglobin  function  in  stored  blood 

].  Clin.  Invest.  48:311,  1969. 
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octor  tested. 


len  as  directed, 

Jnionmutual 

lovides  fast,  permanent  relief  from 
occasional  income  protection  irregularity. 

The  relief  is  permanent  because  Unionmutual’s  income  protection  policy 
is  non-cancellable.  And  that  means  you  never  have  to  worry 
about  premiums  going  up.  Or,  even  worse,  unexpected  cancellation. 

We'll  even  insure  your  specialty.  Which  means  you  can 

continue  working  in  medicine  — in  the  event  you  are  unable  to  work 
in  your  specialty  — and  s till  receive  full  benefits. 


So  if  you  sometimes  suffer  from  income  protection  irregularity, 
take  doctor  tested  Unionmutual  and  feel  better  fast. 

For  more  information,  consult  your  Unionmutual  representative. 


— 
ligation,  please  send  me  infor- 
aur  disability  programs. 

,M.D. 

Address 

— 


William  M.  Gore,  C.L.U.  & Associates 

General  Agent 
664  Starks  Building 
Louisville,  Kentucky  40202 
(502)  583-1544 

Unionmutual 

We’re  good  medicine. 


<£■  1974  Union  Mutual  Life  Insurance  Company.  Subsidiaries:  Unionmutual  Stock  Life  Insurance  Co.  of  America; 
Unionmutual  Stock  Life  Insurance  Company  of  New  York:  Unionmutual  Management  Corporation. 
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General 

LEASING 


Doctor!  This  is  Your  Own  Plan 
ENDORSED  BY  THE 


GENERAL  SURGEON 

Board  certified/eligible.  Office  s 
(for  thriving  practice)  provided  in 
bed  Hospital  in  excellent  commi 
Please  reply  to  David  E.  Burgio,  Ad 
istrator,  Berea  Hospital,  Inc.,  Berea, 
tucky  40403 

(606)  986-3151 


Kentucky  Medical 
Association 

for  the  leasing  of 

cars — all  makes  & models, 
Medical,  Surgical  & Laboratory 
Equipment 

and  Office  Furnishings. 

13  YEARS  EXPERIENCE 
IN  THIS  FIELD 


PHYSICIANS 

Private  practice  (solo,  partner 
groups)  opportunities  exist  in  st 
communities  within  the  state  of  Ken 
(Morganfield,  Mayfield,  Bowling  C 
and  Frankfort).  As  a public  servi 
these  communities,  we  are  perform 
free,  no  obligation,  service  acting 
liaison  between  physicians  interest 
practice  opportunities  and  commu 
in  need  of  their  services.  These  co 
nities  have  modern,  JCAH  approvec 
pitals,  modern  offices,  and  recog 
needs  for  additional  physicians. 

For  details  call  collect  615-327 
or  write  with  C.V.  to: 

E.  J.  Ryan,  Jr.,  Corporate  Direct 
Medical  Relations 
Hospital  Corporation  of  A meric 
One  Park  Plaza 
Nashville,  Tennessee  37203  ! 


General  Leasing 

CORPORATION 

121  Bauer  Ave.  St.  Matthews 


(soil  896-0383 




PHYSICIANS  WANTED 

General  Practitioner  — Excellent  con 
and  facilities  available.  100-bed  generr 
cal/Surgical  Hospital.  Active  Outpatien 
Many  benefits  — Salary  dependent  on  ( 
tions  and  experience.  Exciting  and  ch 
career  in  progressive  Co-Educational  In 
For  additional  info  please  contact  L.  G.  G 
Warden,  or  Jimmie  D.  Hawthorne,  M.D 
Mental  Health,  Federal  Correctional  In 
P.O.  Box  2000,  Lexington,  Ky.  40507;  phe 
255-6812. 

AN  EQUAL  OPPORTUNITY  EM  PL 
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KMA  Provides  Placement  Service  To  Physicians,  Communities 


Perhaps  you  have  just  completed  your  internship, 
residency,  military  obligation  or  have  some  other 
Reason  for  needing  to  make  a change.  Perhaps  you 
are  a physician  in  practice  and  need  an  associate 
or  replacement.  If  so,  the  KMA  Physicians  Place- 
ment Service  is  available  to  help  you. 

The  Physicians  Placement  Service  is  designed  to 
help  physicians  find  a desirable  area  in  which  to 
establish  a practice  or  to  relocate  and  to  help  estab- 
lished physicians  find  associates. 

A semiannual  listing  of  “Opportunities  for  Prac- 
tice in  Kentucky”  is  published  by  the  Placement 
Service.  This  report  lists  over  100  areas  in  Kentucky 
that  need  family  practitioners  either  in  association 
with  another  physician  or  as  a replacement.  The 
Service  maintains  a similar  listing  of  areas  in  need 
of  medical  specialists.  Opportunities  for  partnership 
or  group  practice  are  also  listed  and  requests  are 
accepted  from  both  physicians  and  communities  for 
satisfactory  placement. 

As  an  additional  service  the  KMA  Physicians 
Placement  Service  also  publishes,  “Physicians  Seek- 
ing Locations,”  a quarterly  listing.  This  is  compiled 
from  data  received  from  the  American  Medical  Asso- 
ciation, requests  from  recipients  of  the  Rural  Kentucky 
Medical  Scholarship  Fund,  interns  and  residents  in 
Kentucky,  and  personal  inquiries  to  the  KMA  office. 


It  is  the  policy  of  the  Placement  Service  to  provide 
a two-way  flow  of  information  between  interested 
parties,  rather  than  try  to  “place”  physicians  in  the 
“right”  practice  situation. 

The  Service  sends  a questionnaire  to  the  applicant 
physician  to  obtain  information  on  his  educational 
background,  his  interests,  and  preference  of  type  of 
practice.  Upon  return  of  the  questionnaire,  the  phy- 
sician is  sent  a list  of  openings  in  his  area  of  interest. 
Each  opening  is  detailed  on  its  facilities  for  home 
life,  office  space,  proximity  to  hospital  facilities,  and 
other  specifics. 

Each  physician  contacting  this  office  for  assistance 
in  finding  a suitable  location  for  practice  is  requested 
to  complete  a questionnaire  in  order  that  his  name 
may  be  carried  on  the  next  listing  of  “Physicians 
Seeking  Locations.” 

All  qualified  physicians  who  request  assistance  from 
the  Placement  Service  are  given  help.  An  applicant 
need  not  be  a member  of  the  Kentucky  Medical 
Association  and  there  is  no  charge  either  to  the 
physician  or  to  the  community  seeking  the  services 
of  this  program. 

Inquiries  may  be  addressed  to  the  Physicians  Place- 
ment Service,  Kentucky  Medical  Association,  3532 
Ephraim  McDowell  Drive,  Louisville,  Kentucky 
40205. 


Two  old  friends 
are  waiting  for  you 


QUALITY  & SERVICE 


OPERATtD  BY 


forum 


Hotel/ 


RAMADA 

INN 


Ramada  Inn/ 

Bluegrass  Convention  Center 

Sternwheeler  Dining  Room 
Rolling  Barrel  Lounge 

1-64  at  Hurstbourne  Lane 


Medical  Association  • August  1974 


451 


EYES  RIGHT! 

...to  SOUTHERN  OPTICAL 


LOUISVILLE 


ST.  MATTHEWS 
NEW  ALBANY 
BOWLING  GREEN 
OWENSBORO 


Southern  Optical  Bldg.  — 640  S.  4th 
Contact  Lenses  — 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
Medix  Bldg.  — Adj.  S.S.  Mary  & Elizabeth  Hosp. 
313  Wallace  Center  and  108  McArthur  Drive 
Professional  Arts  Bldg.,  1919  State  Street 
524  East  Main  Street 
Doctors  Bldg.,  1001  Center  Street 


Optical 


CHARGE  ACCOUNTS 

INVITED 
BankAmericard 
Master  Charge 


Professional 


YEARS 

CONTINUOUSLY 

Since  1899 


Protection 


' 

MM 

LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Road  Mall  Office  Center 
400  Sherburn  Lane 

Telephone:  (Area  Code  502)  895-550) 

Mailinq  Address:  P.O.  Box  20065,  Louisville,  Kentucky  40220 
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Welcome  to 
Portland,  Oregon 
for  the  28th 
Clinical  Convention 


November  30-December  4, 1974 


I 


“In  this  age  of  specialization,  there’s 
a vital  need  for  discussion  of  the 
broader  implications  of  new-found 
knowledge.  The  28th  AMA  Clinical  is 
designed  for  that  purpose. . .to  bring 
together  physicians  of  the  various 
specialties  to  study  and  discuss  the 
broader  aspects  of  medicine  as  they 
apply  to  their  practices.” 

Huldrick  Kammer,  M.D.,  Chairman 
Council  on  Scientific  Assembly 


For  further  details,  write: 

Circulation  & Records  Dept. 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


The  Role 
of  the 

Detail  Man 


“I  may  be  prejudiced,  bi 
very  much  in  favor  of  the  detc 
I meet.  Most  of  them  are  knov 
able  about  the  drugs  they  pro 
and  can  be  a great  help  in  acc 
ing  me  with  new  medication.' 


Family  Physician’s  Perceptio 

I think  that  most  genera 
practitioners  in  this  area  feel 
do  about  the  detail  man.  Ovei 
years  I have  gotten  to  know  rr 
the  men  who  visit  me  regular 
they  in  turn  have  become  aw 
my  particular  interests  and  t ■ 
ture  of  my  practice.  They,  tb 
fore,  limit  their  discussion  a:  j 
as  possible  to  the  areas  of  in  - 
to  me.  Since  I usually  see  the 
representative  again  in  futuij 
visits,  it  is  in  his  best  interes : 
supply  me  with  the  most  hor  i 
factual,  as  well  as  up-to-date 
information  about  his  produ 


, Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


“In  the  total  picture  of 
with  health  problems  in  this 
there  is  a potential  for  detai 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  repre 
tives  and  salesmen  of  the  p 
ceutical  industry  is  the  type 
tact  that  people  in  a medice 
research  people,  and  acade 
people  have  and  that’s  in  al 
on  a somewhat  different  le\ 
that  of  the  practicing  physi 

Let  me  touch  on  how  I 
ally  perceive  the  role  of  the 
representative.  These  men 
large  numbers  of  health  pr 
sionals.  Thus  they  could  be 
at  times  actually  are  — diss 
tors  of  useful  information, 
could  consistently  serve  a 
cational  function  in  theira 
discuss  their  products. 

At  present  they  do  di:  i 


printed  material,  brochure 
pamphlets  — some  of  itsci 
ally  sound  and  therefore  tr 
ful  — as  well  as  some  excel 
produced  by  the  pharmac* 
industry.  When  theyfunct 


ource  of  Information? 

;,  with  certain  reservations, 
age  sales  representative 
;atfund  of  information 
e drug  products  he  is  re- 
efor.  He  is  usually  able  to 
nost  questions  fully  and 
ntly.  He  can  also  supply 
of  articles  that  contain  a 
al  of  information.  Here, 
rcise  some  caution.  I usu- 
pt  most  of  the  statements 
ions  that  I find  in  the 
nd  studies  which  come 
larger  teaching  facilities, 
thout  saying  that  a physi- 
jld  also  rely  on  other 
or  his  information  on 
rology. 

of  Sales  Representatives 

[ally,  a candidate  for  the 
las  a sales  representative 
-naceutical  company 
; a graduate  pharmacist 
i questioning  mind.  I don’t 
is  possible  in  every  case, 
oecomesthe  responsibility 

? hey  are  indeed  useful; 
j'ly  in  the  fact  that  they 
late  broadly  based  educa- 
rerial  and  serve  not  just 
f rs”  of  their  drugs. 

< Side  of  the  Coin 

»ously,  the  pharmaceuti- 

1 nies  are  not  producing  all 
t ial  as  a labor  of  love  — 

• the  business  of  selling 

2 or  profit.  In  this  regard 

Ious  and  improperly  moti- 
5 representative  can 

I native  influence  on  the 
physician,  both  by  pre- 
>ne-sided  picture  of  his 
_nd  by  encouraging  the 

Iar  to  depend  too  heavily 
ar  his  total  therapy.  In 
;,  the  salesman  has  often 
objective  reality  and 
ad  his  potential  role  as  an 
I 

J ry  Responsibility 

Vi  the  detail  man  must  be 
n tion  resource  as  well  as 
etative  of  his  particular 
cjtical  company,  he 
Carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce— information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


tion  must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


Neither  man  nor  the  gorilla  can  synthesize  vitamin  C. 
Interestingly,  the  slow  loris,  a primate  much  further 
down  the  evolutionary  scale,  can  convert  L-l,4-gu- 
lonolactone  to  ascorbic  acid  in  its  liver  and  presum- 
ably does  not  require  an  exogenous  source  of  ascorbic 
acid. 

Because  man  can  neither  synthesize  vitamin  C nor 
store  most  of  the  water  soluble  vitamins,  these  nu- 
trients must  be  replenished  continuously  in  order  to 


maintain  normal  tissue  levels. 

Generally,  this  is  accomplished  in  his  da : 
But  under  conditions  of  illness,  stress,  in  c<; 
cence  or  following  surgery,  vitamin  stores  ji 
depleted  or  metabolic  demands  increased. 

In  such  cases,  Surbex-T  may  be  indi 
Surbex-T  restores  the  water-soluble  vita-  i 
mins  with  each  tablet  providing  500  mg.  of  J 1 
vitamin  C plus  high  potency  B-complex.  » 


SURBEX-r 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 

high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


re  prescribing,  please  consult  complete  product 
rmation,  a summary  of  which  follows: 
ations:  Chronic  urinary  tract  infections  (primarily 
onephritis,  pyelitis  and  cystitis)  due  to  susceptible 
nisms  (usually  E.  coli,  Klebsiella-Enterobacter , 
eus  mirabilis,  and,  less  frequently,  indole-positive 
eus  species). 

: The  increasing  frequency  of  resistant  organisms 
s the  usefulness  of  antibacterials,  especially  in 
nic  and  recurrent  urinary  tract  infections, 
raindications:  Hypersensitivity  to  trimethoprim 
Ifonamides;  pregnancy;  nursing  mothers, 
nings:  Deaths  from  hypersensitivity  reactions, 
nulocytosis,  aplastic  anemia  and  other  blood  dys- 
as  have  been  associated  with  sulfonamides.  Expe- 
ewith  trimethoprim  is  much  more  limited  but 
sional  interference  with  hematopoiesis  has  been 
rted  as  well  as  an  increased  incidence  of  throm- 
nia  in  elderly  patients  on  diuretics,  primarily 
ides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
signs  of  serious  blood  disorders.  Frequent  CBC's 
ecommended;  therapy  should  be  discontinued 
ignificantly  reduced  count  of  any  formed  blood 
lent  is  noted.  Data  are  insufficient  to  recommend 
fl  n infants  and  children  under  12. 
autions:  Use  cautiously  in  patients  with  impaired 
I or  hepatic  function,  possible  folate  deficiency, 
gy  or  bronchial  asthma;  and  in  those  with  glucose- 
;a  iosphate  dehydrogenase  deficiency,  where  he- 
c(vsis  may  occur.  During  therapy,  maintain  adequate 
si  intake  and  perform  frequent  urinalyses,  with 
ful  microscopic  examination,  and  renal  function 
id , particularly  where  there  is  impaired  renal 
tion. 

?rse  Reactions:  All  major  reactions  to  sulfona- 
es  and  trimethoprim  are  included,  even  if  not 
rted  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
, aplastic  anemia,  megaloblastic  anemia,  throm- 
( ?nia,  leukopenia,  hemolytic  anemia,  purpura, 
iprothrombinemia  and  methemoglobinemia. 
gic  reactions:  Erythema  multiforme,  Stevens- 
son  syndrome,  generalized  skin  eruptions,  epider- 
lecrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Bactrim 

Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


ROCHE 


rv 


Each  tablet  contains  80  mg  tri 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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symptoms 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tion's requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in 
and / or  severity  of  grand  mal  sei  I 
require  increased  dosage  of  star 
convulsant  medication;  abrupt  v 
may  be  associated  with  tempora 
crease  in  frequency  and/or  s eve 
seizures.  Advise  against  simulta 
gestion  of  alcohol  and  other  CNS 
sants.  Withdrawal  symptoms  (si 
those  with  barbiturates  and  alee 
occurred  following  abrupt  disco 
(convulsions,  tremor,  abdomina 
cle  cramps,  vomiting  and  sweati ') 
addiction-prone  individuals  und  ' 
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two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1.  Henry  BW,  et  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24: 273-278,  Mar  1971. 

3.  Claghorn  J:  Psychosomatics 
77:438-441,  Sept-Oct  1970. 
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Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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If  you  think  you  have  to  owi 
the  equipment  you  need 
for  expansion, 


you  haven’t  talked  to  the 
First  leasing  men. 


Private  practice,  clinic,  medical  center  ...  we 
can  plan  a leasing  “package”  for  you. 

With  lease  schedules  favorable  to  your 
specific  requirements. 

Leasing  keeps  your  credit  lines  free  for  other 
needs.  And  avoids  putting  working  capital 
into  heavy  down  payments. 


It  can  be  simpler,  less  costly,  with  a 
write-offs,  than  ownership. 

Call  or  write  Don  Deters,  Leasing  Di  s 
First  National  Bank  in  St.  Louis.  Fib 
how  you  can  put  our  leasing  experl 
work.  Profitably. 
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MESSAGE 
FROM  THE 
PRESIDENT 


Medicaid— Time  To  Fish  or  Cut  Bait? 

All  people  deserve  to  have  quality  medical  care  regardless  of  ability  to  pay.  Traditionally, 
physicians  have  treated  all  people,  charging  those  financially  able  to  pay,  reducing  fees  for 
those  less  able  to  pay,  and  providing  the  same  quality  of  care  for  those  not  able  to  pay  any- 
thing. This  system  of  care  existed  since  the  beginning  of  medicine. 

Government  then  decided  it  wanted  to  be  involved  in  medicine,  and  indeed  it  is!  Along  came 
Medicaid,  a program  supposedly  designed  to  pay  the  cost  of  medical  care  for  those  people  who 
were  medically  indigent.  But  as  it  seems  to  happen  with  most  government  health  programs, 
more  was  promised  than  has  been  delivered  and  costs  were  underestimated.  Since  the  beginning 
of  the  Medicaid  program  on  July  1,  1966,  a majority  of  Kentucky  physicians  have  participated 
in  the  program  in  spite  of  red  tape,  confusion,  low  fees,  and  many  broken  promises.  Year  after 
year  officers  of  KM  A and  our  Title  19  Technical  Advisory  Committee  have  exerted  efforts 
to  improve  the  program.  All  such  efforts,  for  all  practical  purposes,  have  failed. 

Consider  these  facts:  1)  Physicians’  fee  profiles  have  never  been  updated.  2)  Recommenda- 
tions to  convert  to  the  Usual,  Customary  and  Reasonable  Fee  System  have  been  ignored.  3) 
Fees  of  other  providers  have  been  increased  several  times.  4)  Because  of  the  grossly  inequitable 
fee  schedule,  more  and  more  physicians  are  ignoring  the  program,  increasing  the  burden  of 
those  who  continue  to  participate.  5)  More  recipients  are  being  added  to  the  program  (some 
65,000  to  75,000  were  added  July  1,  1974).  6)  We  are  promised  improvements  every  year,  but 
in  six  years,  few  have  been  made.  7)  Surgeons  have  never  been  paid  surgical  fees  for  surgery. 
8)  Obstetrical  services  are  grossly  under-funded.  9)  Inpatient  services  of  other  types  have  never- 
been  respectably  compensated.  10)  The  program  has  operated  for  years  under  a double  standard 
requiring  private  practitioners  to  operate  under  a standard  of  physician-patient  contact  before 
the  program  can  be  billed  for  services  rendered,  but  allowing  mental  health  centers  to  bill  the 
program  for  services  rendered  by  psychiatrists,  psychologists,  social  workers  and/or  nurses. 
11)  Community  mental  health  centers  are  paid  a fee  which  is  more  than  double  the  average 
fee  paid  to  private  physicians.  And  lastly,  by  state  statistics,  Kentucky  physicians  have  sub- 
sidized the  Medicaid  program  to  the  tune  of  10  to  13  million  dollars  per  year. 

Active  efforts  have  been  made  this  year  to  improve  the  program  and  these  efforts  are  con- 
tinuing at  the  time  this  article  is  being  sent  to  press.  We  have  encountered  some  opposition 
within  the  structure  of  government  but  we  have  also  found  that  the  Governor  is  keenly 
interested  in  the  welfare  of  the  people.  I am  hopeful  that,  for  the  first  time  in  Medicaid  history, 
we  will  be  able  to  secure  an  acceptable  program. 

Kentucky  physicians  have  been  patient  and  tolerant.  Medically  indigent  people  will  continue 
to  receive  quality  care  regardless  of  Medicaid.  But  I would  submit  to  you  that  it  is  now  time 
for  state  government  to  “fish  or  cut  bait.”  Either  adequately  fund  the  program  and  give  it 
priority  it  deserves  or  forget  it. 


I would  say  to  every  member  of  this  Association  that  the  past  year  has  undoubtedly  been  the 
highlight  of  my  life  as  far  as  KMA  is  concerned.  I appreciate  the  confidence  you  placed  in  me. 
As  I look  forward  to  the  end  of  my  year  as  President  of  KMA,  I pledge  my  continuing  desire 
to  be  of  service  to  our  profession,  this  Association,  and  to  this  Commonwealth.  My  only  regret 
is  that  I have  not  been  able  to  devote  full  time  to  this  very  demanding  position. 


Fred  C.  Rainey,  M.D. 


From  the  Files  of  the  KMA  Maternal 
Mortality  Study  Committee 

— Edited  by  John  W.  Greene,  Jr.,  M.D. 


THIS  36-year-old  white,  Gravida  4,  Para 
3 had  no  prenatal  care  with  this  preg- 
nancy. She  was  admitted  at  12.50  p.m., 
October  23,  1971,  in  labor. 

She  was  having  contractions  every  five  min- 
utes. Her  blood  pressure  at  1:00  p.m.  was 
210/110.  Vaginal  exam  revealed  the  cervix 
4 cm  dilated  with  the  presenting  part  described 
high.  Membranes  ruptured  spontaneously  at 
2:30  p.m.;  the  cervix  was  6 cm  dilated.  She 
complained  of  back  pain.  Blood  pressure  was 
200/130.  She  received  50  mg  Demerol,  25  mg 
Phenergan  when  she  was  8 cm  dilated  at  4:45 
p.m.  Her  blood  pressure  was  210/140.  Only  a 
rim  of  cervix  was  found  at  5:45  p.m.  A 7 lb, 
1-1/2  oz  male  was  delivered  at  6:15  p.m.  un- 
der anesthesia.  The  placenta  was  expressed 
spontaneously  at  6:19  p.m.  She  received  0.2 
mg  methergin  IV.  Blood  pressure  was  214/120 
at  6:30  a.m.  when  she  returned  from  the  de- 
livery room.  It  remained  elevated  at  218/114 
and  she  received  60  mg  phenobarbital  at  11:45 
p.m.  and  at  12:10  a.m.  This  was  repeated  IM 
after  she  vomited  a large  amount  of  undigested 
food.  She  began  complaining  of  severe  pain 
below  the  ribs  and  received  75  mg  Demerol 
with  25  mg  Phenergan.  She  didn’t  obtain  any 
relief  from  this  medication  and  vomited  again. 
Her  physician  saw  her  at  2:45  a.m.;  her  pulse 
was  normal,  blood  pressure  was  250/140.  The 
pain  eased  around  4:30  a.m.  She  voided  200  cc 
at  8:30  a.m.  The  only  urinalysis  on  the  24th 


revealed  4+  alb,  2+  acetone  neg  sugar,  3-4 
WBC,  oeo  RBC.  Her  arms  and  hands  became  J* 
very  cyanotic  around  10:00  a.m.  Nasal  oxygen! 
was  started,  and  she  was  given  2.5  mg  Serpasil,  5 
IM.  An  IV  of  1000  cc  10%  glucose  water  was  [t 
started.  She  was  given  20  mg  of  Lasix  IM.  Hb  :! 
was  14.5,  hematocrit  46%.  From  the  nurse’s*! 
notes,  she  had  1000  cc  very  concentrated  urine  f 
by  the  catheter.  She  was  only  slightly  respon-  L 
sive  to  painful  stimuli  the  evening  of  the  24th.  I 
Her  BP  was  122/100  and  the  pulse  became 
more  rapid  (100)  as  did  her  respiration 
(50/min).  Her  BUN  was  64  mg%.  She  was 
suctioned  frequently;  her  BP  was  80/?  the  i 
25th.  She  had  some  small  seizures  and  expired  ' 
at  6:25  p.m.  on  October  25,  1971.  An  autopsy 
was  requested  but  not  performed  since  the  i 
family  failed  to  grant  the  permission.  The  cause  J 
of  death  was  listed  as:  (1)  pregnancy  term" 
delivered,  (2)  hypertension.  ll 

Comment 

The  committee  classified  this  as  a direct 
obstetrical  death  with  preventable  factors.  The . 
committee  felt  much  of  the  responsibility  rested  J 
with  the  patient.  She  was  a multipara  and  had 
no  prenatal  care.  Had  there  been  an  autopsy, 
more  could  have  been  determined.  The  com- 
mittee felt  the  hypertension  should  have  been 
more  aggressively  managed.  This  could 
have  possibly  prevented  the  cause  of  death, 
most  likely  a cerebral  hemorrhage. 
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B utils  o I 

(SODIUM  BUTABARBITAL) 


The  Rx  that  says 
“ “Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. . .yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a “roller-coaster”  nor  a “hangover''  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

‘Based  on  surveys  of  average  daily  prescription  costs. 


t WEIL J 

f Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates;  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.d. 

For  hypnosis,  50  mg.  to  100  mg. 

Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg  , 100  mg.;  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%).  BUTICAPS©  [Capsules  BUTISOL  SODIUM  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


© McN  1971 


Assistance 


These  specially  trained  Professional  F 
lations  Representatives  pictured  beF 
are  available  to  assist  whenever  you 
one  of  your  staff  needs  information  regardi 
claims  handling,  payments,  benefits  or  a 
other  point  concerning  Voluntary  Prepaying 

Protection. 

You  are  invited  to  use  this  special  service.  FOR  ASSIf 
ANCE,  WRITE  OR  CALL  the  office  located  in  your  an 


Blue  Cross 
Blue  Shield 
Delta  Dental 

of  Kentucky 

Helping  Kentuckians  Prepay  The  Cost  of  Health  Care 


LOUISVILLE  AREA 


Tom  North  Lynn  Latta 


TonyOlinger  Jim  Sparrow 

3101  Bardstown  Road 

Louisville,  40205 

Phone  (502)  897-1531  or  452-1511 


COVINGTON  AREA 


J Hartlage 

533  Pike  Street 
Covington,  41021 
Phone  (606)  291-1158 


LEXINGTON  AREA 


Fred  Compton  Jim  Binghar 


570  East  Main  Street 
Lexington,  40508 
Phone  (606)  255-2437 


Bob  Proffitt 


ASHLAND  AREA 


Willard  Chapman 


909  Allen  Street 
Owensboro.  42302 
Phone  (502)  683-2459 


710  2nd  Nat  l Bank  Bldg 
Ashland,  41 101 
Phone  (606)  325-4114 


PADUCAH  AREA 


Ron  Hopper 


1301  Broadway 
Paducah,  42001 
Phone  (502)  443-6515 


BOWLING  GREEN  AREA 


Don  Chasteen 


1039  College  Street 
Bowling  Green,  42101 
Phone  (502)  842-4234 


SOMERSET  AREA 


Mel  Brooks 


430  Ogden  Street 
Somerset,  42501 
Phone  (606)  679-2603 


"Reg  Mark  Blue  Cross  Assn  <8',National  Association  of  Blue  Shield  Plans  TMDelta  Dental  Plans  Association 
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, ,r  A. 

half-ounce 
prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  itcontainsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin'  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


II1  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
>r  oical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
i:  infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
pJermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
K d dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
ic  sions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

>li  ically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 
* grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
Is  cidentally  incurred,  its  use  may  prevent  the  development  of 
sr  oermit  wound  healing. 

It  ATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
If  This  product  is  contraindicated  in  those  individuals  who  have 
»e  insitivity  to  any  of  the  components. 

I:ause  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
>r:in,  care  should  be  exercised  when  using  this  product  in  treating 
b is,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of’nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

[ Burroughs  Wellcome  Co. 

‘ Vr\  / Research  Triangle  Park 
Wellcome/  North  Carolina  27709 
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STAGE  1 


17  minutes,  on  average 

an  initial  benefit  of 
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Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


e Time  Required 
Asleep  (4  Studies, 
ects2  5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?'5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

ne  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
lent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
oted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

describing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
ary  of  which  follows: 

ons:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
t nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
a or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
nee  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
ssary  or  recommended. 

idications:  Known  hypersensitivity  to  flurazepam  HCI. 

;s:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
ants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
erating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
1 benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
1 on  recommended  doses,  use  caution  in  administering  to 
n-prone  individuals  or  those  who  might  increase  dosage, 
ions:  In  elderly  and  debilitated,  initial  dosage  should  be 
:o  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia, 
ined  with  other  drugs  having  hypnotic  or  CNS-depressant 
consider  potential  additive  effects.  Employ  usual  precautions 
its  who  are  severely  depressed,  or  with  latent  depression  or 
tendencies.  Periodic  blood  counts  and  liver  and  kidney 
i tests  are  advised  during  repeated  therapy.  Observe  usual 
ons  in  presence  of  impaired  renal  or  hepatic  function. 

Reactions:  Dizziness,  drowsiness.  lightheadedness, 
ng,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
tated  patients.  Severe  sedation,  lethargy,  disorientation  and 
robably  indicative  of  drug  intolerance  or  overdosage,  have 
>orted.  Also  reported  were  headache,  heartburn,  upset 
l.  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
kativeness,  apprehension,  irritability',  weakness,  palpitations, 
ins.  body  and  joint  pains  and  GU  complaints.  There  have 
n rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
trexia.  euphoria,  depression,  slurred  speech,  confusion, 
less,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
lirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
itement,  stimulation  and  hyperactivity,  have  also  been 
1 in  rare  instances. 

Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
>sage:  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itients:  15  mg  initially  until  response  is  determined. 

Il:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


ENCES:  1 . Kales  A,  et  al:  Arch  Gen  Psychiatry  23 .'226-232,  Sep  1970 
an  I.  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
tion,  Washington  DC,  May  3-7,  1971 

E JD  Jr;  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
| GW:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc,  Nutley  NJ 
j nt  WC:  Data  on  file,  Medical  Department.  Hoffmann-La  Roche  Inc,  Nutley  NJ 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


What  does  man  have  in  common  with  Samson? 


Neither  man  nor  the  gorilla  can  synthesize  vitamin  C. 
Interestingly,  the  slow  loris,  a primate  much  further 
down  the  evolutionary  scale,  can  convert  L-l,4-gu- 
lonolactone  to  ascorbic  acid  in  its  liver  and  presum- 
ably does  not  require  an  exogenous  source  of  ascorbic 
acid. 

Because  man  can  neither  synthesize  vitamin  C nor 
store  most  of  the  water  soluble  vitamins,. these  nu- 
trients must  be  replenished  continuously  in  order  to 


maintain  normal  tissue  levels. 

Generally,  this  is  accomplished  in  his  daily 
But  under  conditions  of  illness,  stress,  in  conv; 
cence  or  following  surgery,  vitamin  stores  ma 
depleted  or  metabolic  demands  increased. 

In  such  cases,  Surbex-T  may  be  indica  If 
Surbex-T  restores  the  water-soluble  vita-  mm 
mins  with  each  tablet  providing  500  mg.  of 
vitamin  C plus  high  potency  B-complex.  mm 


SURBEX-T 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


Triaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc./Lincoln,  Nebraska  68501  bo-sd 


The  more  physicians 
consider  the  hemodynamics 
lowering  blood  pressure. 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


C; 
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tained?  And,  also,  is 
likely  to  be  drug-induc 
tural  hypotension  < 
enough  to  pose  a threa 
patient’s  cerebrova 
status? 

With  this  emphasis  on 
drug  performance  has 
growing  reliance  on  ALC 
(Methyldopa,  MSD)  |ni 
treatment  of  sustained 
ate  hypertension. 

With  its  unique  hemod 
profile,  ALDOMET  has 
increasing  attention  £ 
proval  from  physicians 
of  course,  for  its  effit  lie 


rei 


Ik 


the  more  physicians  rely 
on  this  unique 
antihypertensive 


1 blood  pressure.  But 
I;  other  considerations 
Cardiac  output  is  usu- 
ttained  with  nocardiac 
r:ion;  in  some  patients 
e rt  rate  is  actually 
Peripheral  resistance 
arently  reduced. 
T does  not  usually 
nise  existing  renal 
) it  generally  does  not 
s enal  blood  flow,  glo- 
i! filtration  rate,  or  fil- 
iation. And  ALDOMET 
i oes  not  cause  sympto- 
ostural  or  exercise 
tion. 


Contraindications  include  active 
hepatic  disease  and  known  sen- 
sitivity to  the  drug.  Use  with 
caution  in  patients  with  a history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a positive  Coombs  test,  hemo- 
lytic anemia,  and  liver  disorders 
may  occur  with  methyldopa  ther- 
apy. The  rare  occurrences  of  he- 
molytic anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum- 
mary of  prescribing  information. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg  and  500  mg 

ALDOMET 

(METHYLDOPA  I MSD) 

smoothly  lowers  blood  pressure 


rif  summary  of  prescribing  information, 
S3  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
Unless  properly  recognized  and  managed.  Read  this 
Section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
Of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yldopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  Rarely  fatal  hepatic  necrosis  has  been  re- 
ported. These  hepatic  changes  may  represent  hy- 
persensitivity reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur- 
ing the  first  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyl- 
dopa should  not  be  reinstituted  in  such  patients. 
Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  ^^e-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 
Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
"black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell’s  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  INC., 
West  Point,  Pa.  19486 


“Required 

Reading” 

For  Your 

Hypertensive 

Patients 


Because  of  the  importance 
patient  motivation,  Merck 
Sharp  & Dohme  offers  “Higl 
Blood  Pressure,”  a concise 
pocket-sized  booklet  that 
defines  the  patient’s  own  ro 
in  the  management  of  hyper  j 
tension.  This  booklet  is  avai 
able  for  you  to  give  to  your 
patients.  It  is  designed  to 
reinforce  your  explanation  c 
hypertension  and  it  emphas 
the  importance  of  patient  * 
understanding  in  adhering  t 
the  regimen  you  prescribe. 

r 

Please  ask  your  Merck  Shar  i 
Dohme  Professional  Repres 
tative  or  write  Professional 
Service  Department,  West 
Point,  Pa.  19486  for  a supply  : 
of  this  booklet. 


You  are  cordially  invited  to  attend  the 

KENTUCKY  THORACIC  SOCIETY 
1974  FALL  CONFERENCE 

on 

“Control  and  Management  of  Pulmonary  Infectious  Diseases” 

OCTOBER  4-5 

Holiday  Inn  East,  1-64  and  Hurstbourne  Lane  — Louisville,  Kentucky 


FRIDAY,  OCTOBER  4 

SCIENTIFIC  SESSION  I 

Moderator 

Mary  Theresa  Simms,  R.N. 

1 :00  p.m.  “Significant  Determinants  in  Acquisition  of 
and  Response  to  Pulmonary  Infections” 

*James  Smith,  M.D.,  Associate  Professor 
Section  of  Infectious  Disease 
University  of  Texas  Medical  School 
Dallas 

1:45  p.m.  “Lower  Respiratory  Tract  Infection  Rate  in 
Critical  Care  Units”  (Louisville  General 
Hospital  4/73-4/74) 

Viki  McClary,  Respiratory  Therapy  Stu- 
dent 

Jefferson  Community  College,  Louisville 

2:05  p.m.  “Nosocomial  Respiratory  Infections  in  the 
Burn  Patient” 

Nancy  Whitlow  and  Peggy  Docrting 
Respiratory  Therapy  Students 
Jefferson  Community  College 
Louisville 

2:25  p.m.  “Contamination  of  Respiratory  Therapy 
Equipment” 

John  C.  Harrison,  C.R.T.T. 

Methodist  Evangelical  Hospital 
Louisville 

2:45  p.m.  “Prevention  of  Bronchopulmonary  Infection 
in  Intubated  Patients” 

Acelia  Atwood,  R.N. 

Joe  R.  Utley,  M.D.,  Chairman,  Cardio- 
Thoracic  Surgery 

University  of  Kentucky  Medical  Center 
Marcus  L.  Dillon,  M.D. 

Veterans  Administration  Hospital 
Lexington 

3:30  p.m.  “Infection  Versus  Home  Therapy  in  COPD” 

Betty  L.  Keeling,  R.N. 

Visiting  Nurse  Association,  Louisville 

3:50  p.m.  “First  Year’s  Experience  with  TB  in  a New 
Acute  Care  V.  A.  Hospital" 

David  Nicholson,  M.D.  and  Jack  Coyer, 
M.D. 

Department  of  Medicine 

University  of  Kentucky  Medical  Center 

Lexington 

4:10  p.m.  General  Discussion 


4:30  p m 
6:00  p.m 
7:00  p m. 


ADDITIONAL  OCTOBER  4 FUNCTIONS 
Business  Meeting  of  Membership 
Social  Hour 


Kentucky  Thoracic  Society  Dinner 

Speaker:  Harry  M.  Caudill 
Author,  Attorney  and  Counselor  at  Law 
Wliitesburg 

L.  E.  Smith  Lecturer 

VOTE:  All  health  professionals  are  invited  to  both  sessions, 
scientific  Session  I is  primarily  for  paramedical  personnel. 
Scientific  Session  II  is  primarily  for  physicians. 


8:30 


8:50  a m. 


9:10  a m. 


SATURDAY,  OCTOBER  5 

SCIENTIFIC  SESSION  II 

Moderator 

Emery  E.  Lane,  M.D.,  Chairman 
Respiratory  & Environmental  Medicine 
Department 

University  of  Louisville  School  of  Medi- 


“Nosocomial  Respiratory  Tract  Infection” 

Yen-Jen  Fuh,  M.D.,  Robert  Noble,  M.D., 
Robert  Penman,  M.D. 

Pulmonary  Division 

University  of  Kentucky  Medical  Center 
Lexington 

“Pulmonary  Infections  in  Patients  with 
Aspiration  Pneumonitis” 

J.  Antonio  Aldrete,  M.D.,  M.S.  and 
Donald  J.  Carrow,  M.D. 

Department  of  Anesthesiology 
University  of  Louisville  School  of  Medi- 
cine, Louisville 

“Use  of  the  Flexible  Fiberoptic  Bronchoscope 
in  the  Diagnosis  of  Pulmonary  Infection” 

Robert  W . Powell,  M.D. 

Section  of  Respiratory  and  Environ- 
mental Medicine 

University  of  Louisville  School  of  Medi- 
cine, Louisville 


9:30  a.m. 


Lipase-Producing  Organisms  on 

M.D.,  Resident,  Internal 


9:50  a.m. 


“Effects  of 
Surfactant” 

Guy  Wilcox, 

Medicine 

University  of  Louisville  School  of  Medi- 
cine, Louisville 

“A  New  Approach  to  the  Mycosis  in  Ken- 
tucky” 

E.  W.  Chick,  M.D.,  N.  F.  Goodman, 
Ph.D.,  D.  S.  Bauman,  Ph.D.,  and  P.  A. 
Pichardo,  M.D. 

Division  of  Mvcologic  Diseases 
University  of  Kentucky  Medical  Center, 
Lexington 

Clinical  Mycology  Unit,  State  Respira- 
tory Disease  Hospital,  Paris 

“TB  Meningitis” 

Judali  Skolnick,  M.D. 

Section  of  Respiratory  and  Environ- 
mental Medicine 

University  of  Louisville  School  of  Medi- 
cine, Louisville 

“New  Aspects  of  Managing  Pulmonary  In- 
fections in  the  Immunosuppressed  Patient” 

*James  Smith,  M.D.,  Associate  Professor 
Section  of  Infectious  Disease 
University  of  Texas  Medical  School 
Dallas 

“Stump  the  Experts” 

Case  Presentations  from  the  Audience 
Panel  to  be  announced 

12:30  p.m.  Adjournment 

Accreditation  from  the  Kentucky  Academy  of  Family  Phy- 
sicians has  been  requested. 


10.10  a . r 


1 1 :00  a.m. 


1 1 :30  a.m. 
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General 

LEASING 

Doctor!  This  is  Your  Own  Plan 
ENDORSED  BY  THE 

Kentucky  Medical 
Association 

for  the  leasing  of 

cars — all  makes  & models, 

Medical,  Surgical  & Laboratory 
Equipment 

and  Office  Furnishings.  , 

13  YEARS  EXPERIENCE 
IN  THIS  FIELD 

General  Leasing 

CORPORATION 

121  Bauer  Aye.  St.  Matthews 

isos  896-0383 
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Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/ig/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 

ROeRIG<9 

A division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 
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A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.—  max- 
imum dose,  4 tsp.=20  cc.) 
offers  highly  effective  control 
of  both  pm  worms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
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clinical  and  pathological  findings  asso- 
1 iated  with  angiosarcoma  of  the  liver  are 
Us  cussed.  The  diagnosis  and  treatment 
>f  these  tumors  is  also  considered. 

T'T  HE  recent  discovery  of  seven  cases  of 
angiosarcoma  of  the  liver  among  vinyl 
chloride  workers  at  the  Louisville  B.  F. 
joodrich  Plant  has  attracted  international  at- 
ention  and  renewed  interest  in  this  rare  tumor, 
’o  date,  there  are  26  known  cases  of  an- 
iosarcoma  of  the  liver  associated  with  vinyl 
hloride  exposure.  This  relationship  might  have 
one  unnoticed  except  for  the  rareness  of  this 
umor. 

The  diagnosis  of  angiosarcoma  of  the  liver 
/as  confirmed  in  all  seven  cases  by  pathologists 
t the  National  Institute  of  Health  after  review- 
ng  autopsy  materials.  The  pathologists  also  re- 
>orted  that  all  seven  cases  showed  “an  unusual 
ype  of  cirrhosis.”  They  had  no  further  com- 
nent  except  to  say  that  the  cirrhosis  was 
lefinitely  not  of  the  alcoholic  type. 

Epidemiology 

Primary  carcinoma  of  the  liver  is  uncommon 
n this  country  and  those  of  mesodermal  origin 
re  extremely  rare.  Herxheimer1  reviewing 
he  literature  in  1930  found  15  acceptable  cases 
>f  angiosarcoma  of  the  liver  in  adults.  To  date, 
■3  angiosarcomas  (does  not  include  children  or 
"horotrast  cases)  of  the  liver  in  adults  have 
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been  reported  in  the  world  literature.2  None 
of  the  cases  reported  in  the  literature  were  in 
any  way  linked  to  vinyl  chloride  exposure. 

Pathology 

Differences  of  opinion  on  the  pathogenesis  of 
this  tumor  have  caused  some  confusion  in 
the  nomenclature.  The  tumor  has  had  a variety 
of  names  such  as  Kupffer’s  cell  sarcoma,3 
haemangioendothelioma,4  angiosarcoma  or 
angiomatous  mesenchymoma5'6  and  haeman- 
gioblastoma.7 

Because  of  the  apparent  origin  of  these 
tumors  in  primitive  mesenchymal  remnants,  it 
can  be  argued  that  the  term  “mesenchymo- 
ma”6 is  fundamentally  correct.  This  concept 
of  origin  explains  features  such  as  “resem- 
blance to  Kupffer’s  cells”3-8'9  “tendency  toward 
blood  vessel  formation”,10  presence  of  hema- 
topoietic foci3-7-11-13  and  the  property  of 
phagocytosis.13  Although  the  argument  goes 
on,  the  term  in  common  usage  today  for  these 
tumors  is  angiosarcoma. 

All  seven  cases  from  the  Louisville  plant  had 
some  non-alcoholic  form  of  cirrhosis  of  the 
liver.  Baker3  and  Miller14  have  discussed  the 
possibility  that  angiosarcomas  arise  in  previous- 
ly cirrhotic  livers.  Eleven  of  the  previously  re- 
ported cases  developed  in  cirrhotic  livers,3 
but  in  five  cases  reported  by  Adam2  none  had 
pre-existing  cirrhosis.  This  relationship  has  long 
been  debated.  Sagebiel15  felt  that  if  such  a re- 
lationship did  exist  that  the  postnecrotic  and 
posthepatitic  types  of  cirrhosis  and  not  the 
alcoholic  type  were  involved.  It  thus  seems 
likely,  based  upon  the  Louisville  cases,  that 
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pre-existing  cirrhosis  of  the  liver  plays  an  im-  been  established.  Test  results  were  negative  on 

portant  role  in  the  genesis  of  the  angiosarcoma.  the  two  surviving  cases. 


Clinical  Findings 

About  two-thirds  of  all  carcinomas  of  the 
liver  have  a clinical  onset  characterized  by  in- 
definite abdominal  symptoms  usually  attrib- 
uted to  gastric  disturbances.16  Nausea  and 
vomiting,  a sense  of  fullness  and  abdominal 
pressure  in  the  epigastrium  are  common.17 
The  liver  is  enlarged  in  89%  of  the  cases.17 
Three  of  the  vinyl  chloride  cases  were  at  first 
diagnosed  as  stomach  ulcers.  The  liver  was  en- 
larged in  all  seven. 

Hastings-James7  described  a typical  vascu- 
lar hum  heard  on  auscultation  over  the  hepatic 
region.  Geschicter  and  Keasby18  observed  skin 
hemangiomas  associated  with  hepatic  an- 
giosarcoma. 

Diagnosis 

Laboratory:  The  liver  can  endure  extensive 
damage  before  there  is  significant  functional 
impairment.  Therefore,  most  liver  function  tests 
are  of  little  value  in  the  screening  for  primary 
carcinoma  of  the  liver.  However,  they  may 
prove  useful  in  high  risk  groups  such  as  vinyl 
chloride  workers.  The  serum  alkaline  phos- 
phatase determination  appears  to  be  the  most 
sensitive,  but  should  be  done  in  conjunction 
with  the  bromsulphalein  test  or  several  other 
tests  to  rule  out  bone  disease.17  Serum  glutam- 
ic oxalacetic  transaminase  is  also  elevated  in  a 
high  percentage  of  cases,  but  this  does  not 
occur  until  late  in  the  course  of  the  disease.17 

The  1964,  Tatarinov19  demonstrated  the 
presence  of  alpha-foetoprotein  in  patients  with 
primary  liver  carcinoma.  He  suggested  that  it 
might  be  used  as  a diagnositic  procedure. 

World-wide  studies20  by  the  International 
Agency  for  Research  on  Cancer  showed  the 
presence  of  alpha-foetoprotein  in  75%  of  pa- 
tients with  histologically  confirmed  liver  can- 
cer. It  was  concluded  that  the  test  was  highly 
specific  for  liver  cancer.  The  great  value  of  this 
test  is  the  fact  that  it  is  able  to  detect  cases  be- 
fore the  appearance  of  clinical  symptoms.20 
According  to  Purves22  the  test  appears  to  be 
specific  for  cancer  of  the  liver.  False  positives, 
for  all  practical  purposes,  do  not  occur.  “If  the 
results  are  positive,  the  patient  has  a primary 
carcinoma  of  the  liver.”23  The  value  of  this 
test  in  screening  vinyl  chloride  workers  has  not 


Arteriography 

Arteriography  is  of  value  in  determinnig  the 
location  and  extent  of  the  tumor  and  may  be 
helpful  in  planning  surgery. 

Photoscanning 

Photoscanning  utilizing  iodine,131  rose  bengal 
and  gold198  may  be  useful  in  the  identification 
of  the  tumor.24  Achaval25  found  iodine131 1 
and  rose  bengal  to  be  diagnostic  in  23  of  36 1 
cases  of  primary  tumors  of  the  liver.  In  another  I 
series17  this  procedure  successfully  delineated! 
the  tumor  in  19  of  21  of  those  tested. 

Biopsy 

Percutaneous  needle  biopsy  has  been  sue- 1 
cessful  in  revealing  liver  carcinoma  in  abou  . 
one  third  of  the  cases.17  Surgical  biopsies  ob- 
tained at  laparotomy  had  about  the  same  sue 
cess  rate.17  However,  these  procedures  an 
contraindicated  where  angiosarcoma  is  sus 
pected.  The  vascular  nature  of  this  tumor  in 
creases  the  possibility  of  exsanguinating  hemor  < 
rhage. 

Treatment  and  Prognosis 

In  adults,  carcinoma  of  the  liver  is,  if  un 
treated,  uniformly  fatal.  It  is  characterized  by  ; 
rapid  downhill  progression  leading  to  deat' 
within  six  months. 

The  use  of  5-fluorouracil,  Thio-Tepa  am 
other  chemotherapeutic  agents  are  of  palliativ 
value  only.17  Geddes  and  Falkson26  foun 
that  introhepatic  artery  infusion  by  methotrex 
ate  gives  the  best  palliation  but  does  not  pre 
long  survival  time  significantly. 

Carcinoma  of  the  liver  can  be  cured  only  b 
surgical  excision  and  this  is  possible  only  whe 
the  lesion  is  well  localized.27  However,  in  on 
series28  of  1 16  cases  only  27%  were  resectabl 

Radiation  therapy  may  alleviate  the  symf 
toms  but  does  not  prolong  survival.  A tumc 
dose  of  less  than  2000  rads  is  not  effectivi 
larger  doses  are  palliative  only.29 

Comment 

There  are  at  least  two  basic  hypotheses  th 
must  be  explored: 

1.  The  development  of  angiosarcoma  of  tl 
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liver  is  the  result  of  low  level  exposure  to 
vinyl  chloride  over  a period  of  years. 

2.  The  development  of  angiosarcoma  of  the 
liver  is  the  result  of  a high  level  exposure 
many  years  ago. 

The  fact  that  all  of  these  men  were  veteran 
employees  with  at  least  12  years  potential  ex- 
)osure  would  seem  to  favor  the  first  hypothesis. 
Towever,  in  each  case  there  was  also  the  possi- 
>ility  of  a high  level  exposure  during  the  early 
•work  history.  Most  of  these  men  were  at  one 
ime  “pot  cleaners.”  They  were  required  to  en- 
er  large  tanks  approximately  ten  feet  high  and 
iix  feet  in  diameter  with  only  a two  foot  oval 
opening  in  the  top  to  chip  the  residue  of  the 
;hemical  reaction  from  the  sides  of  the  tank. 
The  potential  for  exposure  to  high  levels  of 
vinyl  chloride  while  cleaning  these  tanks  was 
particularly  likely  during  the  early  years  of  this 
operation.  The  residue  often  contained  pockets 
of  trapped  gases  that  were  literally  released  in 
the  cleaner’s  face  when  ruptured  by  his  chip- 
ping operation.  New  cleaning  techniques,  as 
well  as  the  development  of  new  industrial  hy- 
giene controls,  including  the  use  of  respirators, 
has  reduced  considerably  the  potential  ex- 
posure. 

Angiosarcoma  of  the  liver  has  been  reported 
in  man  following  injection  of  a colloidal  solu- 
tion of  thorium  dioxide  (Thorotrast)  which 
was  used  as  a contrast  material  in  diagnostic 
radiology.  There  are  approximately  50  cases 
recorded  in  the  literature.30  Looney31  ana- 
lyzed 20  such  patients  and  found  a mean  latent 
period  of  18  years  from  administration  of 
Thorotrast  to  the  tumor  induction.  The  mean 
latent  period  for  the  Louisville  cases  was  17 
years.  That  is  the  time  from  first  exposure  to 
vinyl  chloride  and  development  of  the  tumor. 
Experimental  work  is  now  underway  to  help  re- 
solve this  question. 

Summary 

Angiosarcoma  of  the  liver  is  notorious  for  its 
insidious  onset  and  silent  course  which  renders 
early  diagnosis  difficult  if  not  impossible.  Liver 
function  tests  are  of  little  value  in  screening  be- 
cause extensive  liver  damage  must  take  place 
before  there  is  significant  functional  impair- 
ment. Photoscanning  and  arteriography  may  be 
helpful  in  identification  of  the  tumor  and  in 
planning  for  surgery.  Biopsy  is  contraindicated 
because  of  the  vascular  nature  of  these  tumors 
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and  the  possibility  of  exsanguinating  hemor- 
rhage. Angiosarcoma  of  the  liver  can  be  cured 
only  by  surgical  excision.  Radiation  therapy 
and  chemotherapy  are  of  palliative  value  only 
and  do  not  significantly  prolong  survival  time. 
Any  vinyl  chloride  worker  with  symptoms  of 
gastric  ulcer  should  be  considered  suspect  and 
should  be  worked  up  for  possible  angiosarcoma 
of  the  liver. 
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Lymphocutaneous  Sporotrichosis  among 
children  is  not  a common  occurrence,  but 
is  being  reported  with  greater  frequency. 

POROTRICHOSIS  is  an  uncommon 
fungal  disease  with  a world-wide  distribu- 
tion, caused  by  the  fungus  Sporotrichum 
schenkii.  The  fungus  is  biphasic,  existing  in 
nature  as  a mold  and  in  the  human  host  as  a 
yeast.1  The  infection  is  usually  acquired 
through  traumatic  implantation  and  rarely 
through  the  respiratory  or  the  gastrointestinal 
tract.2  Although  the  disease  can  affect  virtual- 
ly every  organ  in  the  body,3  the  commonest 
form  encountered  in  clinical  practice  is  the 
lymphocutaneous  variety. 

Case  Report 

The  patient,  a four-year-old  male  child,  was 
admitted  to  the  St.  Joseph  Infirmary,  Louis- 
ville, Kentucky,  on  July  17,  1972,  with  the 
complaint  of  a large  ulcer  on  the  forearm  of  a 
week’s  duration. 

Four  weeks  prior  to  the  development  of  the 
granuloma,  the  patient  had  been  scratched  su- 
perficially on  both  forearms  by  a cat.  Two  days 
after  the  scratch,  he  had  visited  the  countryside 
and  had  been  playing  out  in  the  weeds.  The 
patient’s  house  is  in  close  proximity  to  a green- 
house and  he  often  went  there  for  play.  This 
was  followed  two  weeks  later  by  the  develop- 
ment of  a red,  raised  painless  nodule.  The 
nodule  broke  down  and  resulted  in  an  ulcer  on 
the  forearm. 

On  examination,  the  patient  had  a raised 
granulomatous  lesion  at  the  junction  of  upper 
and  middle  thirds  of  the  ventral  aspect  of  the 
right  forearm  (Fig.  1).  The  edges  were  firm  and 
piled  up,  and  the  ulcer  crater  measured  3 cm  in 
diameter.  The  floor  of  the  ulcer  was  covered 
with  a thick,  mucopurulent  discharge  with  some 

t From  the  Department  of  Pediatrics,  St.  Joseph  In- 
firmary, Louisville 


crusts.  The  lesion  could  be  moved  freely  overs 
the  underlying  structures.  There  was  a raised,  > 
reddish  nodule,  .5  cm  in  diameter  on  the  i 
ventral  surface  of  the  right  arm,  approximately 
5 cm  above  the  granulomatous  lesion  and  2j 
cm  above  the  right  antecubital  flexure.  The! 
lymph  nodes  in  the  right  axillary  region  were  ' 
palpable  and  approximately  2 cm  in  diameter,] 
but  were  not  tender  and  showed  no  discolora- 
tion. The  patient  was  afebrile  throughout  the 
course  of  the  illness.  Skin  test  for  cat  scratch 
fever  was  not  done  because  of  paucity  of  signs 
and  symptoms  for  cat  scratch  fever. 

The  total  leucocyte  count  was  10,600  with 
39%  polymorphs,  40%  lymphocytes,  10% 
eosinophils,  and  9%  monocytes.  The  hemoglo- 
bin was  13.5gm%.  A swab  from  the  lesion 
showed  collections  of  polymorphonuclears. 
eosinophils,  macrophages,  and  some  gram  posi- 
tive cocci.  All  the  other  examinations,  including 
urine  analysis,  blood  culture,  x-ray  of  the  chest 
and  right  forearm,  were  negative. 

The  patient  was  treated  empirically  on  oral 
ampicillin  and  topical  antibacterial  ointment 
The  lesion,  however,  did  not  respond.  The  node 
above  the  lesion  enlarged  and  numerous  pin- 
point satellite  lesions  appeared  around  the  ' 
granuloma.  The  antibiotic  treatment,  therefore, 
was  stopped;  a fresh  sample  was  obtained  foi 
fungus  culture,  and  a biopsy  of  the  ulcer  and 


FIG.  1 Photograph  showing  the  ulcer  and  nodule  with 
subsequent  development  of  satellite  lesions  around  the 
ulcer. 
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the  node  on  the  right  arm  was  obtained.  The 
biopsy  material  of  the  main  lesion  processed 
with  special  stains  revealed  very  small,  darkly- 
staining,  round  particles  consistent  in  size  and 
appearance  to  Sporotrichum  schenkii.  The 
swab  material  from  the  lesion  grown  on  Sa- 
bouraud’s  agar  grew  moist  white  colonies  with- 
in five  days.  They  were  subcultured  and  the 
growth  of  Sporotrichum  schenkii  was  con- 
firmed. 

Following  the  diagnosis,  the  patient  was 
placed  on  oral  potassium  iodide  therapy  and 
the  lesions  responded  to  the  treatment  with 
regression  of  lymphadenopathy. 

Discussion 

Childhood  sporotrichosis  is  an  uncommon 
condition.5  The  lymphocutaneous  form  is 
characterized  by  the  development  of  an  indo- 
lent granuloma  with  nodules  along  the  course 
of  the  lymphatics.  The  absence  of  satellite  nod- 
ules and  nodules  along  the  draining  lymphatics 
or  prominent  streaking  of  the  lymph  channels 
usually  causes  difficulty  in  diagnosis.  There  are 
no  systemic  symptoms;  a history  of  trauma  at 
the  site  of  lesion  can  often  be  excited  and, 
characteristically,  the  infection  does  not  re- 
spond to  antibiotics.  Initial  studies  such  as 
direct  smear  from  the  lesion  and  culture  for 
bacterial  growth  are  negative.  This  should 
prompt  a careful  search  for  the  Sporotrichum 
schenkii  by  means  of  special  staining  and  cul- 
ture techniques.  Lymphocutaneous  Sporotri- 


chosis in  children  has  been  reported  with  an 
increasing  frequency,1'4’6'8  probably  suggest- 
ing that  many  cases  may  have  been  missed  in 
the  past  owing  to  the  relative  rarity  of  this  con- 
dition in  childhood.  Treatment  with  potassium 
iodide  is  curative  in  Lymphocutaneous  Sporo- 
trichosis9 and  no  failures  have  been  reported 
so  far. 

It  would  be  interesting  to  speculate  on  the 
mode  of  infection  in  this  case.  Although  the 
cat  scratch  probably  did  not  play  any  part  ex- 
cept by  facilitating  the  inoculation  of  the  fun- 
gus, contact  with  prairie  hay10  in  the  country- 
side or  sphagnum  moss7  in  the  greenhouse 
may  have  transmitted  the  infection. 
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Arterio-Venous  Malformation  of  the  Colon 

* 

Case  Report 
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Lexington,  Kentucky 


A case  of  arterio-venous  malformation  of 
the  cecum  and  ascending  colon  is  pre- 
sented in  which  the  diagnosis  was  estab- 
lished by  selective  superior  mesenteric 
arteriography. 

Gastrointestinal  bleeding  due  to 

vascular  malformations  may  elude  all 
conventional  radiographic  contrast  ex- 
aminations. Recent  developments  in  angio- 
graphic techniques  make  precise  diagnosis  of 
these  lesions  possible.2'4  The  present  case  re- 
port illustrates  the  value  of  selective  visceral 
angiography  in  the  demonstration  of  an  ar- 
terio-venous malformation  of  the  colon. 

Case  Report 

D.N.,  a 65-year-old  white  male,  was  ad- 
mitted to  the  University  of  Kentucky  Medical 
Center  for  the  third  time  in  October,  1973,  for 
an  evaluation  of  recurrent  massive  rectal  bleed- 
ings of  five  year’s  duration.  On  his  first  ad- 
mission to  this  hospital,  he  had  a severe  iron 
deficiency  anemia.  A thorough  GI  workup,  in- 
cluding upper  GI  series,  barium  enema,  and 
sigmoidoscopy,  were  within  normal  limits.  Sub- 
sequently, he  had  multiple  admissions  to  the 
local  hospital  for  recurrent  rectal  bleedings, 
some  of  which  were  massive  and  required  mul- 
tiple transfusions.  He  had  at  least  five  upper  GI 
series  and  about  the  same  number  of  barium 
enemas — all  of  which  were  negative.  Air  con- 
trast examination  of  the  colon  was  also  nega- 
tive (Fig.  1).  Gastroscopies  and  sigmoido- 
scopies during  the  episodes  of  bleeding  did  not 
reveal  any  lesion.  When  he  was  admitted  to  this 
hospital  in  October,  1973,  bright  red  rectal 
bleeding  had  subsided  and  he  was  having 
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melena.  With  the  suspicion  that  this  bleeding 
was  most  likely  due  to  arterio-venous  malfor- 
mations in  the  colon,  selective  celiac,  superior 
mesenteric  and  inferior  mesenteric  artery  an- 
giograms were  carried  out,  after  introduction  of 
the  catheter  into  the  abdominal  aorta  in  a 
retrograde  fashion  from  the  right  groin  by  the 
Seldinger  percutaneous  technique.  The  selec- 
tive superior  mesenteric  artery  angiogram  dem- 
onstrated an  enlarged  ileocolic  artery.  A 
branch  of  the  ileocolic  artery  terminated  in  a 
tangle  of  small  vessels  with  subsequent  early 
massive  filling  of  the  ileocolic  vein  in  the 
arterial  phase  (Fig.  2a,  b).  The  angiographic 
findings  were  compatible  with  a large  arterio- 
venous malformation  in  the  cecum  and  ascend- 
ing colon,  possibly  extending  into  the  terminal 
ileum. 

Subsequently,  the  patient  underwent  an  elec- 
tive right  hemicolectomy  with  an  ileotransverse 
colostomy.  The  arterio-venous  malformation 
seen  on  angiography  could  not  be  appreciated 
at  the  time  of  surgery,  although  a large 
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FIG.  1 Spot  film  of  normal  cecum  — air  contrast  study. 
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mesenteric  vein  draining  the  terminal  ileum 
was  noted  as  was  visualized  at  the  time  of 
angiography.  Thin  barium  was  injected  into  the 
ileocolic  artery  of  the  resected  specimen,  which 
demonstrated  that  the  vascular  malformation 
seen  on  the  preoperative  arteriogram  was 
limited  to  the  cecum  and  ascending  colon  (Fig. 

3) .  On  opening  the  specimen,  the  mucosal 
surface  of  the  cecum  and  proximal  ascending 
colon  revealed  multiple  small  ulcerations  (Fig. 

4) .  Histologic  sections  of  this  area  confirmed 
the  presence  of  mucosal  and  submucosal  vascu- 
lar malformations.  He  has  had  no  further  rec- 
tal bleeding  and  his  hematocrit  has  remained 
stable. 

Comment 

A correct  diagnosis  can  be  established  in 
most  of  acute  gastrointestinal  bleedings  by  con- 
ventional radiographic  and  appropriate  en- 
doscopic examinations.  An  acute  upper  gastro- 
intestinal bleeding  is  usually  secondary  to 
peptic  ulcer  disease,  gastritis,  varices,  Mallory- 
Weiss  Syndrome,  or  a tumor — all  of  which  are 
relatively  accessible  to  ordinary  examinations. 
The  most  frequent  cause  of  an  acute  massive 
lower  gastrointestinal  bleeding  is  diverticulosis 
of  the  colon.  Less  frequently,  a colonic  car- 
cinoma or  a polyp  may  be  the  cause.  However, 


FIG.  2a  Early  arterial  phase.  Small  tangle  of  abnormal 
vessels  at  the  site  of  the  arteriovenous  shunt.  (->) 

ICA  = Ileocolic  Artery 
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FIG.  2b  Early  venous  phase.  Venous  drainage  from  the 
cecum  is  dense  and  the  veins  are  dilated.  (->) 

ICV  = Ileocolic  Vein 


cases  are  encountered  in  which  the  etiology  of 
repeated  acute  lower  gastrointestinal  bleedings 
elude  repeated  conventional  diagnositic  proce- 
dures including  an  exploratory  laparotomy. 
Probably  most  of  these  cases  are  arterio-venous 
malformations  of  the  intestine,  which  could 
only  be  demonstrated  by  selective  visceral  an- 
giography. The  presence  of  acute  bleeding  is 
not  a requirement  in  the  angiographic  demon- 
stration of  arterio-venous  malformations  in  the 
intestine.  These  vascular  malformations  are 
most  commonly  located  in  the  large  bowel, 
particularly  on  the  right  side.3’4  6 


FIG.  3 Surgical  specimen  injected  with  thin  barium  through 
the  Ileocolic  Artery,  demonstrating  A-V  Malformation. 
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terio-venous  malformations  and  bleeding  points 
more  easily  visible. 


Summary 

Arterio-venous  malformations  of  the  gastro- 
intestinal tract  often  elude  conventional  ra-  ■ 
diologic  and  other  diagnostic  techniques.  These 
vascular  malformations  can  be  demonstrated  by 
selective  visceral  angiography.  A case  of  ar- 
terio-venous malformation  of  the  cecum  and 
ascending  colon  is  presented  in  which  the 
diagnosis  was  established  by  selective  superior 
mesenteric  arteriography.  j 
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FIG.  4 Multiple  small  ulcerations  in  the  cecum  as  indicated 
by  arrows. 


Angiographic  findings  of  arterio-venous  mal- 
formations should  be  accompanied  by  appro- 
priate contrast  studies.  Similar  angiographic 
characteristics  may  be  encountered  in  some 
colonic  carcinomas,  lyomyosarcoma,  and  car- 
cinoid tumor  of  the  small  bowel.3 

Selective  visceral  arteriography  is  also  useful 
in  localizing  the  bleeding  point  during  the  acute 
massive  stage  of  a gastrointestinal  bleeding  due 
to  any  cause,  including  arterio-venous  mal- 
formation.56 With  the  recent  development  of 
serial  magnification  techniques,  the  diagnostic 
capability  of  selective  visceral  arteriography  is 
considerably  enhanced  by  rendering  small  ar- 
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Childhood  and  the  Prevention  of  Atherosclerosis 

Carol  M.  Cottrill,  M.D.* 


ONE  of  the  most  significant  challenges 
facing  medical  science  and  public  health 
today  is  the  mortality,  morbidity,  and 
disability  due  to  atherosclerosis.  Cerebrovascu- 
lar disease,  coronary  artery  disease,  renovascu- 
lar disease,  and  peripheral  vascular  disease  be- 
come evident  when  the  supplying  arteries  are 
occluded  by  75%.  Clinically  manifest  athero- 
sclerotic disease  is  seen  in  the  populations  of 
developed  countries  near  the  end  of  the  third 
decade  of  life.1 

The  natural  history  of  atherosclerosis  in- 
volves an  initial  lesion,  the  fatty  streak,  which 
is  present  in  the  aortas  of  many  children  under 
three  years  and  in  all  children  over  three  years 
of  age  at  autopsy.2  Fatty  streaks  make  their 
appearance  in  coronary  arteries  a little  later, 
but  are  usually  present  after  age  20. 3 There 
is  a considerable  time-lag  between  the  appear- 
ance of  this  initial  lesion  and  its  progression 
through  the  stages  of  fibrous  plaque  to  calcifi- 
cation, hemorrhage,  ulceration,  and  thrombosis 
which  constitutes  the  complex  lesion  responsi- 
ble for  symptomatic  atherosclerosis. 

Considering  the  natural  history  of  athero- 
sclerosis, let  us  explore  several  questions  re- 
garding the  development  of  the  process,  hoping 
to  gain  insight  into  the  real  situation  as  we  face 
it  in  America  today.  Our  cultural  development 
has  placed  us  among  those  affluent  peoples 
whose  diets  are  higher  in  fats,  carbohydrates 
and  calories,  when  compared  to  present-day 
primitive  peoples  who  enjoy  much  lower  rates 
of  atherosclerosis.4-6  Diets  high  in  saturated 
fats  and  cholesterol  have  been  shown  to  be  a 
frequent  concomitant  of  coronary  artery  dis- 
ease.7’8 Because  we  are  a mechanized  society, 
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decreased  demands  for  physical  exertion  have 
made  it  easier  for  us  to  become  sedentary  and 
obese  adults.9  Modern-day  life  is  thought  to 
increase  emotional  stress. 

Given  modern-day  life  as  it  is,  can  we  rec- 
ognize those  individuals  who  are  more  likely 
to  develop  atherosclerosis  before  any  clinical 
evidence  of  disease  is  present  and  if  so,  is  there 
any  real  way  of  slowing  down  or  stopping  the 
progress  toward  compromise  of  vital  organ 
systems?  The  most  reliable  predictor  of  the 
development  of  atherosclerotic  disease  is  the 
concentration  of  cholesterol  and  triglyceride  in 
the  serum.710  The  amount  of  cholesterol  in  the 
serum  varies  directly  with  age.  In  the  newborn, 
the  cholesterol  concentration  is  about  65  mg/ 
100  ml.11  This  rises  to  about  165  mg/100  ml 
by  age  2, 12  then  the  level  plateaus13’14  until 
about  age  20.  A very  slow  rise  commences  at 
about  age  20  and  continues  until  about  age  60. 
Several  studies  have  documented  in  epidemio- 
logic fashion  that  there  is  a three-to-four  fold 
increase  in  atherosclerotic  heart  disease  be- 
tween levels  of  200  and  300  mg/ 100  ml  in 
groups  of  persons  over  40  years  of  age.15-17 

What  is  an  abnormal  cholesterol  level?  There 
is  no  known  “safe”  level,  but  Frederickson  and 
Levy14  have  declared  abnormal,  the  upper  5% 
of  concentrations  found  randomly  in  Ameri- 
cans. This  ranges  from  230  mg/ 100  ml  at 
ages  1-19  to  330  mg/ 100  ml  at  age  greater 
than  50  years  for  plasma  total  cholesterol. 
They  recommend  investigation  as  to  the  etiol- 
ogy of  the  hyperlipidemia  and  treatment  of  the 
primary  process  in  the  small  number  of  in- 
dividuals with  “secondary”  hyperlipidemia  (i.e. 
— due  to  hypothyroidism,  drug  ingestion,  al- 
coholism, pancreatitis,  nephrosis,  multiple  mye- 
loma, etc.).  Most  individuals  with  elevated  se- 
rum lipids  have  a disorder  that  is  primary  in 
nature  (due  to  an  abnormal  diet  or  a metabolic 
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disorder)  and  these  are  the  patients  who  bene- 
fit by  dietary  management. 

Who  is  suspect  and  how  does  one  identify 
those  who  are  destined  to  develop  atheroscle- 
rotic disease?  Glueck  et.  al.,18  reported  some 
work  done  relating  family  history  and  its  use  to 
identify  children  who  were  asymptomatic,  but 
who  had  familial  hyperlipidemia.  They  found 
that  a single  question  asked  during  history- 
taking about  the  occurrence  of  myocardial  in- 
farction before  the  age  of  50,  together  with 
subsequent  serum  lipid  determinations  in  those 
families  with  a positive  history,  revealed  that  a 
statistically  significant  percentage  had  one  of 
the  types  of  inherited  hyperlipidemia  when 
compared  to  the  control  population.  We  are 
not  as  yet  to  the  stage  of  screening  an  entire 
population  for  serum  lipid  levels11’19'20  but 
with  careful  family  history-taking  and  recogni- 
tion of  the  physical  signs  which  accompany 
hyperlipidemias  (xanthomas,  corneal  arcus, 
obesity,  etc.)  and  associated  abnormal  labora- 
tory findings  (diabetic-type  glucose  tolerance 
curve  and  increased  serum  uric  acid),  indi- 
viduals with  familial  types  of  lipoprotein  dis- 
orders can  be  identified.  Those  physicians  de- 
livering primary  health  care  to  children  and 
adults  are  in  a unique  position  to  investigate 
early  the  families  likely  to  develop  athero- 
sclerotic disease  and  to  institute  therapeutic 
measures  to  lower  serum  cholesterol. 

There  are  other  “risk  factors”  which  have 
been  identified  with  increased  incidence  of 
atherosclerosis.  Smoking  and  hypertension  have 
been  strongly  implicated.17’21  Associated  in  a 
less  definite  manner  are  obesity,22  diabetes, 
the  pursuit  of  sedentary  life,23  and  personality 
type.  The  treatment  of  diabetes  and  hyperten- 
sion is  obviously  indicated.  The  remaining  risk 
factors  are  those  of  a habitual  or  behavorial 
nature.  In  order  to  change  these,  one  would 
find  himself  in  the  position  of  educating  and 
re-training  large  numbers  of  the  population,  a 
task  certainly  not  easy,  but  one  presenting  tre- 
mendous challenge. 

If  dietary  management  and  avoidance  of 
certain  risk  factors  are  desirable  in  those  known 
to  have  familial  lipid  disorders,  is  it  appropriate 
to  generalize  that  this  is  also  desirable  for  our 
entire  population?  The  Inter-Society  Commis- 
sion of  the  NIH24  addressed  itself  to  the  broad 
question  of  the  feasibility  of  primary  prevention 
of  atherosclerotic  diseases,  and  made  several 


long-term  recommendations  in  the  areas  of  diet 
modification,  smoking,  and  the  pharmacologic 
control  of  blood  pressure.  They  suggest  the 
following  “safe”  and  “reasonable”  dietary 
changes: 

1 . That  caloric  intake  should  be  adjusted 
to  achieve  and  maintain  optimal 
weight. 

2.  Reduction  of  dietary  cholesterol  to  less 
than  300  mg/ day.  (Average  diet  in 
U.S.  = 600  mg/d.) 

3.  Reducing  dietary  saturated  fats  to 
achieve  a poly-unsaturated/saturated 
fat  ratio  of  1.5:1  (average  children’s 
diet  is  about  0.3:1)  or  less  than  10%  1 
total  calories  as  saturated  fats  (most 
children’s  diets  contain  about  35%  sat- 
urated fats). 

Even  in  light  of  these  recommendations,  the 
Commission  recognizes  that  large-scale,  long- 
term follow-up  is  essential  and  that  at  least  10 
years  are  necessary  to  determine  the  effect  of 
such  recommendations. 

With  the  present  diet  of  non-poverished 
Americans  today,  many  nutritional  diseases 
have  been  eliminated.  Rickets,  pellagra,  and 
scurvy  are  medical  curiosities.  Children  are 
growing  substantially  larger  than  in  previous 
eras.  These  are  concrete  evidence  of  the  benefit 
of  our  present  diet.  It  is  not  well  established 
that  neonates  have  definite  cholesterol  require- 
ments for  central  nervous  system  development, 
but  breast  milk  is  known  to  contain  large 
amounts  of  cholesterol,  and  it  has  been  experi- 
mentally shown  that  about  10%  of  the  brain 
cholesterol  in  infant  rats  at  five  days  of  age 
comes  from  exogenous  origin  (dietary).  Thus, 
to  advocate  substantial  changes  in  the  diet  of 
our  children  to  achieve  an  indefinite  goal  may 
well  create  other  medical  problems,  as  yet  un- 
known. Therefore,  it  has  been  suggested27 
that  dietary  treatment  be  reserved  for  those 
5-7%  of  children  who  have  familial  lipid  dis- 
orders rather  than  to  try  to  change  the  diets 
of  large  numbers  of  the  American  childhood 
population. 

In  summary,  we  have  seen  the  natural  his- 
tory of  atherosclerosis,  defined  the  population 
at  risk  as  well  as  the  factors  thought  to  contrib- 
ute to  that  risk,  reviewed  the  recommendations 
of  the  Commission,  and  considered  the  appli- 
cation of  these  recommendations  to  the  general 
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pediatric  population.  The  deliverer  of  primary 
health  care  is  in  a unique  position  to  accept  the 
challenge  of  atherosclerosis,  making  his  effort 
to  educate,  investigate  and  treat  those  large 
numbers  of  our  population  who  will  develop 
this  affliction. 

In  short  he  can: 

1.  Recognize  those  families  whose  mem- 
bers have  had  early  myocardial  in- 
farctions by  history. 

2.  Be  alert  for  the  physical  signs  of  hy- 
perlipidemia. 

3.  Use  lipid  screening  tests  to  determine 
individuals  with  abnormal  lipid  pro- 
files and  treat  those  individuals  with 
diet  and  drugs  where  necessary. 

4.  Advocate  the  avoidance  of  smoking  as 
a risk  factor. 

5.  Diagnose  and  promptly  treat  hyper- 
tension and  diabetes. 

6.  Follow  recommendations  of  the  Com- 
mission with  respect  to  diet: 

a.  Adjust  caloric  intake  to  maintain 
optimal  weight. 

b.  Reduce  dietary  cholesterol  to  less 
than  300  mg/day. 

c.  Achieve  a better  polyunsaturated/ 
saturated  fat  ratio. 

Only  in  this  way,  may  we  hope  to  see  a re- 
versal of  the  frightening  trend  toward  early 
development  of  atherosclerosis. 
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Blue  Cross  and  Blue  Shield  — Involved  t 

Henry  B.  Asman,  M.D.,*  B.  Frank  Radmacher,  M.D.,**  and 
R.  Parnell  Rollings,  M.D.** 


WE  are  most  grateful  for  the  opportunity  to 
discuss  the  involvement  of  Kentucky  Blue 
Cross  and  Blue  Shield  in  our  Common- 
wealth, in  our  profession,  and  with  those  citizens  who 
are  your  patients  and  our  subscribers. 

Having  “experienced”  Blue  Cross  and  Blue  Shield 
both  from  the  viewpoint  of  the  practicing  physicians 
and,  more  recently,  from  the  inside  involvement  of 
the  administration  of  the  Plans,  we  believe  that  the 
major  problems  existing  between  the  practicing  physi- 
cians and  the  Blues  stem  primarily  from  a misun- 
derstanding of  the  principles  upon  which  Blue  Cross 
and  Blue  Shield  were  organized  and  continue  to 
operate,  of  the  legal  restraints  under  which  it  op- 
erates, and  of  the  complexities  of  an  operation  which 
serves  more  than  40%  of  the  population  of  the 
Commonwealth. 

A better  understanding  of  a few  of  the  basic  facts 
concerning  Blue  Cross  and  Blue  Shield  would,  in 
our  opinion,  help  to  prevent  some  of  the  problems 
which  arise  from  time  to  time  between  the  profession 
and  the  Plans.  The  specific  problem  which  causes 
most  of  the  trouble — the  rejection  of  claims — will  be 
discussed,  outlining  the  criteria  we  use  in  making 
such  a determination. 

A distinction  that  many  individuals,  including 
physicians,  fail  to  make  is  that  Blue  Cross  and  Blue 
Shield  are  two  entirely  distinct,  separate  non-profit 
corporations,  chartered  by  the  Commonwealth  of 
Kentucky.  Each  Plan  has  its  own  Board  of  Directors, 
which  is  its  governing  body,  although  the  same 
corporate  officers  serve  both  Plans. 

Under  these  charters,  Blue  Cross  and  Blue  Shield 
operate  under  the  supervision  of  the  Department  of 
Insurance  of  Kentucky.  Every  contract  sold  by  Blue 
Cross  and/or  Blue  Shield  must  be  approved  by  the 
Department  of  Insurance  and  the  contract  cannot  be 
changed  in  any  way  without  approval.  What  this 
means  is  that  Blue  Cross  and  Blue  Shield  cannot  add 
or  delete  covered  benefits  in  a contract,  or  increase  or 
decrease  dues  (premiums),  without  the  approval  of  the 
Department. 


t Read  at  the  Annual  Meeting  of  the  Kentucky 
Academy  of  Family  Physicians,  in  Louisville  on 
May  16,  1974 

* Director  of  Medical  Services  and  **  Medical  Con- 
sultants, Kentucky  Blue  Cross  and  Blue  Shield 
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The  Department  of  Insurance  regularly  audits  the 
entire  operation  of  Blue  Cross  and  Blue  Shield,  a 
process  that  requires  from  two  to  four  months  to 
complete.  In  addition  to  making  certain  that  the 
Plans  are  being  operated  in  a fiscally  responsible 
manner,  and  that  we  pay  all  of  the  benefits  to  which 
the  subscriber  is  entitled  under  his  contract,  the  De- 
partment makes  equally  certain  that  benefits  are  not 
paid  for  services  which  are  not  included  in  the  con- 
tract, and  for  which  the  individual  has  not  paid  dues. 

A second  point  that  is  frequently  misunderstood  is 
the  fact  that  Blue  Cross  and  Blue  Shield  are  not  in- 
surance companies.  They  are  pre-payment  plans! 
Individuals  who  subscribe  to  Blue  Cross  and  Blue  ( 
Shield,  either  through  individual  contracts  or  through 
a group,  pre-pay  to  the  Plans  a prescribed  amount 
each  month  in  order  to  protect  themselves  against  the  i 
cost  of  health  and  medical  care  to  the  extent  pro- 
vided in  the  contract  they  buy.  Blue  Cross  and  Blue 
Shield,  then,  are  merely  the  custodians  of  the  sub- 
scribers’ money.  That  money  is  returned  to  the  sub- 
scribers in  the  form  of  payments  to  providers  for  cov- 
ered services  after  deductions  for  overhead  and  the 
maintenance  of  a reasonable  reserve.  Blue  Cross  pays 
out  95%  of  the  subscriber’s  dues  in  bentfits,  while  ! 
Blue  Shield  returns  approximately  90%  of  the  dues. 
There  are  no  stockholders,  no  dividends,  and  no  one 
makes  a profit  on  the  Blue  Cross  and  Blue  Shield  1 
operation;  so  it  is  a bit  distressing  to  hear  a patient  ' 
or  a physician  complain  bitterly  that  we  are  trying  to  j 
save  Blue  Cross  and  Blue  Shield  money  when  a jj 
claim  must  be  denied. 

Blue  Cross  and  Blue  Shield  are  big  business.  In 
addition  to  our  regular  business,  the  Plans  serve  as 
Intermediary  for  Part  A of  Medicare,  and  as  ad- 
ministrator of  the  CHAMPUS  Program  and  the 
Federal  Employees  Program  in  Kentucky.  During  the 
year  1973,  the  Plans  processed  more  than  1,660,000 
claims  and  disbursed  over  $200,000,000  in  benefits  to 
the  providers  of  health  care.  That  comes  to  an  ( 
average  of  about  6,400  claims  and  $785,000  for  each 
working  day  throughout  the  year. 

It  is  the  ever  increasing  size  and  complexity  of 
Blue  Cross  and  Blue  Shield  operations  in  recent 
years  that  led  management  to  the  realization  that 
greater  medical  input  and  judgement  was  needed  in 
many  areas  of  the  business,  and  resulted  in  the 
transition  from  one  part-time  physician  to  three  full- 
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time  physicians  on  the  staff  in  the  past  two  years.  It 
is  our  hope  that  we  may  contribute  to  the  efficiency 
of  the  operation  and  to  the  satisfaction  of  the  sub- 
scribers as  well  as  the  providers  of  health  care. 

In  spite  of  these  rather  impressive  examples  of 
performance  and  service,  the  single  most  common 
j reason  for  criticism  and  dissatisfaction  with  Blue 
Cross  and  Blue  Shield  is  the  rejection  of  a claim  for 
benefits.  It  does  little  good  to  tell  an  individual  whose 
claim  has  been  denied,  or  his  physician,  that  the  re- 
: jection  rate  on  claims  for  hospital  benefits  under 
i Medicare  is  less  than  0.6%,  or  that  less  than  0.5%  of 
the  Blue  Cross  claims,  under  all  of  the  various  con- 
tracts, are  rejected  for  medical  reasons.  As  far  as  this 
I individual  is  concerned,  his  rejection  rate  is  100%. 

The  rejection  of  a claim  is  not  taken  lightly  by  the 

I Plans.  It  is  company  policy  in  the  adjudication  of 
claims,  to  always  give  the  patient  the  benefit  of  the 
' doubt.  As  pointed  out  earlier,  however,  we  are  legally 
< obligated  to  adhere  strictly  to  the  terms  of  the  in- 
i dividual’s  contract  in  processing  his  claim. 

There  are  a number  of  reasons  why  a claim  might 
be  administratively  rejected:  the  contract  was  not  in 
force  at  the  time  the  service  was  rendered,  the  patient 
i was  not  covered  under  the  subscriber’s  contract, 
dental  services  which  are  not  covered  except  when 
| related  to  an  accident,  and  the  like.  These  denials  are 
usually  uncontested. 

The  cases  which  give  rise  to  the  greatest  clamor 
: are  (1)  rejections  of  admissions  primarily  for  diag- 
nostic services  or  for  physical  therapy,  and  (2)  re- 
jections because  the  condition  which  led  to  hospitali- 
I zation  existed  on  or  prior  to  the  effective  date  of  the 
! contract.  The  denial  of  claims  for  these  reasons  re- 
quires medical  judgement  and  so  it  seems  appro- 
priate at  this  time  to  briefly  outline  the  system  of  re- 
: view  to  which  Blue  Cross  claims  are  subjected. 

The  first  level  of  review  is  a technical  one,  con- 
ducted by  clerks  who  verify  the  validity  of  the  data 
which  appears  on  the  claim  submitted  by  the  hospital. 
The  second  level  of  review  is  carried  out  by  regis- 
tered nurses.  The  nurse  correlates  the  final  diagnoses 
with  average  length  of  stay  parameters  for  those 
diagnoses,  and  with  the  charges  listed  on  the  claim  for 
the  various  ancillary  services  which  the  patient  re- 
ceived. On  the  basis  of  this  review,  the  nurses  approve 
approximately  95%  ot  the  claims  and  they  are 
processed  for  payment  without  further  ado.  In  rough- 
ly 5%  of  the  cases,  the  nurse  is  not  satisfied  that  the 
patient  received  covered  services  on  the  basis  of  the 
claim  alone,  so  she  sends  for  medical  records.  As  a 
rule,  she  will  request  the  history  and  physical,  orders 
and  progress  notes,  and  discharge  summary. 

When  these  records  are  received,  they  are  re- 
viewed by  the  same  nurse  who  initially  reviewed  the 
claim.  If  she  is  then  satisfied  that  covered  services 
were  received,  the  claim  is  approved  for  payment.  If 
not,  the  file  is  referred  for  the  third  level  of  review — 
by  a physician. 

It  should  be  emphasized  that  up  to  this  point  in  the 
review  process,  no  claim  has  been  rejected.  Only  a 
physician  can  reject  a claim  for  medical  reasons. 

When  the  physician  reviews  the  medical  records,  he 
may  request  additional  records  from  the  hospital  or 
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contact  the  attending  physician  for  additional  infor- 
mation, before  making  a determination  that  the  serv- 
ices provided  to  the  patient  were  covered  or  were  not 
covered  under  the  terms  of  the  individual’s  contract. 
He  may,  under  certain  circumstances,  request  the 
opinion  and  recommendations  of  the  hospital  utiliza- 
tion review  committee,  or  refer  the  case  through  the 
peer  review  mechanism  functioning  under  the  Ken- 
tucky Foundation  for  Medical  Care.  It  should  be 
borne  in  mind,  however,  that  such  requests  for  com- 
mittee review  are  requests  for  medical  opinion  and 
judgement  only,  and  that  the  final  decision,  as  it  re- 
lates to  the  terms  of  the  individual’s  contract,  must, 
by  law,  remain  with  Blue  Cross. 

What  is  the  nature  of  the  cases  which  constitute  the 
bulk  of  those  referred  by  the  nurses  for  medical  re- 
view by  the  Plan  physicians?  Most  of  them,  by  far, 
are  those  involving  the  question  of  admissions  pri- 
marily for  diagnostic  studies.  A few  may  represent 
cases  with  extended  length  of  stay  and/or  inappro- 
priate services  in  relation  to  the  diagnosis.  We  would 
hasten  to  point  out,  however,  that  Blue  Cross  does 
not  partially  deny  claims  on  the  basis  of  excessive 
length  of  stay  or  inappropriate  services  except  upon 
the  recommendation  of  a review  committee. 

What  triggers  the  suspicion  that  a claim  may 
represent  an  admission  primarily  for  diagnostic 
studies?  Simply  stated,  it  is  this:  a short  hospital  stay 
(one,  two,  or  three  days)  with  high  ancillary  charges 
in  the  diagnostic  area  such  as  laboratory  and  x-ray, 
and  low  ancillary  charges  in  the  therapeutic  area  such 
as  medication,  operating  room,  etc. 

In  adjudicating  such  a claim,  certain  criteria  are 
applied.  If  the  condition  of  the  patient  demanded 
hospitalization  (e.g.,  crushing  chest  pain,  high  fever, 
syncopal  attack),  the  claim  is  paid;  if  the  diagnostic 
studies  themselves  require  the  hospital  setting  (e.g., 
angiography,  encephalogram,  myelogram),  the  claim 
is  paid;  if  the  patient  required  and  received  definitive 
therapy,  including  merely  observation  in  some  in- 
stances, the  claim  is  paid.  If,  on  the  other  hand,  the 
medical  records  show  that  the  patient  had  chronic 
complaints,  was  not  acutely  ill,  had  normal  vital  signs 
and  essentially  negative  physical  examination,  that 
the  diagnostic  laboratory  and  x-ray  studies  were  of 
such  a nature  that  they  can  be,  and  frequently  are, 
performed  on  an  outpatient  basis,  and  that  the  pa- 
tient received  treatment  which  did  not  require  the 
hospital  setting,  then  such  a claim  must  be  classed  as 
an  admission  primarily  for  diagnostic  studies. 

In  an  effort  to  be  absolutely  fair  to  the  subscriber 
in  those  cases  where  the  medical  records  meet  the 
criteria  of  an  admission  for  diagnostic  services,  we 
instituted  last  September  the  practice  of  writing  a 
letter  to  the  attending  physician  before  we  reject  the 
claim,  requesting  that  he  provide  us  with  any  possible 
additional  medical  information  that  might  justify 
paying  the  claim.  It  is  regrettable  that  at  least  50%  of 
the  time,  we  receive  no  response  whatsoever  to  our 
letter.  In  some  instances,  the  physician’s  letter,  writ- 
ten some  weeks  after  the  patient’s  discharge  and 
without  referring  to  the  hospital  record,  contains 
statements  which  have  no  apparent  relationship  to  the 

495 


hospitalization  in  question.  Such  contradictory  state- 
ments certainly  do  not  facilitate  the  fair  and  equitable 
adjudication  of  claims. 

Once  such  a claim  is  rejected,  and  the  patient 
complains  to  his  physician,  we  almost  invariably  re- 
ceive a letter  from  the  physician  attempting  to  justify 
what  he  failed  to  document  at  the  time  the  patient 
was  under  his  care  in  the  hospital.  We  always  try  to 
accept  the  word  of  the  physician  at  face  value,  but  it 
is  sometimes  quite  difficult  to  ignore  the  contradic- 
tions with  which  we  are  confronted. 

Rejections  for  pre-existing  conditions  are  in  a dif- 
ferent category.  When  a patient  with  a Blue  Cross 
card  is  admitted  to  the  hospital,  the  hospital  im- 
mediately sends  an  Admission  Notice  to  the  Plan. 
The  necessary  data  is  fed  into  the  computer  and,  if 
the  contract  has  been  in  effect  for  less  than  12 
months,  the  computer  prints  out  the  fact  that  the 
“waiting  period”  has  not  been  completed.  A regis- 
tered nurse  then  reviews  the  Admission  Notice,  in- 
cluding the  diagnosis,  the  effective  date  of  the  Blue 
Cross  coverage,  and  the  admission  date  to  the 
hospital,  and  attempts  to  determine  whether  or  not 
the  condition  which  led  to  hospitalization  existed  prior 
to  the  effective  date.  If  the  admission  resulted  from  an 
accident,  an  acute  myocardial  infarction,  or  some 
other  such  acute  illness,  the  admission  will  im- 
mediately be  approved.  If,  on  the  other  hand,  the 
admitting  diagnosis  is  chronic  arthritis,  congestive 
heart  failure,  chronic  obstructive  pulmonary  disease, 
or  the  like,  and  the  policy  has  been  in  effect  only  a 
few  weeks,  the  nurse  will  request  medical  records  be- 
fore approval  is  given.  The  records  are  reviewed  by 
the  nurse  and  by  a physician  before  approval  is  ever 
denied.  Here  again,  we  sometimes  have  difficulty  in 
obtaining  pertinent  information  from  the  attending 
physician.  In  cases  of  chronic  illness,  the  physician 
sometimes  tends  to  give  the  date  of  the  most  recent 
acute  flare-up  rather  than  the  date  of  the  actual  on- 
set of  the  disease  and  the  fact  that  the  patient  has 
been  under  treatment  for  the  condition  for  several 
months.  It  would  be  rather  unusual,  for  instance,  for 
a patient  to  be  admitted  for  a pyloroplasty  and 
vagotomy  for  chronic  duodenal  ulcer  with  the  onset 
of  the  condition  being  just  five  days  prior  to  ad- 
mission. It  is  a bit  surprising,  too,  when  the  attending 
physician  tells  us  that  he  has  no  knowledge  of  the 
patient’s  illness  or  symptoms  prior  to  the  date  on 
which  the  patient  first  consulted  him.  And  then  there 
is  the  occasional  physician  who  refuses  to  give  us  any 
medical  information  relating  to  his  care  of  the 
patient,  for  fear  that  he  may  be  accused  of  assisting  a 
third  party  in  the  processing  of  a claim.  He  says 
that  if  we  want  any  information,  we  should  get  it 
from  the  patient,  who  is  our  subscriber.  This  attitude, 

I submit,  evidences  a great  and  abiding  interest  in 
the  welfare  of  his  patient. 

Blue  Shield  is  an  entirely  different  ballgame.  It  is 
not  only  the  largest  area  of  our  business,  in  the 
number  of  claims  processed,  but  it  is  by  far  the  most 
complex  operation  with  which  we  have  ever  been 
associated.  With  the  great  variety  of  Blue  Shield 
contracts,  including  indemnity,  usual  and  customary, 
CHAMPUS,  and  the  Federal  Employees  Program,  in 


addition  to  the  variables  negotiated  into  numerous 
group  contracts  on  both  the  local  and  national  level, 
the  processing  of  a Blue  Shield  claim  is  a time- 
consuming  and  complicated  matter.  The  indemnity 
contracts,  of  course,  call  for  the  payment  of  a fixed 
amount  for  any  given  procedure.  Usual  and  cus- 
tomary claims,  in  98%  of  the  cases,  are  paid  routinely 
since  the  fees  fall  within  the  90th  percentile  guide- 
lines. Those  which  fall  outside  the  guidelines  are 
usually  resolved  by  a personal  contact  with  the  physi- 
cian and  only  0.2%  of  the  cases  have  to  go  to  Peer 
Review. 

An  exhaustive  study  is  now  underway,  aimed  at  a 
greater  recognition  of  the  advances  in  medicine  with 
special  reference  to  diagnostic  medicine  and  the 
newer  and  more  complicated  surgical  and  medical 
procedures  now  being  carried  out.  It  is  to  be  hoped 
that  this  study  will  lead  to  a marked  update  in  the 
coverage  provided  by  a Blue  Shield  contract  in  the 
not  too  distant  future.  The  implementation  of  such  an 
update,  however,  will  be  a difficult  and  complicated 
undertaking  since  any  new  contract  must  be  approved 
by  the  Department  of  Insurance,  sold  to  the  in- 
dividual and  group  subscribers,  and  will  undoubtedly 
call  for  a significant  increase  in  Blue  Shield  dues. 

Blue  Cross  serves  as  Intermediary  for  Part  A of 
the  Medicare  Program  in  Kentucky.  This  service  is 
provided  by  Blue  Cross  under  contract  with  the  De- 
partment of  Health,  Education  and  Welfare  at  cost, 
there  being  no  profit  coming  to  the  Plan  for  this 
operation. 

During  the  year  1973,  the  Medicare  Division 
processed  more  than  300,000  claims  for  inhospital, 
outpatient,  skilled  nursing  facility,  home  health,  and 
other  ancillary  services  and  disbursed  more  than 
$85,000,000  to  the  providers  of  these  services. 

Medicare  claims  are  processed  in  a manner  similar  i 
to  that  described  for  Blue  Cross  claims,  the  majority 
being  paid  by  registered  nurses  after  the  second  level 
of  review,  and  none  being  denied  except  by  a physi- 
cian after  careful  medical  review.  There  is  one  im-  i 
portant  distinction  to  keep  in  mind,  however,  and  that 
is  the  fact  that  the  Medicare  Program  operates  under 
the  regulations  and  guidelines  provided  by  the  Federal 
Government.  These  regulations  delineate  rather  clear- 
ly the  definition  of  covered  care  under  the  Medicare 
Program.  The  administration  of  Blue  Cross  claims,  on 
the  other  hand,  is  governed  by  the  terms  of  the  con- 
tract which  the  individual  has  purchased. 

The  regulations  governing  the  payment  of  Medi- 
care benefits  for  inhospital  care,  for  instance,  state 
that  the  services  provided  to  the  patient  must  be 
medically  reasonable  and  necessary  for  the  diagnosis 
and/or  treatment  of  the  illness  or  injury  for  which 
the  patient  was  hospitalized,  and  that  the  condition 
of  the  patient  must  be  such  as  to  require  (1)  con- 
tinuous skilled  nursing  care,  (2)  the  constant  avail- 
ability of  a physician,  and  (3)  the  sophisticated  fa- 
cilities and  equipment  usually  found  only  in  a hospi- 
tal. Unless  the  medical  records  document  the  fact  that 
the  care  required  and  received  by  the  patient  meets 
these  criteria,  the  claim  must  be  denied. 

Recent  amendments  to  the  Medicare  Law  have 
placed  additional  pressure  on  the  physician  to  make 
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certain  that  he  does  not  keep  his  patients  in  the 
hospital  after  they  reach  the  point  that  they  no 
longer  require  acute  hospital  care.  It  is  imperative 
that  practicing  physicians  should  become  thoroughly 
acquainted  with  the  provisions  of  the  “presumed  pro- 
vider” regulations  since  they  have  very  significant 
implications  for  the  hospital,  the  patient  and  the 
physician. 

This  discussion  is  an  attempt  to  shed  some  light  on 
the  involvement  of  Blue  Cross  and  Blue  Shield  in  the 
lives  of  all  of  you,  your  patients  and,  in  fact,  all 
Kentuckians.  It  is  to  be  hoped  that  you  have  gained 
some  insight  into  the  reasons  why  you  sometimes 
become  unhappy  with  us,  as  do  your  patients. 

Blue  Cross  and  Blue  Shield  offer  many  levels  of 
benefits  and  we  cannot  force  any  individual  to  up- 
date his  coverage  even  though  the  policy  he  first  pur- 
chased in  1950  is  woefully  inadequate  in  1974. 
Neither  can  Blue  Cross  and  Blue  Shield  make  certain 


that  each  of  the  1.3  million  individuals  who  are 
covered  by  these  contracts  reads — or  understands — 
the  Certificate. 

But  you,  as  intelligent,  well-educated  physicians, 
enjoying  the  confidence  of  your  patients,  and  with 
their  best  interests  at  heart,  can  assist  them  in  under- 
standing the  limitations  of  their  contracts  and,  know- 
ing how  the  costs  of  hospital  and  medical  care  have 
risen  in  recent  years,  you  can  encourage  them  to  in- 
crease the  level  of  benefits  to  a more  realistic  stand- 
ard, rather  than  to  expect  to  receive  benefits  which 
they  have  not  purchased. 

Remember — Blue  Cross  and  Blue  Shield  are  third- 
party  payors  which  belong  to  your  patients  who  are 
the  subscribers — and  not  to  anyone  else!  Any  as- 
sistance you  give  to  Blue  Cross  and  Blue  Shield  in  the 
adjudication  of  their  claims  is  a service  to  your 
patients. 


SEPT.  30,  1974 


S®PC-  MONDAY 


7 30  ,rn  REGISTRATION 


9:00  a m.  William  H Masters,  M D. 

Virginia  E Johnson,  St  Louis, 
Mo  , "SEX  AND  SEXUALITY" 


TENNESSEE  VALLEY 
MEDICAL  ASSEMBLY 

THE  READ 
HOUSE 

CHATTANOOGA 

TENNESSEE 

Sept.  30  a 
Oct.  1,1074 


1000  . m.  COFFEE  BREAK 

Exhibit  Visitation 

10  30  am.  Louis  C.  Lundstrom.  General 
Motors  Corp  Warren.  Mich  , 
"THE  STATUS  OF  AUTO 
SAFETY ' (GM  ESV  exhibit) 


11:00  am.  Joseph  0 Godfrey,  MD, 

Buffalo,  N Y..  "WHAT  S NEW 
IN  SPORTS  MEDICINE"? 


100  pm.  luncheon 

Continental  Room 

SPEAKER: 

Joseph  D.  Godfrey,  M.D. 
Team  Physician,  Buffalo  Bills, 
••CONTACT" 


2 00  pm. 
1o 

4 00  p m. 


SYMPOSIUM 

"SEXUAL  DYSFUNCTION" 

William  H.  Masters,  M.D. 

Virginia  E.  Johnson 

Reproductive  Biology  Research 
Foundation 
St.  Louis,  Mo. 


OCT.  1,  1974 


°1ct'  TUESDAY 


8 00  .m  REGISTRATION 

Read  House 

9:00  am.  Wm  E.  Thornton,  MO, 

NASA,  Houston,  Tex., 

"WHATS  NEW— SKYWARD"? 

9 30  am.  C A Harvey.  M D , Naval 

Submarine  Med  Res  Lab., 
Groton,  Conn  . "PACKAGEO 
ENVIRONMENTS— MAN  S 
PROGRESS  IN  SUB-AQUATIC 
SURVIVAL" 

10  00  am.  COFFEE  BREAK 

Exhibit  Visitation 


10  30  am.  pe,er  c Gazes.  M D. 

Charleston.  S C . "WHAT'S 
NEW  IN  MEDICAL  OFFICE 
EMERGENCIES"? 

1 1 00  am,  E C Wong,  Master 

Acupuncturist,  Denver,  Colo., 
"ACUPUNCTURE  AS  AN  ADJUNCT" 

1 1  30  am.  Arthur  Taub.  M.D  , Ph  D , 

New  Haven,  Conn , 
"ACUPUNCTURE— AN 
HISTORICAL  ANALYSIS 
AND  PHYSIOLOGICAL 
CRITIQUE" 


100pm.  LUNCHEON 

Continental  Room 

SPEAKER: 

W.  J.  Lewis.  M.D  . Chairman, 
AMPAC  Board,  Dayton.  Ohio. 
"POLITICAL  ACTION— AN 
EFFECTIVE  LONG-RANGE 
PLAN" 


2 00  cm.  SYMPOSIUM 

4 00  pm,  NEW  MEDICAL  HORIZONS  IN 

SPACE  AND  UNDER  THE  SEA" 

Wm.  E.  Thornton.  M.D. 

NASA.  Houston,  Texas 


(Symposium  open  to  physicians, 
physician's  wives  and  R N.'s) 


C.  A.  Harvey,  M.D. 

Naval  Submarine  Medical  Research 
Laboratory,  Groton,  Connecticut 


Make  reservations  with  Chattanooga  Convention  & Visitors  Bureau 

399  McCallie  Ave . , Chattanooga,  Tn.  37402 
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Z-D- 

ZERO  death  from  tetanus  by  1976  is  a 
realistic  goal  and  valuable  present  to  our 
country  as  we  celebrate  our  200th  anni- 
versary. 

The  incidence  of  tetanus  in  the  United  States 
is  diminishing  but  the  mortality  remains  high. 
There  will  be  about  100  patients  with  tetanus 
this  year;  some  cases  will  not  be  reported.  Half 
of  the  patients  will  die  in  agony.  The  mortality 
rate  has  not  changed  much  recently;  the  im- 
portance of  prevention  is  obvious.  By  proper 
care,  tetanus  is  totally  preventable. 

Immunizations  against  tetanus  and  several 
other  diseases  should  be  required  before  a child 
enters  school.  High  school  students  should  con- 
tinue their  immunization  by  a booster  before 
graduation.  Immunization  against  tetanus 
should  be  required  before  a driver’s  license  is 
issued  and  in  athletic  programs.  Protection 
against  tetanus  took  a giant  step  forward  in  our 
country  with  universal  military  training.  Now 
we  must  rely  on  other  methods  of  achieving 
total  tetanus  immunization.  Immunization 


A Beckon  to 

Time  slips  by.  Another  September  is  upon 
us,  with  its  school  days,  resumption  of  monthly 
medical  meetings,  and  the  bittersweet  feel  of 
oncoming  winter.  To  every  thing  there  is  a sea- 
son, and  a time  for  every  purpose  under  the 
heaven.  In  this  benign  season  let  us  retain  a 
bit  of  summer  leisure,  combine  same  with  the 
honest  work  of  fall,  and  join  together  to  praise 
our  profession,  and  our  Commonwealth.  I 
speak,  O Learned  Reader,  of  the  Annual  Meet- 
ing of  KMA,  to  be  held  at  Bluegrass  Conven- 
tion Center,  Louisville,  September  24-26. 

While  there’s  no  possibility  that  you  person- 
ally could  need  the  educational  program  of- 
fered (after  all,  any  Journal  reader — particular- 
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should  be  started  as  part  of  pre-employment 
evaluation  and  booster  doses  given  at  appro- 
priate intervals  thereafter.  All  young  women 
should  be  immunized  to  protect  themselves  and 
their  newly-born  children.  The  infected  um- 
bilicus may  result  in  death  from  tetanus.  Our 
senior  citizens  should  be  protected  through 
their  organizations  by  mass  immunization  pro- 
grams. Emergency  medical  personnel  must  be 
diligent  in  wound  debridement  and  tetanus 
immunization. 

Guidelines  have  been  published  by  the 
American  College  of  Surgeons,  the  American 
Academy  of  Pediatrics  and  the  Public  Health 
Service.  Supplies  for  tetanus  immunization  are 
available  at  little  or  no  cost  through  govern- 
ment facilities. 

Prevention  of  disease  is  the  primary  goal  of 
medicine.  The  list  of  controlled  diseases  is  im- 
pressive. By  a broad  program  of  immunization 
and  wound  care,  tetanus  can  be  added  to  that 
list  by  1976. 

William  T.  Rumage,  Jr.,  M.D. 


the  Beacons 

ly,  any  Journal  Editorial  reader! — must  be  the 
most  intelligent  of  men),  think  what  a noble 
opportunity  such  a meeting  presents  for  you 
to  educate  others.  It’s  your  duty  to  come, 
mingle,  and  lend  the  blessings  of  your  presence 
to  other  physicians  less  gifted.  If,  in  passing, 
your  charm,  grace,  and  intellect  are  recog- 
nized— why,  what  could  be  more  natural  and 
more  fitting?  To  paraphrase  Matthew,  you  can’t 
be  a beacon  if  your  light  don’t  shine — and  good- 
ness knows  we  need  plenty  of  you  beacons. 

So  come  to  the  meeting — we’ll  look  for  you 
there,  and  we’ll  recognize  you  by  your  incan- 
descent glow!  Shine  on. 

WH 
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Supplied:  Tablets:  0.025  mg.,  0.05  mg„  0.1  mg.. 
0.15  mg..  0 2 mg.  0.3  mg..  0.5  mg.,  scored  and 
color-coded  in  bottles  of  10O,  500.  and  1000. 
Injection:  500  meg  lyophilized  active  ingredient 

and  10  mg.  of  Mannitol,  U S P.,  in  10  ml.  single-dose 
vial,  with  5 ml.  vial  of  Sodium  Chloride  Injection 
U.S.P..  as  a diluent. 


FLINT  LABORATORIES 

DIVISION  OF  T RAVEN0L  LASORATORlfe'lNC 
Deerfield.  Illinois  ©OOf  s. 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  4 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstructio  I 
possibility  should  be  considered  before  administering  Pro-Bari  il 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  b<  v* 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  »• 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  witiik 
colitis. 


Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  sec  * 


[Therapeutic  comparisons 
in  peptic  ulcer. 

icids  have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 


'o-Banthine  has  four. 

pantheline  bromide 


:ids: 

; relieve  ulcer  pain  by  neutralizing  gastric 
s action  is  relatively  short-lived  and  they  have 
• mode  of  action. 

anthine. 

inthlne  suppresses  gastric  acid 
on.  The  antisecretory  properties  of 
thine  are  well  established.  By  effectively 
vagotonic  impulses  Pro-BanthTne  suppresses 
jcretion  to  reduce  both  total  and  free  acid. 

inthine  helps  relieve  pain. 
thine  relieves  ulcer  pain  by  reducing  gastric 
i and  the  motility  and  spasm  of  the 
testinal  tract. 


Pro-Banthine  reduces  acidify  without 
subsequent  acid  rebound. The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthine  activity  lasts  about  six  hours. 
The  effect  of  a single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours!  Pro-Banthine  PA.®, 
the  prolonged-acting  form,  is  active  from  8 to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

'Innes,I.R.,and  Nickerson,  M.,  in  Goodman,  L.S.,  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company, 
1970,  p.537. 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


S ell  as  mydriasis  and  blurred  vision.  In  addition  the  following 
1 1 ctions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
lc  leadache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
F 2nce  and  allergic  dermatitis. 

! id  Administration:  The  recommended  daily  dosage  for  adult 
*y  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
f stment  to  the  patient’s  requirements  and  tolerance  must  be 

ir  ine  R A.  — Each  tablet  of  Pro-Banthine  PA.  (propantheline 
C ontains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-BanthTne  15 
mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 
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The  Role 
of  the 

Detail  Man 


"I  may  be  prejudiced,  bi 
very  much  in  favor  of  the  deta 
I meet.  Most  of  them  are  know 
able  about  the  drugs  they  pror 
and  can  be  a great  help  in  acq 
ing  me  with  new  medication.” 


Family  Physician’s  Perceptior 

I think  that  most  general 
practitioners  in  this  area  feel ; 
do  about  the  detail  man.  Over 
years  I have  gotten  to  know  mi 
the  men  who  visit  me  regularl 
they  in  turn  have  become  awa 
my  particular  interests  and  th 
ture  of  my  practice.  They,  the 
fore,  limit  their  discussion  as 
as  possible  to  the  areas  of  intf 
to  me.  Since  I usually  see  the 
representative  again  in  future 
visits,  it  is  in  his  best  interest 
supply  me  with  the  most  hone 
factual,  as  well  as  up-to-date 
information  about  his  produc 


Dialogue 


The  Positive  Influence 

My  contact  with  represe 
tives  and  salesmen  of  the  phs 
ceutical  industry  is  the  type  o 
tact  that  people  in  a medical  < 
research  people,  and  acaderr 
people  have  and  that’s  in  all  li 
on  a somewhat  different  level 
that  of  the  practicing  physici; 

Let  me  touch  on  how  I pi 
ally  perceive  the  role  of  the  s; 
representative.  These  men  re 
large  numbers  of  health  prof( 
sionals.  Thus  they  could  be— 
attimes  actually  are  — dissen 
tors  of  useful  information.  Th 
could  consistently  serve  a rea 
cational  function  in  their  abil 
discuss  their  products. 

At  present  they  do  distr 
printed  material,  brochures  £ 
pamphlets  — some  of  itscien 
ally  sound  and  therefore  trulys 
ful— as  well  as  some  excelled 
produced  by  the  pharmaceuta 
industry.  When  they  function 


Source  of  Information? 

as,  with  certain  reservations. 
irage  sales  representative 
reat  fund  of  information 
he  drug  products  he  is  re- 
)lefor.  He  is  usually  able  to 
most  questions  fully  and 
ently.  He  can  also  supply 
s of  articles  that  contain  a 
sal  of  information.  Here, 
;ercise  some  caution.  I usu- 
ept  most  of  the  statements 
nions  that  I find  in  the 
and  studies  which  come 
e largerteachingfacilities. 
A/ithout  saying  that  a physi- 
ould  also  rely  on  other 
i for  his  information  on 
icology. 

gof  Sales  Representatives 

eally,  a candidate  for  the 
1 as  a sales  representative 
irmaceutical  company 
be  a graduate  pharmacist 
;a  questioning  mind.  I don’t 
is  is  possible  in  every  case, 
t becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whetheror  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testingcan  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


y they  are  indeed  useful; 
larly  in  the  fact  that  they 
nate  broadly  based  educa- 
laterial  and  serve  not  just 
hers”  of  their  drugs. 

er  Side  of  the  Coin 

>viously,  the  pharmaceuti- 
panies  are  not  producing  all 
erial  as  a labor  of  love- 
in  the  business  of  selling 
I s for  profit.  In  this  regard 
>itious  and  improperly  mob- 
iles representative  can 
negative  influence  on  the 
ng  physician,  both  by  pre- 
a one-sided  picture  of  his 
, and  by  encouragingthe 
mer  to  depend  too  heavily 
sfor  his  total  therapy.  In 
ays,  the  salesman  has  often 
d objective  reality  and 
ined  his  potential  role  as  an 
fr. 

ustry  Responsibility 

hce  the  detail  man  must  be 
'mation  resource  as  well  as 
’ entative  of  his  particular 
tceutical  company,  he 
be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  trainingof  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility todemand  thatthe 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 
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1974  KMA  Annual  Meeting 
Is  At  Hand 

The  scientific  program  of  the  1974  KMA  Annual 
Mcet'ng  will  get  underway  Tuesday  morning,  Sep- 
tember 24,  with  presentations  on  “The  Sexes.”  All 
general  sessions  will  be  held  in  the  Bluegrass  Con- 
vention Center  in  Louisville  (at  the  intersection  of 
1-64  and  Hurstbourne  Lane). 

Other  topics  to  be  discussed  during  the  three-day 
session  will  be  “Hypertension,”  “Fetal  and  Neonatal 
Health,”  and  “Food  Facts  and  Fads.” 

The  President’s  Luncheon,  to  be  held  at  11:50 
a.m.,  Wednesday,  September  25,  in  Belle  Hall  at  the 
Bluegrass  Convention  Center,  will  feature  the  Honor- 
able Julian  M.  Carroll,  Lieutenant  Governor  of  the 
Commonwealth,  speaking  on  "Healing  the  Impatient 
Public.”  KMA  award  presentations  and  the  installa- 
tion of  the  1974-75  KMA  President,  Hoyt  D. 
Gardner,  M.D.,  will  also  highlight  this  year’s  Presi- 
dent's Luncheon.  Tickets  will  be  on  sale  at  various 
locations  at  the  Ramada  Inn  and  Bluegrass  Conven- 
tion Center. 

Eighteen  specialty  groups  will  meet  on  Tuesday 
afternoon  and  Thursday  morning  and  afternoon. 
Meeting  on  Tuesday,  September  24,  will  be  the 
groups  representing  anesthesiology,  chest  medicine, 
dermatology,  emergency  medicine,  pathology,  pedi- 
atrics, plastic  and  reconstructive  surgery,  urology, 
and  surgery.  Groups  representing  the  ENT  Society, 
family  medicine,  industrial  medicine,  obstetrics  and 
gynecology,  orthopedics,  American  College  of  Physi- 
cians, psychiatry,  public  health,  and  radiology  will 
meet  on  Thursday,  September  26. 

The  House  of  Delegates  will  meet  on  Monday, 
September  23,  at  9:00  a.m.  at  Ramada  Inn,  and  again 
on  Wednesday,  September  25,  at  7:00  p.m.  at  Blue- 
grass Convention  Center. 

Other  features  of  the  1974  Annual  Meeting  in- 
clude the  annual  Convention  of  the  Woman’s 
Auxiliary  to  KMA  on  September  23-25,  the  KEM- 
PAC  Seminar  on  Monday  evening,  September  23, 
and  many  alumni  reunions  of  the  University  of 
Louisville  School  of  Medicine. 

Complete  details  of  this  year’s  Annual  Meeting 
are  featured  in  the  August  issue  of  The  Journal  of 
KMA. 

1974  U.S.  Senate  Candidates 
To  Speak  At  KEMPAC  Meeting 

Kentucky’s  two  candidates  for  the  U.S.  Senate  will 
be  the  featured  speakers  at  the  Twelfth  Political 
Seminar  and  Banquet  of  KEMPAC  on  Monday, 
September  23. 


Senator  Cook  Governor  Ford 


Senator  Marlow  W.  Cook  and  Governor  Wendel  | 
H.  Ford  will  discuss  “Forecast:  Health  Legislation’ t 
at  the  Seminar  program  to  be  held  at  Louisville’  1 
Bluegrass  Convention  Center. 

KEMPAC  Board  Chairman,  Carl  Cooper,  M.D.  i 
Bedford,  has  announced  that  a reception  followed  b;  j 
a dinner  and  the  Seminar  will  begin  at  6:00  p.m.  CD!  ! 
in  the  Belle  Hall. 

Senator  Cook,  a Republican  from  Louisville,  wa 
elected  to  the  U.S.  Senate  in  November,  1968.  Hi 
has  served  in  state  government  and  was  the  Jeffersoi  j 
County  Judge  for  two  terms. 

Governor  Ford,  a Democrat  from  Owensboro,  wa  ( 
elected  Governor  of  the  Commonwealth  of  Kentuck  j 
in  November,  1971.  He  has  served  the  state  also  as  j 
State  Senator  and  as  Lieutenant  Governor. 

The  KEMPAC  Board  of  Directors  urges  everyon  i 
to  make  plans  now  to  attend.  Tickets  will  be  on  sal  t 
Sunday  and  Monday,  September  22  and  23,  at  th 
KMA  Annual  Meeting. 


Membership  Dues  To  Be  Billed 
From  KMA  Headquarters  Office 

As  reported  in  the  June  edition  of  The  Journal,  th 
KMA  Board,  at  their  April  11th  meeting,  approved  a 1 
Executive  Committee  recommendation  that  KM/ 
begin  direct  billing  of  membership  dues  for  th 
calendar  year  1975  for  all  county  medical  societie 
except  Jefferson  and  Fayette. 

The  direct  billing  service  will  be  offered  to  count 
medical  societies  on  an  optional  basis  during  th 
first  year,  and  medical  societies  still  wishing  to  collec 
their  own  dues  may  continue  to  do  so. 

Lists  of  names  of  physicians  to  be  billed  will  b 
forwarded  to  the  county  society  secretaries  for  thei 
approval  within  this  month. 
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Miscellaneous  Meetings  Planned 
During  KMA  Annual  Session 

Several  miscellaneous  meetings  have  been  sched- 
jled  during  the  KMA  Annual  Session.  The  time,  date 
md  place  of  meeting  planned  at  press  time  are  listed 

be  I ow. 


Sunday,  September  22 

12:30  p.m.  KMA  Board  of  Trustees,  Luncheon 
Meeting,  Grand  Republic  Room,  Blue- 
grass  Convention  Center 

5:00  p.m.  University  of  Kentucky  College  of  Medi- 
cine, Reception,  Enterprise  Room,  Blue- 
grass  Convention  Center 


Monday,  September  23 

, 9:00  a.m.  KMA  House  of  Delegates,  Meeting,  Jef- 
fersonian Rooms,  Ramada  Inn 
12:30  p.m.  Reference  Committee  Chairmen,  Lunch- 
eon, Majestic  Room,  Bluegrass  Conven- 
tion Center 

2:00  p.m.  Reference  Committee  Meetings,  Island 
Queen  and  Idlewild  Rooms,  Cincinnati 
Room,  Eclipse  Room,  Grand  Republic 
Room,  Delta  Queen  Room,  Natchez 
Room,  Bluegrass  Convention  Center 
6:00  p.m.  KEMPAC  Reception,  Seminar  and  Ban- 
quet, Belle  Hall,  Bluegrass  Convention 
Center 


All  Day  Kentucky  Urological  Society,  President’s 
Reception,  Sheraton  Inn  at  Hurstbourne 
Lane 


Tuesday,  September  24 

10:00  a.m.  Kentucky  Diabetes  Association,  Meet- 
ing, Grand  Republic  Room,  Bluegrass 
Convention  Center 

12:00  noon  KMA  Executive  Committee  and  Refer- 
ence Committee  Chairmen,  Luncheon 
Meeting,  Mark  Twain  Room,  Ramada 
Inn 

12:00  noon  Kentucky  Chapter,  American  College  of 
Surgeons,  Luncheon  Meeting,  Jefferson- 
ian and  Magnolia  Rooms,  Ramada  Inn 

5:30  p.m.  KMA — WA-KMA  Reception  to  Honor 
Presidents-Elect,  Poolside,  Ramada  Inn 

6:00  p.m.  Kentucky  Chapter,  American  College  of 
Chest  Physicians,  Social  Hour  and  Din- 
ner, Grand  Republic  Room,  Bluegrass 
Convention  Center.  Program,  8:00  p.m., 
“Management  of  Hypertension  Crises,” 
Donald  G.  Vidt,  M.D. 

6:15  p.m.  Kentucky  Chapter,  American  Academy 
of  Pediatrics,  Social  Hour  and  Dinner, 
Belle  Hall,  Bluegrass  Convention  Center 

6:30  p.m,  UL  Class  of  ’29,  Social  Hour  and  Din- 
ner, Fairway  Lounge,  Big  Springs  Coun- 
try Club 
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6:30  p.m. 


7:30  a.m. 

11:50  a.m. 
4:00  p.m. 

7:00  p.m. 


12:00  noon 

12:00  noon 

12:30  p.m. 
3:00  p.m. 

6:00  p.m. 

6:30  p.m. 


All  Day 


UL  Class  of  ’34,  Social  Hour  and  Din- 
ner, Natchez  Room,  Bluegrass  Conven- 
tion Center 

Wednesday,  September  25 

Insurance  Advisory  Committee,  Ken- 
tucky Academy  of  Family  Physicians, 
Breakfast,  Kentucky  Room,  Ramada  Inn 
KMA  President’s  Luncheon,  Belle  Hall, 
Bluegrass  Convention  Center 
KMA  Board  of  Trustees,  Meeting  and 
Dinner,  Grand  Republic  Room,  Blue- 
grass Convention  Center 
KMA  House  of  Delegates,  Meeting, 
Belle  Hall,  Bluegrass  Convention  Center 

Thursday,  September  26 

Kentucky  Industrial  Medical  Associa- 
tion, Luncheon,  Mark  Twain  Room, 
Ramada  Inn 

Kentucky  Obstetrical  and  Gynecologic 
Society,  Luncheon,  Jeffersonian  Room, 
Ramada  Inn 

KMA  Board  of  Trustees,  Luncheon 
Meeting,  Magnolia  Room,  Ramada  Inn 
“The  Physician’s  Assistant,”  Majestic- 
New  Orleans  Room,  Bluegrass  Conven- 
tion Center 

Kentucky  Psychiatric  Association,  Social 
Hour  and  Dinner,  Jeffersonian  Room, 
Ramada  Inn 

Kentucky  Chapter,  American  College  of 
Radiology,  Social  Hour  and  Dinner, 
Kentucky  and  Magnolia  Rooms,  Ramada 
Inn 

September  23-24-25 
Hospitality 

UL  Class  of  ’34,  Hospitality  Room, 
Ramada  Inn 


Vinyl  Chloride  and  Angiosarcoma 

( Continued  from  page  485 ) 

25.  Achaval,  A.,  Tauxe,  W.  M.,  and  Ganbill,  E.  E. : 
Scintillation  scanning  of  the  liver.  Mayo  Clin,  Proc. 
40:206-215,  1965. 

26.  Geddes,  E.  W.,  and  Falkson  G. : Malignant  Hepa- 
toma in  the  Bantu.  Cancer  25:1271-1278,  1970. 

27.  Flanagan,  L.,  Jr.,  and  Foster,  J.  H.:  Hepatic  re- 
section for  metastatic  cancer.  Anier.  J.  Sing.  113:551-557, 
1967. 

28.  El-Domeiri,  A.  A.,  Huvos,  A.  G.,  Goldsmith,  H.  S., 
and  Foote,  F.  W.,  Jr.,  Primary  Malignant  Tumors  of  the 
Liver.  Cancer  27:7-11,  1971. 

29.  Philips,  R.,  and  Murikami,  K.:  Primary  neoplasms 
of  the  liver.  Results  of  radiation  therapy.  Cancer  13:714- 
720,  1960. 

30.  MacMahon,  H.E.,  Murphy,  A.S.,  and  Bates,  M.F.: 
Endothelial-cell  Sarcoma  of  Liver  Following  Thorotrast 
Inspections.  Am.  J.  Path.,  23:585,  1947. 

31.  Looney,  W.  B. : An  Investigation  of  the  Late 
Clinical  Findings  Following  Thorotrast  (Thorium  Dioxide) 
Administration  in:  U.  S.  Congress,  Joint  Committee  on 
Atomic  Energy,  Hearings  Before  the  Special  Subcommittee 
on  Radiation.,  U.  S.  Government  Print.  Off.  Washington, 
D.  C.,  3:2297. 
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is  Gdntanoi 

(sulfamethoxazole) 

thero 

ructeo  urmai 
infections? 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonob- 
structed  urinary  tract  infections  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms.  Note: 
Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests 
with  bacteriologic  and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increasing  frequency  of  re- 
sistant organisms  limits  the  usefulness  of  antibacterials  includ- 
ing sulfonamides,  especially  in  chronic  or  recurrent  urinary  tract 
infections.  Measure  sulfonamide  blood  levels  as  variations  may 
occur;  20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy  at 
term  and  during  nursing  period;  infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  established. 
Sulfonamides  should  not  be  used  for  group  A beta-hemolytic  strep- 


tococcal infections  and  will  not  eradica 
vent  sequelae  (rheumatic  fever,  glomerulc 
of  such  infections.  Deaths  from  hypersensit 
tions,  agranulocytosis,  aplastic  anemia  and  o 
dyscrasias  have  been  reported  and  early  clinical  s 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indies 
blood  disorders.  Frequent  CBC  and  urinalysis  with  m 
examination  are  recommended  during  sulfonamide  thera 
cient  data  on  children  under  six  with  chronic  renal  dises 
Precautions:  Use  cautiously  in  patients  with  impairs 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  c 
phosphate  dehydrogenase-deficient  individuals  in  wh 
related  hemolysis  may  occur.  Maintain  adequate  fluid 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocyto 
tic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  an> 


Because  it  is  considered 
a good  choice... 

■ for  efficacy  in  nonobstructed  cystitis,  pyelonephritis 
and  pyelitis 

■ for  control  of  susceptible  £ coli,  Klebsiella- 
Aerobacter,  Staph,  aureus,  Proteus  mirabilis  and, 
less  frequently,  Proteus  vulgaris 

■ for  prompt  antibacterial  blood  and  urine  levels  in 
from  2 to  3 hours  after  initial  2-gram  adult  dose 

■ for  economical  around-the-clock  coverage 

■ for  maximum  patient  cooperation  with  easy-to- 
remember  B.I.D.  dosage 


Basic  Therapy 

Gantanof 

(sulfamethoxazole) 


Tablets/Suspension 
(0.5  Gm)  (0.5  Gm/teasp.) 


orothrombinemia  and  methemoglobinemia);  allergic 
rythema  multiforme,  skin  eruptions,  epidermal  necroly- 
i,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
teactions,  periorbital  edema,  conjunctival  and  scleral 
lotosensitization,  arthralgia  and  allergic  myocarditis); 
nal  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
3,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
peripheral  neuritis,  mental  depression,  convulsions, 
-'inations,  tinnitus,  vertigo  and  insomnia);  miscellaneous 
Irug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
arteritis  nodosa  and  L.E.  phenomenon).  Due  to  certain 
I Hilarities  with  some  goitrogens,  diuretics  (acetazola- 
£fes)  and  oral  hypoglycemic  agents,  sulfonamides  have 
« instances  of  goiter  production,  diuresis  and  hypogly- 
3ll  as  thyroid  malignancies  in  rats  following  long-term 
pn.  Cross-sensitivity  with  these  agents  may  exist. 


Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm 
b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/20  lbs  of  body 
weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose  should 
not  exceed  75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


In  Mmoriam 


HARRY  S.  ANDREWS,  M.D. 

Louisville 

1903-1974 

Harry  S.  Andrews,  M.D.,  Louisville,  died  on  Au- 
gust 11  at  the  age  of  71.  A 1929  graduate  of  the 
Vanderbilt  University  School  of  Medicine,  Doctor 
Andrews  helped  organize  the  cleft  palate  clinic  at 
Kosair  Crippled  Children  Hospital  and  also  served  as 
director  of  the  clinic.  He  was  a fellow  of  the 
American  Academy  of  Pediatrics,  of  which  he  held 
numerous  offices.  He  was  a member  of  the  Jefferson 
County  Medical  Society  and  the  Kentucky  Medical 
Association,  as  well  as  the  Louisville  and  Kentucky 
Pediatric  societies. 

JOHN  A.  DORGER,  M.D. 

Fort  Mitchell 
1915-1974 

John  A.  Dorger,  M.D.,  Fort  Mitchell,  58,  died  on 
May  26.  Doctor  Dorger,  a 1941  graduate  of  the 
University  of  Cincinnati  College  of  Medicine,  was  a 
general  practitioner.  He  was  a member  of  the  Ken- 
tucky Medical  Association  and  the  Campbell-Kenton 
County  Medical  Society. 

JACOB  D.  FARRIS,  M.D. 

Lexington 

1891-1974 

Jacob  D.  Farris,  M.D.,  Lexington,  died  on  July  29 
at  the  age  of  82.  A 1928  graduate  of  the  Vanderbilt 
University  School  of  Medicine,  Doctor  Farris  was 
college  physician  for  Eastern  Kentucky  State  Teach- 
ers College  in  Richmond,  and  in  the  University  of 
Kentucky  student  health  service.  He  was  an  emeritus 
member  of  the  Kentucky  Medical  Association  and  the 
American  Medical  Association. 


THOMAS  J.  KALMER,  M.D. 

Louisville 

1936-1974 

Thomas  J.  Kalmer,  M.D.,  Louisville,  37,  died  on 
August  1.  Doctor  Kalmer,  a pediatrician,  was  a 1963 
graduate  of  the  University  of  Louisville.  He  was  a 
member  of  the  Kentucky  Medical  Association  and 
the  Jefferson  County  Medical  Society,  and  a fellow  of 
the  American  Academy  of  Pediatrics. 

FRANK  P.  STRICKLER,  JR.,  M.D. 

Louisville 

1892-1974 

Frank  P.  Strickler,  Jr.,  M.D.,  Louisville,  82,  died  on 
July  20.  A general  surgeon,  Doctor  Strickler  was  a 
1915  graduate  of  the  University  of  Louisville  School 
of  Medicine.  He  was  an  emeritus  member  of  the 
Jefferson  County  Medical  Society  and  the  Kentucky 
Medical  Association. 


Neuro-ophthalmology  Course 
Sponsored  By  UKMC 

The  Department  of  Ophthalmology,  University  of 
Kentucky  Medical  Center,  is  sponsoring  a 10-session 
course  on  basic  neuro-ophthalmology.  The  course  is 
directed  toward  neurologists,  neurosurgeons,  neuro- 
radiologists,  ophthamologists,  internists  and  pedia- 
tricians. 

Neuro-ophthalmology  clinical  case  presentations 
will  be  given  in  conjunction  with  the  course  following 
the  class  hour,  which  will  be  on  10  Saturday  morn- 
ings, 9:15-10:15  a.m.,  from  September  through  June. 

Jonathan  D.  Wirtschafter,  M.D.,  Professor  ol 
Ophthalmology  and  Neurology,  UKMC,  is  the  course 
director. 


George  Culley,  M.D.,  Hazard,  has  been  appointed  t< 
the  Institute  for  Children,  a division  of  the  Kentuck; 
Department  of  Human  Resources.  The  Institute  ad 
vises  concerned  agencies  on  the  best  utilization  o 
programs  and  services  for  children,  adolescents,  an< 
the  developmentally  disabled. 


American  College  of  Surgeons 
To  Offer  SESAP  II 

The  Surgical  Education  and  Self-Assessment  Prc 
gram  (SESAP  II),  the  second  in  a series  of  projects  ti 
help  practicing  surgeons  evaluate  their  profession 
knowledge,  will  be  completed  in  October  by  th 
American  College  of  Surgeons. 

SESAP  II  is  designed  to  provide  the  surgeon  with  a 
objective  measure  of  the  strengths  and  weaknesses  i 
his  professional  knowledge,  in  order  to  continue  hi 
education  appropriately.  The  assessment  consists  c 
750  multiple-choice  items,  covering  nine  areas  c 
surgery.  After  submitting  the  completed  forms  to 
bonded  agency,  the  participant  receives  a score  and 
computerized  ranking  of  his  standing  among  h 
peers,  along  with  a personalized  critique. 


— 

PHYSICIANS  WANTED 

General  Practitioner  — Excellent  consultation 
and  facilities  available.  100-bed  general  Medi- 
cal/Surgical Hospital.  Active  Outpatient  Clinic. 
Many  benefits  — Salary  dependent  on  qualifica-lj 
tions  and  experience.  Exciting  and  challenging 
career  in  progressive  Co-Educational  Institution. 
For  additional  info  please  contact  L.  G.  Grossman,  t 
Warden,  or  Jimmie  D.  Hawthorne,  M.D.,  Chief,  jl 
Mental  Health,  Federal  Correctional  Institution, if 
P.O.  Box  2000,  Lexington,  Ky.  40507;  phone  (606)  < 
255-6812. 

AN  EQUAL  OPPORTUNITY  EMPLOYER 
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KMGA  Schedules  Golf  Tournament  For  September  26 


The  Kentucky  Medical  Golf  Association  will  hold 
its  annual  fall  tournament  on  Thursday,  September 
26  at  the  Hurstbourne  Country  Club  in  Louisville. 

Members  of  KMGA  may  tee  off  anytime  on  that 
day.  A buffet  and  business  meeting  with  cash  bar 


will  be  held  at  the  Club  at  6 p.m.  on  September  26. 

Assessment  for  the  tournament  is  $20.00,  which 
includes  use  of  electric  golf  carts  on  the  day  of  the 
tournament  and  annual  dues  for  KMGA.  Any  physi- 
cian interested  in  joining  KMGA  and  playing  in  the 
fall  tournament  should  complete  the  following  form: 


— 

MEMBERSHIP  APPLICATION 

To:  Kentucky  Medical  Golf  Association  Date . 

Donald  L.  Ware,  M.D, 

750  Medical  Towers  South 
Louisville,  Kentucky  40202 

l Gentlemen: 

Please  enroll  me  as  a member  of  KMGA.  Enclosed  is  my  check  in  the  amount  of  $20.00  to  cover  enrollment 
and  annual  dues  and  assessment  for  the  1974  Golf  Tournament.  (Make  check  payable  to  Kentucky  Medical 
Golf  Association.) 

Name  M.D.  Club  Affiliation  


Address 


Current  Handicap 


Zip  Code 


NEWS  ITEMS 


Healthcare  of  Louisville- — Louisville’s  first  HMO — 
opened  its  Family  Health  Center  in  July.  It  is  located 
at  1809  Standard  Avenue. 

The  Central  Kentucky  Blood  Center  in  Lexington 
has  initiated  a fund-raising  campaign  to  obtain  a self- 
contained  mobile  blood  drawing  station.  It  would  be 
the  only  vehicle  of  its  type  within  a 200-mile  radius. 


PARTNER  WANTED 

To  join  Medicine,  Pediatrics  and 
OB  Practice  established  for  23 
years  in  South  Louisville.  Contact 
John  E.  Ryan,  M.D.  (502)  366- 
0515  (24  hours). 
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1974 

Kentucky  Medical  Association 
ANNUAL  MEETING 

September  24,  25,  26 

Ramada  Inn/Bluegrass  Convention  Center 
Louisville 

Scientific  Session  Themes 

• “The  Sexes’’ 

• “Hypertension” 

• “Fetal  and  neonatal 
Health” 

• “Food  Facts  and 
Fads” 
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What’s  onyoi] 
patient’s  face., 

may  be  more  important  than 
his  chief  complaint 


Patient  ET.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  PT.*  seen  on 
6/12/67, seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 
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i lesions  on  his  face 
solar/actinic— 
called  "senile”  keratoses... 
il  they  may  be  premalignant. 


actinic  or  senile  keratoses 

ons  may  be  called  by  several  names,  but  they 
n be  identified  by  the  following  characteris- 
ypical  lesion  is  flat  or  slightly  elevated,  of  a 
or  reddish  color,  papular,  dry,  rough,  adherent 
ly  defined.  They  commonly  occur  as  multiple 
iefly  on  the  exposed  portions  of  the  skin. 

nee  of  therapy— 
vity  of  response 

ral  days  of  therapy  with  Ef  udex®  (fluorouracil), 
may  begin  to  appear  in  the  area  of  the  lesions; 
on  usually  reaches  its  height  of  unsightliness 
nfort  within  two  weeks,  declining  after  dis- 
on  of  therapy.  This  reaction  occurs  in  affected 
:e  the  response  is  so  predictable,  lesions  that 
pond  should  be  biopsied. 

•table  results 

: with  Efudex  provides  highly  favorable  cos- 
its. Incidence  of  scarring  is  low.  This  is  par- 
nportant  with  multiple  facial  lesions.  Efudex 
applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro-- 
longed  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesion'; 
failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  witli  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


s patient’s  lesions  were  resolved  with 

Efudex' 

uorouracil/Roche 

5%cream/solution...a  Roche  exclusive 
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POSTGRADUATE  OPPORTUNITIES 


IN  KENTUCKY 


SEPTEMBER 


21-22 


Alumni  Weekend,**  University  of  Louisville 
School  of  Medicine,  Health  Sciences  Center. 
Scientific  sessions  presented  by  the  Depart- 
ments of  Family  Practice,  Medicine,  OB- 
GYN,  Psychiatry  and  Surgery,  Louisville 


24-26  KMA  Annual  Meeting,  Ramada  Inn/Blue- 
grass  Convention  Center,  Louisville 


OCTOBER 


1-2  Medical  Audit  Team  Seminar,  co-sponsored 
by  KMA  and  KHA.  Galt  House,  Louisville 


6-12  Fifth  Family  Medicine  Review*,  University  of 
Kentucky  Medical  Center,  Registration  fee: 
$195;  Lexington 


7-Nov.2  Coronary  Care  Nurses  Training  Program, 
King’s  Daughters'  Hospital,  Ashland.  Contact: 
Director  of  Nurses,  King’s  Daughters’  Hos- 
pital, 2101  Lexington  Avenue,  Ashland  41101 


11-12  Kentucky  / Tennessee  Regional  Meeting, 
American  College  of  Physicians,  Ramada  Inn, 
Lexington.  Contact:  Franklin  B.  Moosnick, 
M.D.,  184  N.  Mill  Street,  Lexington  40507 


25-26  Second  Annual  Symposium  on  “Acute  Res- 
piratory Insufficiency,”**  Department  of 
Anesthesiology,  University  of  Louisville 
School  of  Medicine,  Louisville 


NOVEMBER 


2-3 


Cumberland  Falls  KAFP  Seminar,  “Arthritis 
and  Rheumatology.”  Corbin,  Kentucky. 


7-9 


Tenth  Annual  Bronson  Course  in  “Diagnostic 
Ophthalmic  Ultrasound,”  Fee:  $125,  Univer- 
sity of  Louisville  School  of  Medicine.  Health 
Sciences  Center,  Louisville 


*For  further  information  contact  Ronald  D.  Hamil- 
ton, M.D.,  Director,  Continuing  Education,  College 
of  Medicine,  University  of  Kentucky,  Lexington  40506 
**For  further  information  contact  Gerald  D.  Swim, 
Director,  Office  of  Continuing  Education,  University 
of  Louisville  School  of  Medicine,  Health  Sciences 
Center.  Louisville.  Kentucky  40201 


SI  2 


7-8 


Eighth  Annual  Newborn  Symposium,  Health 
Sciences  Center  Auditorium,  University  of 
Louisville  School  of  Medicine,  Louisville.  For 
information  write  Billy  Andrews,  M.D.,  200 
E.  Chestnut  St.,  Louisville  40202 


IN  SURROUNDING  STATES 


SEPTEMBER 


20-21 


“Pediatric  Gastroenterology,”  Vanderbilt  Uni- 
versity. Program  includes  malabsorption,  re- 
current abdominal  pain,  G-I  bleeding,  neo- 
natal nutrition,  and  other  subjects  of  pediatric 
interest.  Contact:  Harry  Greene,  M.D.,  Van- 
derbilt University  Hospital,  Nashville  37203. 


30-Oct.  1 Annual  Meeting,  Tennessee  Valley  Medical 
Assembly,  The  Read  House,  Chattanooga 


DECEMBER 

11-12  Conference  on  “Pediatric  Gastroenterology,” 
sponsored  by  Indiana  University  Medical 
Center.  Stouffer’s  Indianapolis  Inn. 


SCHEDULE  OF  UPCOMING  PROGRAMS  ON 
NETWORK  FOR  CONTINUING 
MEDICAL  EDUCATION 


1 


(For  listing  of  stations,  see  October  issue,  page  676) 


September  23 — October  6 


EARLY  PROSTHETIC  FITTING  FOR  CONGENI- 
TAL DEFECTS,  Charles  H.  Epps,  Jr.,  M.D.,  De- 
partment of  Orthopedics,  Howard  University  School 
of  Medicine,  Washington,  D.C. 

THERAPEUTIC  ANESTHESIA  FOR  LOCALIZED 
PAIN,  William  C.  North,  M.D.,  Professor  and 
Chairman,  Department  of  Anesthesiology,  University 
of  Tennessee  School  of  Medicine,  Memphis. 
SENATOR  BENNETT  MEETS  THE  PROFES- 
SIONALS, Senator  Wallace  F.  Bennett;  Robert  B. 
Hunter,  M.D.,  AMA  Board  of  Trustees;  James  L. 
Henry,  M.D.,  President,  Ohio  State  Medical  Associa- 
tion; and  J.  Lewis  Schricker,  Jr.,  M.D.,  President, 
Utah  State  Medical  Association. 


Don’t  Forget  — — 

KMA  Annual  Meeting 
September  24-26  — Louisville  I 

September  1974  • The  Jouril 


EYES  RIGHT! 

.to  SOUTHERN  OPTICAL 


LOUISVILLE 


ST.  MATTHEWS 
NEW  ALBANY 
BOWLING  GREEN 
OWENSBORO 


Southern  Optical  Bldg.  — 640  S.  4th 
Contact  Lenses  — 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
Medix  Bldg.  — Adj.  S.S.  Mary  & Elizabeth  Hosp. 
313  Wallace  Center  and  108  McArthur  Drive 
Professional  Arts  Bldg.,  1919  State  Street 
524  East  Main  Street 
Doctors  Bldg.,  1001  Center  Street 


— 7=^- — ^ — T— ( INVITED  I 

I |r.+'  «#.[!  V BankAmericard  / 

(JPIXOU/  X^Master  Charge_^ 
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Breast  Cancer: 
earner  warning  system 


e 


. 

I 


Futility  and  frustration  beset  the  phy-  the  ACS  and  $4-million  from  th 
sician  confronted  with  breast  cancer.  20  such  centers  are  expected  to 
For  the  last  35  years,  the  survival  rate  erative  across  the  country  by  the 
has  not  significantly  changed  despite  the  year.  Each  will  screen  at  no  c 
intensive  educational  programs  aimed  approximately  5,000  women  an 
at  earlier  detection,  and  improvement  in  what  is  considered  to  be  the  id< 
in  treatment  techniques.  tection  program— to  include  clini< 

We  know  the 


Mammography 


What  is  the  outlook? 
key  to  reducing  mor- 
tality from  breast  can- 
cer is  in  the  earliest 
possible  diagnosis. 

The  stage  at  which 
breast  cancer  is  de- 
tected is  crucial  to  the 
outcome  of  treatment. 

By  the  time  a lump  is 
discovered  through 
BSE  or  clinical  exam- 
ination, critical  time 
may  have  been  lost. 

And  we  do  have  the 
means  to  achieve  ear- 
lier diagnosis.  We  do 
have  an  earlier  warn- 
ing system.  Mammog- 
raphy and  thermogra- 
phy can  detect  breast 
cancer  before  a lump  Thermography 
is  discernible  by  palpation.  To  demon- 
strate that  it  is  practical  and  feasible 
to  detect  breast  cancer  earlier  by  using 
these  modalities,  the  American  Can- 
cer Society  and  the  National  Cancer 
Institute  are  funding  a network  of 
breast  cancerdemonstration  projects. 
Supported  by  grantsof$2-millionfrom  ® 


animation,  mammography  anc 
mography.  Ea 
these  detection 
ods  contributes 
pendentlytothei, 
tion  of  breast  c 
and  none  can  b 
pensed  with  i 
search  for  earl 
ease. 

At  present  m 
not  prevent  b 
cancer,  but  the  | 
tial  for  saving 
lives  is  immensi 
five-year  survivj 
surges  dramaU 
from  53%  when 
lary  nodes  are 
tive,  to  approxir 
85%  when  the  di 
is  localized,  to 
100%  for  in-situ  cancer. 

We  have  an  earlier  warning  s] 
Let’s  use  it. 


famerican  cancer  sot 


AUUBCE  iMC  Scrapbook 
if  Vitamin  Facts  &,  Fallacies 


Indian  fruit-eating  bat,  almost  all  monkeys,  man  and  the 
ha  pig  are  the  only  mammals  whose  bodies  lack  an  enzyme 
lied  to  synthesize  ascorbic  acid  from  glucose!  Hence  they 
L obtain  their  vitamin  C from  exogenous  sources. 


pinville  writing  about  a 1 3th  century  crusade  reported  that 
ar  surgeons  had  to  'cut  away  the  dead  flesh  from  the  gums 
able  people  to  masticate  their  food'  The  disease  he 
ribed  was  probably  scurvy. 


outer  leaves  of  cabbage  and  brussels  sprouts  contain  more 

I fun  C than  the  heads.  Yet,  ironically,  these  are  often  trimmed 
by  the  grocer  to  improve  appearance  and  enhance  sales 
fall  Many  housewives  trim  them  even  more  before  cooking! 


A 1965  U.S.D.A.  survey  revealed 
that  American  diets  were  lower  in 
vitamin  C than  they  had  been  1 0 
years  earlier! 


Available  on  your 
prescription  or 
recommendation 


High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


AllbeewithC 

MULTIVITAMINS 


Each  capsule  contains  A 

Thiamme  mononitrate  (B.)  15  mg  I 
Ribotlavm  (BO  10  mg 

Pyndoime  hydrochloride  (805  mg 
Niacmam.de  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vitamin  C)  300  mg 


30  CAPSULES 
— — AH-^OBINS; 


A. II.  Robins  Company,  Richmond,  Va.  23220 


/PH^OBINS 


each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

(23%  alcohol] No_2 Extentab 

hyoscyamine  sulfate  0.1037  mg  0.1037  mg.  0.31 11  mg. 

atropine  sultate  0.0194  mg  0.0194  mg  0 0582  mg 

hyoscine  hydrobromide  0 0065  mg  0 0065  mg  0.01 95  mg. 

phenobarbital  (^gr.)  16.2  mg  04  gr.)  32.4  mg  (&gr.]48.6mg 

(warning  may  be  habit  forming] 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dr  h< 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  ci 
higher  dosage  levels,  rarely  on  usual  dosage.  ContraincBt' 
Glaucoma;  renal  or  hepatic  disease;  obstructive  uropath  fe 
ample,  bladder  neck  obstruction  due  to  prostatic  hypertn  hv 
hypersensitivity  to  any  of  the  ingredients 

/1-H'ftOBINS  A H Robins  Company  Richmond  Virgir  2^ 


lefore  prescribing,  please  consult 
ete  product  information,  a summary 
■fch  follows: 

idications:  Relief  of  anxiety  and 
h occurring  alone  or  accompanying 
5 disease  states. 

ontraindications:  Patients  with  known 
s ensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
lie  combined  effects  with  alcohol  and 
'NS  depressants.  As  with  all 
;ting  drugs,  caution  patients 
t hazardous  occupations  requiring 
5te  mental  alertness  (e.g.,  oper- 
nachinery,  driving).  Though  physi- 
J psychological  dependence  have 
I been  reported  on  recommended 
! use  caution  in  administering  to 
t on-prone  individuals  or  those  who 
•increase  dosage;  withdrawal  symp- 
sincluding  convulsions),  following 
ktinuation  of  the  drug  and  similar 
•;e  seen  with  barbiturates,  have  been 
red.  Use  of  any  drug  in  pregnancy, 
nn,  or  in  women  of  childbearing 
quires  that  its  potential  benefits 
i ghed  against  its  possible  hazards, 
recautions:  In  the  elderly  and  de- 
; id,  and  in  children  over  six,  limit  to 
i st  effective  dosage  (initially  10 
iless  per  day)  to  preclude  ataxia  or 
rdation,  increasing  gradually  as 
* j and  tolerated.  Not  recommended 
t jren  under  six.  Though  generally 
commended,  if  combination  therapy 
i her  psychotropics  seems  indicated, 
x lly  consider  individual  pharmaco- 
i>  ffects,  particularly  in  use  of  poten- 
i drugs  such  as  MAO  inhibitors 
i lenothiazines.  Observe  usual  precau- 
l n presence  of  impaired  renal 
i atic  function.  Paradoxical  reac- 
i e.g.,  excitement,  stimulation  and 
rrage)  have  been  reported  in  psychi- 
i<  atients  and  hyperactive  aggressive 
jon.  Employ  usual  precautions  in  treat- 
r )f  anxiety  states  with  evidence  of 
3 ding  depression;  suicidal  tendencies 
ij  e present  and  protective  measures 
i»5ary.  Variable  effects  on  blood 
»j  ation  have  been  reported  very  rarely 
ents  receiving  the  drug  and  oral 
agulants;  causal  relationship  has 
en  established  clinically, 
dverse  Reactions:  Drowsiness, 
x and  confusion  may  occur,  espe- 


1 

dally  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium?’  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 
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to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

■ L^m|  up  to  100  mg  daily  in 

LIDriUm  severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  phyl 
patient  rapport  and,  on  occasicl 
making  it  easier  for  the  patient  I 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

Librium  10  mg 


(chlordiazepoxide  HCI)' 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frr  i 
and/or  severity  of  grand  mal  seizu 
require  increased  dosage  of  stands 1 a 
convulsant  medication;  abrupt  with'3' 
may  be  associated  with  temporary 
crease  in  frequency  and/or  severit  »f* 
seizures.  Advise  against  simultanei  s 1 
gestion  of  alcohol  and  other  CNS  di  re 
sants.  Withdrawal  symptoms  (simi  tt 
those  with  barbiturates  and  alcohona 
occurred  following  abrupt  discontiiiar 
(convulsions,  tremor,  abdominal  aiinr 
cle  cramps,  vomiting  and  sweating Ke 
addiction-prone  individuals  under  he 


i ding  to  her  major 
, she  is  a psychoneu- 
nt  with  severe 
at  according  to  the 
1 she  gives  of  her 
art  of  the  problem 
Hike  depression, 
ause  her  problem, 
irimarily  one  of  ex- 
dety,  is  often  accom- 
depressive  symptom- 
, alium  (diazepam) 

» e relief  for  both— as 
i ve  anxiety  is  re- 
i depressive  symp- 
s iated  with  it  are  also 
;Wed. 

*]  are  other  advan- 
ling  Valium  for  the 
t;nt  of  psychoneu- 
vty  with  secondary 
i symptoms:  the 
;1  rapeutic  effect  of 
i aronounced  and 
f > means  that  im- 
It  is  usually  apparent 
amt  within  a few 
0 r than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  BW,  et  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J:  Psychosomatics 
11 :438-441,  Sept-Oct  1970. 


Milium' 

(diazepam) 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


n because  of  their  predisposi- 
i\  uation  and  dependence.  In 
p iactation  or  women  of  child- 
ii,  weigh  potential  benefit 
>c  iible  hazard. 

B : If  combined  with  other  psy- 
P ir  anticonvulsants,  consider 
liarmacology  of  agents  em- 
li  is  such  as  phenothiazines, 

5. arbitrates,  MAO  inhibitors 
r itidepressants  may  potentiate 
i.  sual  precautions  indicated  in 
serely  depressed,  or  with  latent 
o or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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First  leasing  men. 


Private  practice,  clinic,  medical  center ...  we 
can  plan  a leasing  “package”  for  you. 

With  lease  schedules  favorable  to  your 
specific  requirements. 

Leasing  keeps  your  credit  lines  free  for  other 
needs.  And  avoids  putting  working  capital 
into  heavy  down  payments. 


It  can  be  simpler,  less  costly,  wit!  e 
write-offs,  than  ownership. 

Call  or  write  Don  Deters,  Leasing  1 4 
First  National  Bank  in  St.  Louis.  F d 
how  you  can  put  our  leasing  expe  is 
work.  Profitably. 
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MESSAGE 
FROM  THE 
PRESIDENT 


NOW 


Let  us  begin. 

Medicine  has  never  been  better  and  our  opportunities  have  never  been  greater. 
We  are  a part  of  the  most  affluent  country,  in  the  most  affluent  times  in  man’s 
history. 

There  are  more  physicians  than  ever  before.  More  people  are  applying  for 
medical  school,  there  are  more  quality  medical  schools  and  they  are  graduating 
larger  classes. 

People  are  living  longer,  healthier,  more  secure  lives,  with  better  retirement 
than  in  any  times  past. 

The  quality  of  life  today  is  substantially  superior  to  fifty  years  ago. 

Our  communication  and  visitation  amongst  all  people  is  unsurpassed.  We  are 
more  frequently  seeing  far-away  places. 

Prejudice  is  ebbing,  albeit  painfully  slowly.  Peace  has  returned.  Democracy 
remains  man’s  best  hope.  Our  religious  freedoms  are  accepted.  There  is  love 
aglow  in  the  land  and  we  know  we  can. 

Therefore,  let  us  surge  ahead  to  mend  the  breaks,  attack  the  remaining  dilemmas, 
and  bring  realism  from  delusion. 

Let  us,  of  our  profession,  lead.  Let  the  four  horsemen  of  our  apocalypse  be 
“Knowledge” — "Service” — “Evangelism" — “Dedication”. 

Yes,  we  together  can  do  much.  Opportunities  have  never  been  greater.  Let 
us  begin. 
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Link  in  the  Chain 


Mrs.  Richard  B.  McElvein,  Lexington,  was 
installed  as  president  of  the  Woman’s  Auxiliary 
to  KM  A during  the  Annual  Meeting,  Septem- 
ber 24-26.  She  will  be  writing  “A  Link  in  the 
Chain”  for  The  Journal  during  the  1974-75 
organizational  year. 
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I am  honored  to  have  been  elected  president  of  the  Woman’s  Auxiliary  to  the  Kentuck; 
Medical  Association.  It  is  a privilege  to  travel  among  you  and  get  to  know  my  adoptee 

state  and  its  people.  Yet,  in  spite  of  the  anticipation  of  the  pleasures  of  this  position 

I am  ever  mindful  of  what  Betty  Liljestrand,  our  national  president,  said.  She  challenger 
us  with,  “We  have  the  responsibility  of  leading  this  organization  for  one  year.  This  is  ai 
opportunity  that  counts,  that  will  make  a difference.  Let’s  set  our  sights  high.  Reach  for  thi 
stars.” 

Our  “stars”  in  Kentucky  are  our  stated  objectives  of  assisting  the  KMA  in  its  progran 
for  the  advancement  of  medicine  and  health  education,  as  well  as  of  cultivating  friendly 
relations  and  promoting  mutual  understanding  among  physicians’  families.  If  your  wife  i: 
not  a member,  please  urge  her  to  join  us.  We  are  a diverse  group,  united  by  only  one  bond— 

our  marriage  to  a physician.  The  prestige  of  medicine  is  at  a low  ebb,  even  though  th( 

individual  doctor  is  considered  with  high  regard.  We  have  tried  and  will  continue  to  try  t< 
change  this  attitude,  by  working  together  in  worthwhile  pursuits,  as  well  as  by  clearly  am 
proudly  identifying  our  individual  gifts  to  society,  as  coming  from  a member  of  the  KMA’ 
auxiliary. 

In  addition  to  our  usual  strong  support  of  AMA-ERF,  legislative  education  and  Interna 
tional  Health  activities,  we  have  restructured  our  Program  Extension  Committees  to  includi 
three  new  ones:  Health  Education,  Family  Health,  and  Community  Health.  Some  excitinj 
new  projects  are  suggested  under  these  titles,  but  they  are  primarily  a regrouping  of  familia 
activities  which  have  been  carried  out  by  county  auxiliaries  in  the  past.  The  purpose  of  thi 
change  is  to  encourage  component  auxiliaries  to  establish  their  own  priorities. 

We  will  continue  to  support  the  McDowell  House  Shrine,  so  that  our  Kentucky  heritagi 
of  a medical  “First”  will  not  be  forgotten,  and  will  continue  to  be  both  an  educational  an< 
esthetic  tourist  attraction.  Furthermore,  the  state  auxiliary  and  many  of  our  componen 
county  auxiliaries  will  continue  to  finance  and  administer  scholarship  funds  for  needy  student 
in  allied  health  careers. 

All  of  these  activities  are  undertaken  because  we  care  about  the  quality  of  life  and  w< 
want  to  demonstrate  this  concern  by  working  together  as  physicians’  wives.  While  we  em 
phasize  service,  we  do  not  want  to  forget  that  one  of  our  objectives  is  to  learn  to  know  om 
another.  Our  organization  offers  unique  opportunities  for  service,  self-education  and  socia 
contacts  that  can  not  be  found  in  any  other  group. 

My  hopes  for  the  auxiliary  for  the  coming  year  are  best  expressed  by  the  followini 
anonymous  quotation: 

Climb  High 
Climb  Far 
Your  Goal  the  Sky 
Your  Aim  the  Star. 

Mrs.  Richard  B.  McElvein,  Presided 
Woman’s  Auxiliary  to  KM^ 
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COGITO  (ef  AMO) -ERGO  SUM 

rHERE  are  certain  words  that  I like  to  use,  and  to  see  in  print.  Just  having  them  around  gives  me 
pleasure,  perhaps  in  the  expectation  (usually  futile)  that  some  of  their  virtues  will  be  contagious. 
Since  in  recent  times  some  of  these  words  have  been  used  pretty  infrequently,  it  seems  appropriate  to 
ibmit  the  abbreviated  list,  below.  If  you  should  be  stimulated  to  consider  a few  additional  favorite  words 


your  own,  please  feel  free  to  write  them  in— 


Honor 

Responsibility 

Forgiveness 

cl  Courage 

Compromise 

Gratitude 

ti  j Truth 

Generosity 

Ethics 

Compassion 

Taste 

Religion 

i Tolerance 

Beauty 

Duty 

Friendship 

Simplicity 

Respect 

Loyalty 

Pride 

Unselfishness 

Humor 

Modesty 

Virtue 

Gentleness 

Wonder 

Decency 

Intelligence 

Hope 

Temperance 

Faith 

Courtesy 

Worship 

Wit 

Kindness 

Charity 

Wisdom 

Justice 

Family 

Love 

All  of  these  words  are  important;  one  however  seems  dominant,  the  catalyst  making  all  the  others  pos- 
ible — love.  Love  for  one’s  surroundings,  for  society,  for  friends,  wife,  family,  self.  Love  as  an  abstraction  is 
asy,  it’s  just  a word.  Love  as  a reality  ought  to  be  a part  of  us  as  individuals,  a continuing  process,  a way 
if  life. 

Is  it  sophistry  to  speak  of  love  in  a medical  journal?  (It’s  often  mentioned,  of  course,  but  usually  as  an  aside 
i an  article  concerned  basically  with  sex.)  I suggest  that  love  must  be  more  than  sex,  that  medicine  must  be 
lore  than  physiology,  and  that  consideration  of  love  as  a part  of  our  profession  requires  not  naivete,  but  a 
igh  degree  of  intellectual  and  emotional  maturity.  Much  of  our  confusion  and  concern  today  relates  to  the 
radual  restriction  of  our  concept  of  ourselves.  Generations  ago,  when  we  had  little  science,  we  compensated 
vith  much  affection,  and  we  were  truly  physicians;  today  with  much  science,  and  with  a more  busy  and  de- 
ached  manner,  we  may  become  truly  technicians. 

Illness  is  more  than  disease — the  former  concept  centers  about  an  individual,  whereas  the  latter  concerns 
tself  with  a process.  As  Barondess  recently  said,  “We  must  reaffirm  the  tenet  that  [the  patient]  is  more  than 
he  sum  of  his  sick  cells  and  disordered  biological  processes.”  At  the  heart  of  such  a reaffirmation  lies  a deep 
nd  abiding  affection  for  humankind  in  general,  and  for  patient  after  individual  patient,  in  particular. 

Perhaps  the  best  reaction  any  of  us  can  have,  to  the  maelstrom  surrounding  us  in  the  political  and  eco- 
nomic arena,  is  to  slow  down,  see  only  those  patients  we  know  we  can  care  for  thoroughly  and  thoughtfully, 
ind  enjoy  doing  our  jobs  well,  at  a pace  at  which  we  and  our  patients  can  feel  comfortable.  The  pressures 
>f  increased  production  do  not  sit  well  in  medicine.  That  there  are  people  unable  to  get  good  care  may  well 
>e  true,  but  harried  doctors,  diluting  their  efforts  too  widely,  produce  their  own  sets  of  problems.  Let  ad- 
ninistrators  and  medical  educators  face  the  challenges  of  medical  care  distribution;  in  the  actual  practice  of 
nedicine  our  privilege  and  our  duty  lies  in  personal  contact  with  our  patients.  If  this  contact  is  to  be  helpful, 
t requires  from  us  time,  and  energy,  — and  love. 

WHj 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 
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IN  KENTUCKY 

OCTOBER 

7-Nov.  2 Coronary  Care  Nurse’s  Training  Program, 
King’s  Daughters’  Hospital,  Ashland.  Con- 
tact: Director  of  Nurses,  King’s  Daughters’ 
Hospital,  2101  Lexington  Avenue,  Ashland 
41101 

19  Association  of  Operating  Room  Nurses  Work- 
shop, “Review  or  Regret”,  Health  Sciences 
Center  Auditorium,  University  of  Louisville 
School  of  Medicine 

25-26  Second  Annual  Symposium  on  “Acute  Res- 
piratory Insufficiency”,*  Health  Sciences  Cen- 
ter Auditorium,  Department  of  Anesthesiol- 
ogy, University  of  Louisville  School  of  Medi- 
cine 


NOVEMBER 


DECEMBER 


11-12 


ffN 

II 


Conference  on  “Pediatric  Gastroenterology 
Stouffer’s  Indianapolis  Inn,  sponsored  by  Ii 
diana  University  Medical  Center.  For  info 
mation  contact:  Joseph  F.  Fitzgerald,  M.D  ,tin 
1100  W.  Michigan  St.,  Indianapolis  46202 


SCHEDULE  OF  UPCOMING  NCME  PROGRAM 

(See  story  in  Organization  Section) 


October  7-October  20 


EARLY  PROSTHETIC  FITTING  FOR  CONGEN 
TAL  DEFECTS  OF  THE  EXTREMITIES,  wii 
Charles  H.  Epps,  Jr.,  M.D.,  Professor  and  Chief 
Orthopedic  Surgery,  Howard  University  College 
Medicine,  Washington,  D.C. 


it 
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2-3  KAFP  Cumberland  Falls  Seminar,  “Arthritis 
and  Rheumatology”,  Corbin 
7-8  Eighth  Annual  Newborn  Symposium,  “Drugs 
in  the  Newborn”,  Health  Sciences  Center 
Auditorium,  University  of  Louisville  School 
of  Medicine.  For  information  write:  Billy  An- 
drews, M.D.,  200  East  Chestnut  St.,  Louis- 
ville 40202 

7-9  Tenth  Annual  Bronson  Course  in  “Diagnostic 
Ophthalmic  Ultrasound”,  Health  Sciences 
Center,  University  of  Louisville  School  of 
Medicine.  Fee:  $125 


CORTICOSTEROIDS:  TREATMENT  FOR  THRE 
CONNECTIVE  TISSUE  DISEASES,  with  Richai 
H.  Ferguson,  M.D.,  Associate  Professor  of  Medicin 
and  Head  of  a Section  of  Rheumatology,  Mayo  Clin 
and  Mayo  Foundation,  Rochester,  Minnesota. 

OFFICE  TREATMENT  OF  SKIN  CANCER,  wi 
Rex  A.  Amonette,  M.D.,  Chemosurgeon,  member  < 
the  Department  of  Dermatology,  University  of  Te 
nessee  College  of  Medicine,  Memphis. 


IN  SURROUNDING  STATES 

OCTOBER 

24-26  Southern  Perinatal  Association  Meeting,  Mar- 
riott Inn,  Clarksville,  Indiana.  Contact:  De- 
partment of  Obstetrics  & Gynecology,  Uni- 
versity of  Louisville  School  of  Medicine 
30-Nov.  1 American  College  of  Physicians  course, 
“Innovations  in  the  Diagnosis  and  Manage- 
ment of  Acute  Myocardial  Infarction”,  Phila- 
delphia. Contact:  Registrar,  Potsgraduate 

Courses,  ACP,  4200  Pine  St.,  Philadelphia, 
Pa.  19104 


*For  further  information  contact  Gerald  D.  Swim, 
Director,  Office  of  Continuing  Education,  University 
of  Louisville  School  of  Medicine,  Health  Sciences 
Center,  Louisville,  Kentucky  40201 
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INTERNIST  or  Board  Certified 
Family  Practitioner 


Tired  of  long  hours?  Want  to  spend  more  tin 
with  your  family,  and  still  practice  high-quali 
medicine?  University  of  Kentucky  Student  Heal 
Service  is  looking  for  conscientious  clinician 
dedicated  to  top  quality  patient  care.  Facul 
appointment,  teaching,  excellent  fringe  benefit 
Contact  Robert  E.  French,  M.D.,  Annex  4,  Ur 
versify  of  Kentucky  Medical  Center,  Lexingto 
Kentucky  (606)  233-6471. 
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REQUEST  OF  THE  BOARD 

The  Kentucky  Board  of  Medical  Licensure 
vas  created  by  the  1972  Kentucky  General 
Assembly.  In  establishing  this  Board,  it  as- 
;umed  all  the  medical  and  osteopathic  func- 
ions  previously  handled  by  the  State  Board 
)f  Health. 

The  Board  consists  of  seven  voting  mem- 
_ oers  appointed  by  the  Governor  and  the 
leans  of  the  University  of  Louisville  and  Uni- 
versity of  Kentucky  medical  schools  as  ex- 
g )fficio  non-voting  members.  The  voting  mem- 
1 jers  of  the  Board  are  appointed  from  a list 
to  Submitted  by  the  Kentucky  Medical  Associ- 
1 ition. 

It  is  the  Board’s  responsibility  to  imple- 
nent  the  Kentucky  statutes  as  set  forth  in 
^ he  state  Medical  Practice  Act.  This  includes 
lot  only  the  processing  and  evaluating  of  all 
ipplicants  seeking  medical  licensure  in  the 
>tate  but  also  assuring  to  the  public  the  pro- 
fessional competence  and  integrity  of  physi- 
cians holding  licenses  from  this  Board. 

During  the  past  two  years,  the  Medical  Li- 
censure Board  has  worked  diligently  in  es- 
rablishing  a good  working  liaison  with  the 


OF  MEDICAL  LICENSURE 

Kentucky  Medical  Association  and  with  all 
other  allied  health  groups.  In  June  of  this 
year  the  Board  held  a special  meeting  with 
representatives  of  these  groups  for  the  pur- 
pose of  establishing  a workable  mechanism 
whereby  the  Board  could  become  better  in- 
formed of  irregularities  involving  physicians 
in  the  state. 

The  Licensure  Board  is  now  requesting 
KMA  to  assist  them  in  carrying  out  their  re- 
sponsibility to  the  public  and  to  the  profession 
by  notifying  the  Board  when  they  know  of  a 
physician  deficient  in  moral  character  or  pro- 
fessional competence.  According  to  the  Amer- 
ican Medical  Association’s  Code  of  Conduct, 
the  medical  profession  should  uphold  the  dig- 
nity and  honor  of  the  profession  and  accept 
its  self-imposed  disciplines  and  should  ex- 
pose, without  hesitation,  illegal  or  unethical 
conduct  of  fellow  members  of  the  profession. 

The  Board  will  investigate  any  complaint, 
whether  submitted  in  writing  or  by  phone. 
Therefore,  if  you  know  of  a physician  who 
needs  help,  please  notify  either  a member  of 
the  Board  or  the  Medical  Licensure  Office. 

William  P.  McElwain,  M.D. 

President 
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LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Road  Mall  Office  Center 
400  Sherburn  Lane 

Telephone:  (Area  Code  502)  895-5501 
Mailing  Address:  P.O.  Box  20065,  Louisville,  Kentucky  40220 
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is  Gantanol 

(sulfamethoxazole) 

therapy  in 

ructedurinai 

infections? 


Before  prescribing,  please  consult  complete  \| 

product  information,  a summary  of  which  follows:  ' ^ 

Indications:  Acute,  recurrent  or  chronic  nonob- 
structecf  urinary  tract  infections  (primarily  pyelonephritis,  TJU 

pyelitis  and  cystitis)  due  to  susceptible  organisms.  Note: 
Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests 
with  bacteriologic  and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increasing  frequency  of  re- 
sistant organisms  limits  the  usefulness  of  antibacterials  includ- 
ing sulfonamides,  especially  in  chronic  or  recurrent  urinary  tract 
infections.  Measure  sulfonamide  blood  levels  as  variations  may 
occur;  20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy  at 
term  and  during  nursing  period;  infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  established. 
Sulfonamides  should  not  be  used  for  group  A beta-hemolytic  strep- 


tococcal infections  and  will  not  eradi' 
vent  sequelae  (rheumatic  fever,  glomeri 
of  such  infections.  Deaths  from  hypersen: 
tions,  agranulocytosis,  aplastic  anemia  and 
dyscrasias  have  been  reported  and  early  clinica 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indi 
blood  disorders.  Frequent  CBC  and  urinalysis  with 
examination  are  recommended  during  sulfonamide  thei 
cient  data  on  children  under  six  with  chronic  renal  dis< 
Precautions:  Use  cautiously  in  patients  with  impai 
hepatic  function,  severe  allergy,  bronchial  asthma;  in 
phosphate  dehydrogenase-deficient  individuals  in  \a 
related  hemolysis  may  occur.  Maintain  adequate  flu 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocy 
tic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  a 


Because  it  is  considered 
, a good  choice... 

■ for  efficacy  in  nonobstructed  cystitis,  pyelonephritis 
and  pyelitis 

■ for  control  of  susceptible  E.  coli,  Klebsiella- 
Aerobacter,  Staph,  aureus,  Proteus  mirabilis  and, 
less  frequently,  Proteus  vulgaris 

■ for  prompt  antibacterial  blood  and  urine  levels  in 
from  2 to  3 hours  after  initial  2-gram  adult  dose 

■ for  economical  around-the-clock  coverage 

■ for  maximum  patient  cooperation  with  easy-to- 
remember  B.I.D.  dosage 


Basic  Therapy 

Gantanol 

(sulfamethoxazole) 


Tablets/Suspension 
(0.5  Gm)  (0.5  Gm/teasp.) 


hypoprothrombinemia  and  methemoglobinemia);  allergic 
ions  (erythema  multiforme,  skin  eruptions,  epidermal  necroly- 
Ldicaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
ptoid  reactions,  periorbital  edema,  conjunctival  and  scleral 
[on,  photosensitization,  arthralgia  and  allergic  myocarditis); 
^intestinal  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
Siarrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
iache,  peripheral  neuritis,  mental  depression,  convulsions, 
I,  hallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneous 
Sons  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
M,  periarteritis  nodosa  and  L.E.  phenomenon).  Due  to  certain 
fical  similarities  with  some  goitrogens,  diuretics  (acetazola- 
l<  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
n.'d  rare  instances  of  goiter  production,  diuresis  and  hypogly- 
F>  as  well  as  thyroid  malignancies  in  rats  following  long-term 
iiistration.  Cross-sensitivity  with  these  agents  may  exist. 


Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm 
b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp. )/20  lbs  of  body 
weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose  should 
not  exceed  75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/teaspoonful. 


Roche  Laboratories 

Division  ot  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Triaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic0  Expectoren 
with  Codeine0  |; 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  f nv 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride  2 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  ( 5 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic  Expectorant  with  Codeine  is  a Schedule  V controller 


The  Adult  Expectorants  that  are  great  for  kids,  t(c 


Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 
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In  Compound  with 
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n Compound  with 
ie  is  effective  for 
as  well  as  soft  tissue 
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scribing  convenience: 

to  5 refills  in6months, 
discretion  (unless 
ti  ted  by  state  law);  by 
Bone  order  in  many  states. 


C n Compound  with 
Jne  No.  3,  codeine 
mate*  32.4  mg.  (gr.Vfe); 
■'codeine  phosphate* 
jcig.  (gr.  l).*Warning  — 
y 3 habit-forming.  Each 
3 1 so  contains:  aspirin 
2 , phenacetin  gr.  ZV2, 
■fne  gr.  V2. 


ft  / Burroughs  Wellcome  Co. 

L / Research  Triangle  Park 
•tie/  North  Carolina  27709 


Healing  nicely, 
but  it  still 


COMPOUND 


c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


STAGE  2 


STAGE  3 


STAGE  4 


nouRS  # 1 . . 

begins  within 


STAGE  1 


17  minutes,  on  average 

an  initial  benefit  of 
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Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Time  Required 
leep  (4  Studies, 

ts 25 ) 


(Decreased  42.6%) 
Baseline 

(before  Dalmane) 


Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 

eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

e is  generally  well  tolerated;  morning ‘‘hang-over”  has  been  relatively 
•nt.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
ted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
ie  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

escribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
ry  of  which  follows: 

ns:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
ce  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
sary  or  recommended. 

tications:  Known  hypersensitivity  to  flurazepam  HCI. 

Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
its.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
rating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
inder  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
on  recommended  doses,  use  caution  in  administering  to 
-prone  individuals  or  those  who  might  increase  dosage, 
ns:  In  elderly  and  debilitated,  initial  dosage  should  be 
< 15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 
ied  with  other  drugs  having  hypnotic  or  CNS-depressant 
insider  potential  additive  effects.  Employ  usual  precautions 
i|  s who  are  severely  depressed,  or  with  latent  depression  or 
endencies  Periodic  blood  counts  and  liver  and  kidney 
tests  are  advised  during  repeated  therapy.  Observe  usual 
ins  in  presence  of  impaired  renal  or  hepatic  function. 

Reactions:  Dizziness,  drowsiness,  lightheadedness, 
g,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
rated  patients.  Severe  sedation,  lethargy,  disorientation  and 
: ibably  indicative  of  drug  intolerance  or  overdosage,  have 
>rted.  Also  reported  were  headache,  heartburn,  upset 

■ nausea,  vomiting,  diarrhea,  constipation.  GI  pain,  nervous- 
ativeness,  apprehension,  irritability,  weakness,  palpitations, 

: ns,  body  and  joint  pains  and  GU  complaints.  There  have 
: rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
i ision,  burning  eyes,  faintness,  hypotension,  shortness  of 
i ruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
-rexia,  euphoria,  depression,  slurred  speech,  confusion, 

■ ess.  hallucinations,  and  elevated  SGOT.  SGPT,  total  and 
irubins  and  alkaline  phosphatase.  Paradoxical  reactions, 

> ement,  stimulation  and  hyperactivity,  have  also  been 
' in  rare  instances. 

('Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
<>age;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
tients:  15  mg  initially  until  response  is  determined, 
i : Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


• NCES:  1 . Kales  A,  et  al:  Arch  Gen  Psychiatry  23:226-232.  Sep  1970 
r tn  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
t/urbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
J on.  Washington  DC.  May  3-7,  1971 

>JD  Jr  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
■ JW:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc,  Nutley  NJ 
n 4 WC:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


<s> 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  therapy. 
Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used 
concomitantly  with  ‘Dyazide’,  check  serum 
potassium  frequently — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  elec- 
trolytes were  not  properly  monitored).  Observe 
patients  on  ‘Dyazide’  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium 
(triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely 
ill  cirrhotics.  Thiazides  are  reported  to  cross  the 
placental  barrier  and  appear  in  breast  milk. 

This  may  result  in  fetal  or  neonatal  hyperbili- 
rubinemia, thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur;  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  descreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  distur- 
bances. Rarely,  necrotizing  vasculitis,  pares- 
thesias, icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  and  Single  Unit  Packages  of 
100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 
Subsidiary  of 
SmithKline  Corporation 


KEEPTHE  HYPERTENSIVE  PATIEI 
ON  THERAPY 

KEEP  THERAPY  SIMPLE  WITH 


DYAZIDE 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


No  potassium  supplements 

No  special  K+  rich  diets 

Just  ‘Dyazide’  once  daily  or  twice  daily 


Studies  have  demonstrated  that  two  prime  reasons  patients  drop  out  of 
hypertensive  therapy  are:  ( 1)  the  patient  failed  to  understand  directions, 
and  (2)  the  regimen  was  overly  complicated*  Dosage  is  simple  with 
‘Dyazide’,  easily  understood,  once  or  twice  daily,  depending  on  response. 
There’s  no  need  to  complicate  the  regimen  with  potassium  supplements 
or  unwieldy  potassium-rich  diets. 


*E.D.  Freis:The  Modem  Management  of  Hypertension,  V.A.  Information 
Bulletin,  1 1-35. 


TO  KEEP  BLOOD  PRESSURE  DOWI 
AND  KEEP  POTASSIUM  LEVELS  UF 
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Relax 
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BUTISOL  Sodium  provides  highly  predictable  sedative  effect 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a “roller-coaster’’  nor  a “hangover”  effect. 


BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihoc 
of  unexpected  reactions. 


BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

‘Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

(SODIUM  BUTABARBITAL) 


Contraindications:  Sensitivity  or  idiosyncracy  to  barbiturates:  history  of 
manifest  or  latent  porphyria  or  marked  liver  impairment;  respiratory  disease 
with  dyspnea  or  obstruction;  history  of  addiction  to  sedative/hypnotic  drugs; 
uncontrolled  pain,  to  avoid  because  of  possible  excitement. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
anticoagulant  therapy,  because  of  possible  increased  metabolism  of  coumarin 
anticoagulants;  withdrawal  in  drug  dependence  or  the  taking  of  excessive 
doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated 
patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol 
or  other  CNS  depressants,  because  of  combined  effects. 

Adverse  Reactions:  Slight  hangover,  drowsiness,  lethargy,  headache,  skin 
eruptions,  nausea  and  vomiting,  hypersensitivity  reactions  (especially  in  those 
with  asthma,  urticaria,  angioneurotic  edema,  or  similar  conditions). 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.d. 

- For  hypnosis,  50  mg.  to  100  mg. 

IcNFTTi  1 Available  as: Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc. 

1 •—  > (alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium 

t 4eil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  © mcn  1971  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


Assistance 
when  you 
need  if. 


These  specially  trained  Professional  Re 
lations  Representatives  pictured  belov 
are  available  to  assist  whenever  you  o 
one  of  your  staff  needs  information  regarding 
claims  handling,  payments,  benefits  or  an 
other  point  concerning  Voluntary  Prepaymen 

Protection. 

You  are  invited  to  use  this  special  service.  FOR  ASSIST 
ANCE,  WRITE  OR  CALL  the  office  located  in  your  area 


LOUISVILLE  AREA 


Blue  Cross 
Blue  Shield 
Delta  Dental 

of  Kentucky 

Helping  Kentuckians  Prepay  The  Cost  of  Health  Care 


COVINGTON  AREA 


TonyOlinger  Jim  Sparrow 


3101  Bardstown  Road 

Louisville,  40205 

Phone  (502)  897-1531  or  452-1511 


J.  Hartlage 

533  Pike  Street 
Covington,  41021 
Phone  (606)  291-1158 


LEXINGTON  AREA 


Fred  Compton  Jim  Bingham 

570  East  Main  Street 
Lexington,  40508 
Phone  (606)  255-2437 


Bob  Proffitt 


ASHLAND  AREA 


Willard  Chapman 


909  Allen  Street 
Owensboro,  42302 
Phone  (502)  683-2459 


710  2nd  Nat  l Bank  Bldg. 
Ashland,  41101 
Phone  (606)  325-4114 


PADUCAH  AREA 


Ron  Hopper 


BOWLING  GREEN  AREA  SOMERSET  AREA 


1 

Irsf 

Don  Chasteen  Mel  Brooks 


1301  Broadway 
Paducah,  42001 
Phone (502) 443-6515 


1039  College  Street 
Bowling  Green,  42101 
Phone  (502)  842-4234 


430  Ogden  Street 
Somerset,  42501 
Phone  (606)  679-2603 


® Reg  Mark  Blue  Cross  Assn  ©’National  Association  of  Blue  Shield  Plans  tm Delta  Dental  Plans  Association 


v WANS' 

« en  the 

‘ 'ic  antiemetic 
»in  prescribed 
ltucky?” 


“Because 

WANS’  Supprettes 
are  formulated 
to  rapidly  and 
effectively  deliver 
medication” 


WANS®  Supprettes™. 

rapidly  deliver  effective 
levels  of  medication  rectally 

release  medication  through 
hydrophilic  action— no  oils  or 
fatty  acids  to  interfere  with 
drug  utilization  or  to  cause  local 
irritation 


WEBCON 

WWEBCON  PHARMACEUTICALS 
Fort  Worth. Texas  76101 
Division  of  Alcon  Laboratories,  Inc. 


no  refrigeration  or  lubrication 
other  than  water  required 

grooved  for  accurate  half  dosage 

and  no  phenothiazines... 
no  local  anesthetics 


DESCRIPTION:  WANS®  Children  Supprettes™  con- 
tain pynlamine  maleate  25  mg  and  sodium  pento- 
barbital Yi  gr  (30  mg)  ( Warning : may  be  habit 
forming)  in  rectal  suppository  form.  CONTRA- 
INDICATIONS: Infants  under  6 months.  Acute 
intermittent  porphyria,  known  hypersensitiv- 
ity to  barbiturates  or  antihistamines,  known 
previous  barbiturate  addiction,  severe  hepa- 
tic impairment,  CNS  injury  and  presence  of 
uncontrolled  pain.  WARNINGS:  Barbitu- 
rates may  be  habit  forming.  Pre-existing 
psychologic  disturbances  may  be  aggra- 
vated. Acquired  sensitivity  may  result  in 
allergic  reactions.  Safety  in  pregnancy 
has  not  been  established.  PRECAU- 
TIONS: Use  very  cautiously  with  other 
sedative,  hypnoticornarcoticagents.  Use 
with  caution  in  patients  with  acute  hepatic 
disease,  fever,  hyperthyroidism,  diabetes 
mellitus,  severe  anemia,  and  congestive  heart 
failure.  May  impair  alertness  and  coordina- 
tion with  increased  accident  risk.  ADVERSE  REAC- 
TIONS:  Drowsiness,  fatigue,  vertigo,  incoordination, 
tremor,  muscle  weakness,  ataxia,  hypotension,  res- 
piratory despression,  delirium  and  coma.  Dryness 
of  nose,  mouth,  and  throat,  pupillary  dilatation  or 
blurred  vision,  urinary  retention,  abdominal  pain, 
nausea,  vomiting,  diarrhea,  and  hypersensitivity 
reactions.  Overdose  or  paradoxic  reaction  may 
cause  excitation,  insomnia,  palpitation,  tachycar- 
dia, convulsions  and  death.  DOSAGE:  Child  2-12 
years:  one  WANSChildren  Supprette  rectally  every 
6-8  hours.  Infant  6 months-2  years:  Vi  dosage. 


antinauseant/antiemetic  pyriiamine  maleate  25  mg  , 
sodium  pentobarbital  Yi  gr  (30  mg) 


WANS 

CHILDREN 


Keflex 

cephalexin  monohydrate 


makes 

sense 


'"Equivalent  to  cephalexin. 


Oral  Suspension 


125  mg.*/5  ml. 
60  and  100-ml. 
sizes 


250  mg.* /S  ml. 
100-ml.  size 


Pediatric  Drops 


100  mg/'/ml. 
10-ml.  size 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Neurotoxic  Reactions  To  Local  Anesthetic  Drugs 

J.  Antonio  Aldrete,  M.D.* 


Louisville, 

This  is  a report  of  clinical  and  experi- 
nental  observations  related  to  the  ad- 
ministration of  local  anesthetics,  cover- 
ing clinical  pharmacology  and  preven- 
tion and  treatment  of  neurotoxic  reac- 
tions. 


I.  Clinical  Pharmacology 

LOCAL  anesthetics  are  among  the  few 
drugs  used  by  practitioners  of  almost  all 
medical  specialties.  For  this  reason,  there 
s a need  for  understanding  their  pharmacology 
and  for  awareness  of  their  toxicity  as  well  as 
other  side  effects  that  can  be  observed  in  their 
clinical  application. 

After  the  introduction  of  cocaine  to  medical 
practice  by  Karl  Roller  in  1884,  local  anesthet- 
ic drugs  have  had  extensive  use  for  the  pre- 
vention of  pain  elicited  during  surgical  and 
diagnostic  procedures.  One  could  say  without 

I hesitation  that  practically  every  substance 
found  to  have  numbing  properties  has  under- 
gone clinical  trials. 

Toxicity  has  been  defined  as  the  effects  of 
poison  or  toxin.1  In  the  manner  that  this  term 
I is  applied  to  clinical  medicine,  it  has  been  inter- 
preted as  the  untoward  effects,  other  than 
therapeutic,  that  a specific  dose  of  one  particu- 
lar drug  may  produce  at  one  determined  mo- 
ment. 

To  be  more  precise,  and  extrapolating  this 
definition  to  local  anesthetic  drugs,  some  ex- 

*From  the  Department  of  Anesthesiology,  University 
of  Louisville  School  of  Medicine 

A Medical  Association  '•  October  1974 
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amples  of  undesirable  effects  that  could  be 
termed  as  toxic  may  be  listed: 

1.  A decrease  in  heart  rate  in  a patient  re- 
ceiving a local  anesthetic  in  the  epidural  space. 

2.  The  development  of  convulsions  in  a cir- 
rhotic patient  being  treated  with  a similar 
agent  for  ventricular  extrasystoles. 

3.  The  appearance  of  twitching,  numbness 
around  the  mouth  and  dyslalia  following  tour- 
niquet release  at  the  end  of  an  intravenous 
anesthetic  to  the  arm. 

The  list  can  be  made  long  and  varied, 
describing  possible  interpretations  of  toxicity 
of  the  drugs  used  currently  as  local  anesthetics. 
Unusual  responses  to  this  group  of  sub- 
stances may  be  classified  as  subjective, 
meaning  the  appearance  of  symptoms  experi- 
enced by  the  patient;  and  objective,  or  signs 
that  can  be  seen,  felt  or  measured  by  an  ob- 
server. Both  can  be  influenced  by  previous  ex- 
posure to  these  drugs,  psychological  attitude, 
the  physical  status  of  the  patient  and  drug  in- 
teractions. 

PREVIOUS  EXPOSURE:  Antecedents  of  pre- 
vious exposure  to  local  anesthetic  drugs  result- 
ing in  sensitization,  although  a very  rare  occur- 
rence, may  possibly  result  in  allergic  manifes- 
tations.2 

PSYCHOLOGICAL  ATTITUDE:  An  un- 
pleasant experience  during  a previous  opera- 
tion done  under  local  or  regional  anesthesia 
can  set  the  stage  for  a very  apprehensive  pa- 
tient eventually  to  turn  uncooperative  and  ren- 
der a good  block  unsatisfactory.  Since  restless- 
ness has  been  resulting  from  local  anesthetic 
drug  administration,  differential  diagnosis  of 
the  cause  for  restlessness  may  at  one  point  be 
difficult. 
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THE  PATIENT’S  PHYSICAL  STATUS:  In- 
deed a very  important  factor  to  consider  since 
hemoconcentration,  hypokalemia,  and  liver 
and  renal  failure  may  predispose  to  a greater 
susceptibility  to  toxic  manifestations,  due  to 
drug  distribution  and  degradation  abnormali- 
ties present  in  these  clinical  entities.  In  essence, 
any  of  these  factors,  at  one  partciular  time, 
would  facilitate  the  occurrence  of  higher  plas- 
ma concentrations  of  local  anesthetic  drugs, 
than  in  otherwise  healthy  individuals  having 
received  the  same  dosage. 

SYSTEMIC  TOXICITY:  Accumulation  of  ex- 
cessively large  concentrations  of  local  anes- 
thetic substances  in  arterial  blood  almost  in- 
variably ensues  in  toxic  manifestations;  their 
intensity  and  duration  will  depend  on  the 
amount  of  drug  administered,  route  of  en- 
trance, how  quickly  it  is  redistributed  and  less 
on  its  metabolism  and  elimination. 

Although  clinical  observations  had  been 
made  correlating  blood  levels  with  appearance 
of  toxic  manifestations  in  patients  who  had  re- 
ceived local  anesthetic  drugs,  a more  clear  con- 
cept evolved  from  the  classical  observations 
made  by  Foldes  and  his  associates3  in  awake 
volunteers.  For  this,  several  local  anesthetic 
drugs  were  administered  by  continuous  intra- 
venous infusion.  Drug  blood  levels  were  cor- 
related with  appearance  of  signs  and  symptoms 
of  systemic  toxicity.  The  infusion  of  2-chloro- 
procaine  was  best  tolerated  and  lidocaine  was 
least  tolerated.  Although  the  resulting  function- 
al disturbances  were  relatively  minor,  electro- 
cardiographic tracings  indicative  of  deteriorat- 
ing cardiac  activity  were  frequently  encoun- 
tered. The  safety  of  2-chloroprocaine  was  con- 
sidered to  be  due  to  its  more  rapid  hydrolysis 
by  plasma  cholinesterase.  Although  only  four 
drugs  were  studied,  nevertheless  this  observa- 
tion set  a precedent  in  methodology  for  fur- 
ther toxicity  studies  with  local  anesthetic  drugs. 

Many  other  studies  have  also  compared  vari- 
ous routes  of  administration.  Outstanding 
among  them  is  that  of  Bromage  and  Robson,4 
who  noted  that  venous  blood  concentrations  of 
5 mg/ml  appeared  to  confer  some  sedation  and 
abundance  of  consciousness  whereas  10  mg/ml 
levels  caused  obvious  signs  of  toxicity. 

The  highest  peak  blood  levels  with  the  dif- 
ferent techniques  occurred  at  20  minutes  from 
intramuscular  injections,  around  10  minutes 


after  epidural  administration  and  about  7 min- 
utes from  tracheal  installation.  The  appear- 
ance of  toxic  symptoms  in  patients  receiving 
intravenous  infusions  depended  on  the  rate  of 
administration  of  the  cumulative  dose.  But  at 
any  time,  independent  of  the  rate  of  adminis- 
tration, toxic  symptoms  appeared  wherever 
concentrations  of  the  local  anesthetic  reached 
10  mg/ml. 

Various  dosages  of  intravenous  lidocaine 
have  been  shown  to  be  not  only  tolerated  but 
also  useful  as  analgesic  and  anesthetic  supple- 
ment.5-7 Although  the  limits  of  safety  were 
not  delineated,  in  most  instances  a barbiturate 
was  given  concomitantly,  which  undoubtedly 
raised  the  threshold  of  toxic  manifestations. 

More  recently  Tucker  and  collaborators8 
measured  the  arterial  plasma  levels  resulting 
from  epidural,  caudal,  intercostal  nerve,  brachi- 
al plexus  and  sciatic/femoral  nerve  blocks  us- 
ing 500  mg  of  mepivacaine  in  one  single  dose. 
The  highest  blood  concentrations  of  local  anes- 
thetic drug  value  were  found  after  intercostal 
nerve  block  (5-10  mg/ ml).  In  addition, 
epinephrine  caused  a decrease,  comparable  to 
peak  levels  produced  by  higher  plasma  levels 
than  those  seen  with  1 % solution,  even  though 
the  total  amount  of  mepivacaine  injected  was 
the  same.  Mean  peak  plasma  values  occurred 
between  9 (intercostal  nerve  block)  and  30 
(femoral-sciatic  nerve  block)  minutes  for  plain 
solutions,  while  for  those  containing  epineph- 
rine, were  two-to-threefold.  This  report  not 
only  confirmed  the  protective  action  of  epineph- 
rine against  possible  toxicity,  due  to 
rapid  absorption  of  local  anesthetics  into  the 
blood  stream,  but  also  revealed  that  the  highest 
plasma  levels  were  seen  after  intercostal  nerve 
blocks.  Most  likely,  the  proximity  of  the  vis- 
ceral pleural  and  lung  facilitated  the  rapid  ab- 
sorption of  the  local  anesthetic  into  the  circula- 
tion. 

Among  the  most  important  contributions  to 
our  current  knowledge  of  local  anesthetic  drug 
toxicity  was  that  of  Usubiaga  and  collaborators 
who  provided  us  with  basic  and  clinical  infor- 
mation on  the  onset  of  systemic  toxicity  result- 
ing from  intravenous  infusion  of  procaine  and 
lidocaine,  in  turn  correlating  it  with  electro- 
encephalographic  and  clinical  changes.9  Pro- 
gressive sedation  and  lack  of  response  observed 
during  intravenous  infusions  of  some  local  anes- 
thetics indicated  generalized  depression  of  the 
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central  nervous  system.  A subcortical  trigger 
zone  for  convulsions  is  most  likely  situated 
either  in  the  diencephalon  or  the  amygdalar  re- 
gion of  the  rhinencephalon.10  These  findings, 
as  well  as  the  interpretation  that  the  drug- 
induced  convulsions  are  mediated  by  the  block- 
age of  neural  relays  which  normally  inhibit 
amygdaloid  activity,  were  indeed  revealing. 
Convulsions  apparently  begin  when  the  con- 
centration of  the  local  anesthetic  bound  to  the 
neural  receptors  reaches  a certain  threshold; 
its  decrease  would  depend  on  either  or  both 
in  situ  metabolism  and  reentry  into  the  blood 
stream,  but  only  the  latter  is  significant.11 

MAXIMUM  SAFE  DOSES  OF  LOCAL  ANESTHETICS* 


DRUG 

mg/kg 

TOTAL  MAX. 
SAFE  DOSE 
FOR  70  kg 
ADULT  <gm) 

APPROX. 

MEAN 
DURATION 
OF  ACTION 
(min) 

Procaine  (Novocaine) 

15 

1.0 

.40 

Chloroprocaine  (Nesacaine) 

15 

.14 

120 

Tetracaine  (Pontocaine) 

2 

1.0 

45 

Lidocaine  (Xylocaine) 

7 

.5 

60 

Mepivacaine  (Carbocaine) 

7 

.5 

70 

Prilocaine  (Citanest) 

8 

.6 

90 

Bupivacaine  (Marcaine) 

3 

.21 

280 

♦For  major  peripheral  nerve  block,  without  vasoconstrictor 


Conclusions 

After  considering  the  mentioned  clinical  and 
experimental  observations  related  to  the  ad- 
ministration of  local  anesthetics,  we  can  con- 
clude that  EEG  and  tonic-clonic  convulsions 
appear  simultaneously  when  large  doses  of 
these  agents  enter  the  blood  stream.  Con- 
comitantly, either  depression  or  arrest  of  venti- 
lation occurs,  accompanied  by  a variable  de- 
gree of  depression  of  the  cardiovascular  sys- 
tem. 

All  things  being  equal,  recovery  would  then 
depend  on  the  total  dose  given  and  which  drug 
was  used,  but  in  most  instances  it  is  complete 
when  immediate  assistance  to  ventilation  and 
circulation  is  instituted. 

I.  Bibliography 

1.  Webster's  New  Collegiate  Dictionary,  G & C Merri- 
am  Co.  1941,  p.  936. 

2.  Aldrete,  J. A.  and  Johnson,  D. : Evaluation  of  intra- 
cutaneous  testing  for  investigation  of  allergy  to  local 
anesthetic.  Anesth.  & Analg.  49:1-10,  1970. 

3.  Foldes,  F.F.,  Molloy,  R.,  McNall,  P.G.  and  Koukal, 
L.R. : Comparison  of  toxicity  of  intravenously-given  local 
anesthetic  agents  in  man.  JAMA  172:1478-1498,  1960. 

4.  Bromage,  P.R.  and  Robson,  J.G.:  Concentrations  of 
lignocaine  in  the  blood  after  intravenous,  intramuscular 
epidural  and  endotracheal  administration.  Anaesthesia 
16:461-478,  1961. 

5.  Steinhaus,  J.E.  and  Howland,  D.E.:  Intravenously- 
administered  lidocaine  as  a supplement  to  nitrous  oxide- 


Local  Anesthetic  Drugs — Aldrete 

thiobarbiturate  anesthesia.  Anesth.  & Analg.  37:40-56, 
1958. 

6.  DeClive-Lowe,  S.G.,  Gray,  P.W.S.  and  North,  J.: 
Succinylcholine  and  lignocaine  by  continuous  intravenous 
drip.  Report  of  1000  administrations.  Anaesthesia  9:94, 
1954. 

7.  Aldrete,  J.A.  and  Fraser,  J.G.:  Intravenous  lido- 
caine as  a supplement  to  nitrous  oxide  anesthesia  for 
radical  middle  ear  surgery.  Can.  Anaes.  Soc.  J.  13:397- 
402,  1966. 

8.  Tucker,  G.T.,  Moore,  D.C.,  Bridenbaugh,  P.O.,  Brid- 
enbaugh,  L.D.  and  Thompson,  G.E.:  Systemic  absorption 
of  mepivacaine  in  commonly-used  regional  block  pro- 
cedures. Anesthesiology  37:277-287,  1972. 

9.  Usubiaga,  J.E.,  et  al. : Local  anesthetic-induced  con- 
vulsions in  man.  An  electroencephalographic  study. 
Anesth.  & Analg.  45:611-620,  1966. 

10.  Wagman,  I.H.,  DeJong,  R.H.  and  Prince,  D.:  Ef- 
fects of  lidocaine  upon  spontaneous  and  evoked  activity 
within  the  limbic  system.  Electroenceph.  Clin.  Neurophy- 
siol. 17:453,  1964. 

11.  Mark,  L.C.,  Brand,  L.  and  Goldensohn,  E.S.:  Re- 
covery after  procaine-induced  seizures  in  dogs.  Electro- 
enceph. Clin.  Neurophysiol.  16:280,  1964. 


II.  Prevention  and  Treatment 


Convulsions  from  excessive  dosages  of  co- 
caine were  first  described  in  1868* 1  and  al- 
though the  drugs  currently  used  are  less  toxic, 
all  nevertheless  can  produce  convulsions  in 
animals  and  man. 

In  clinical  practice,  convulsions  occur  when- 
ever high  plasma  drug  levels  are  present  from 
either  excessive  dosage,  rapid  absorption  of  the 
agent  into  the  circulation  or  inadvertent  intra- 
vascular injection. 

In  1925,  Tatum  and  associates2  first  pro- 
posed the  use  of  barbiturates  for  prophylaxis 
to  prevent  convulsions  following  administration 
of  local  anesthetic  agents.  Moore3  believed 
that  barbiturates,  although  providing  adequate 
sedation  in  certain  cases,  may  render  some  pa- 
tients restless  to  the  point  of  being  uncon- 
trollable. As  antidote  against  systemic  toxic  re- 
actions, the  inhalation  of  oxygen  was  noted  to 
raise  the  threshold  of  toxicity  in  man  by  Moore 
and  Bridenbaugh4  and  confirmed  in  rodents 
by  Daos  et  al.5  Since  breath  holding  with  a 
certain  amount  of  airway  obstruction  is  a fea- 
ture of  the  convulsive  bouts,  it  is  expected  that 
preoxygenation  and/or  maintenance  of  ventila- 
tion would  assure  continuous  respiratory  ex- 
change. 

The  most  prevalent  pharmacological  ap- 
proach has  been  the  administration  of  barbitu- 
rates prior  to  injection  of  local  anesthetics  in 
the  hope  of  preventing  or  ameliorating  seizures. 
It  must  be  recognized,  however,  that  in  order 
to  abort  cocaine-induced  seizures  in  primates, 
about  70  mg/kg  of  intravenous  barbiturate  are 
needed. 
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INCIDENCE  OF  CONVULSIONS,  MORTALITY,  AND  SURVIVAL  IN  PRETREATED  GROUPS  OF  RATS 


GROUP  PRETREATMENT  AGENT 

LOCAL  ANESTHETIC  AGENTS 

Procaine 

Tetracaine 

Lidocaine 

Con- 

vulsed* 

Died* 

Sur- 

vived* 

Con- 

vulsed* 

Died* 

Sur- 

vived* 

Con- 

vulsed* 

Died* 

Sur- 

vived* 

1 

Normal  saline  solution 

5 

3 

3 

5 

3 

3 

4 

3 

3 

2 

Sodium  pentobarbital 

5 

4 

2 

5 

2 

4 

5 

3 

3 

3 

Sodium  thiopental 

3 

2 

4 

4 

2 

4 

4 

2 

4 

4 

Gamma  hydroxybutyrate 

5 

4 

2 

6 

4 

2 

6 

4 

2 

5 

Innovar 

5 

5 

1 

6 

5 

1 

6 

6 

0 

6 

Ketamine  HC1 

5 

4 

2 

4 

4 

2 

4 

3 

3 

7 

Diazepam 

0 

0 

6 

0 

0 

6 

0 

0 

6 

♦Number  of  animals  in  a group  of  six. 

Reprinted  by  courtesy  of  the  publisher  from  Anesthesia  and  Analgesia  50(11:127-130  (Jan. -Feb.),  1971. 


The  action  of  local  anesthetic  agents  on  the 
central  nervous  system  was  reported  earlier  to 
be  a dual  mechanism  producing  depression  at 
lower  doses  and  excitation  at  higher  doses. 
Usubiaga  and  collaborators6  proposed  that 
local  anesthetic-produced  convulsions  are  due 
to  central  nervous  system  depression  rather 
than  stimulation.  Later,  investigations  by  the 
same  group7  gave  proof  that  such  seizures 
are  triggered  by  depression  of  subcortical  cen- 
ters, depending  on  the  doses  used — the  larger 
the  dose,  the  greater  the  depressive  effect.  Thus 
sedation,  analgesia,  and  convulsions  would  rep- 
resent different  degrees  of  the  same  drug  ef- 
fect.89 This  action  has  been  focused  to  limbic 
brain  structures,  particularly  amygdala  and 
hypocampus.10 

In  a study  evaluating  the  protective  action  of 
several  premedicants  and  intravenous  anesthet- 
ics against  convulsive  doses  of  local  anesthetic 
agents  in  rats,  the  previous  administration  of 
pentobarbital,  thiopental,  gamma-OH-butyrate, 
innovar  and  ketamine  modified  little  or  not  at 
all  the  incidence  of  convulsions  and  deaths  re- 
sulting from  intraperitoneal  injections  of  pro- 
caine, tetracaine  and  lidocaine.  In  contrast,  the 
pretreatment  with  sleep  doses  of  diazepam  pro- 
tected rats  against  convulsions  and  death  from 
toxic  doses  of  the  same  local  anesthetics.11 

Much  more  sophisticated  studies  conducted 
by  DeJong  and  Heavner12  in  cats  showed  that 
pretreatment  with  diazepam,  0.25  mg/kg  in- 
jected intramuscularly,  increased  the  convulsive 
threshold  of  lidocaine.  Further  studies  conduct- 
ed by  this  group  have  also  shown  this  protec- 
tion to  extend  to  primates  and  confirmed  their 
findings  by  electroencephalographic  observa- 
tions.13 

Since  benzodiazepine  derivatives  depress 
hyperexcitability  of  limbic  elements,14  it  is 


logical  to  believe  that  it  would  protect  against 
this  potential  complication  of  local  anesthetic 
drug  usage,  since  the  site  of  action  appears  to 
be  approximately  the  same.10-15 

The  common  use  of  diazepam  as  sedative 
and  premedicant  attests  to  its  safety  when  used 
in  prescribed  dosages  (0.12  mg/kg).16’17  It  is 
indeed  now  evident  that  it  is  safer  to  pretreat 
with  diazepam  every  patient  who  is  to  receive 
large  doses  of  local  anesthetic  drugs.  However, 
this  does  not  eliminate  the  need  to  continue  to 
follow  the  safety  guidelines  in  the  use  of  local 
anesthetic  drugs,  but  it  does  make  the  clinical 
application  of  these  compounds  less  hazardous 
and  eventually  more  efficient. 

These  safety  guidelines  to  be  followed  would 
be: 

1.  To  be  cognizant  of  the  medical  antece- 
dents of  the  patient,  especially  those  related  to 
allergies  and  current  medications. 

2.  Premedicate  patients  with  diazepam. 

3.  Maintain  constant  rapport  during  and  af- 
ter the  execution  of  the  block,  while  the  surgical 
or  diagnostic  procedure  is  in  progress. 

4.  Use  only  local  anesthetic  agents  that  are 
familar  to  you  in  regard  to  their  pharmacolog- 
ical properties,  limitations  and  side  effects. 

5.  Never  exceed  recommended  safe  dosages. 

6.  Aspirate  frequently  and  move  the  needle 
slightly  during  injection  of  local  anesthetics,  to 
avoid  inadvertent  intravascular  injection. 

7.  Be  prepared  to  treat  any  undue  reactions 
with  resuscitative  equipment,  drugs  and  oxy- 
gen. 

Comparison  of  central  nervous  system  re- 
sponses to  the  presence  of  high  blood  levels  of 
local  anesthetic  drugs  usually  reveals  several 
variables  which  are  difficult  to  standardize  for 
various  reasons,  among  them  the  numerous 
concentrations  available  on  the  market,  the  dif- 
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ferent  methods  of  administration  and  the  rela- 
tionship of  drug  effects  to  myriad  behavioral 
and  physiologic  responses.18'19 

When  to  begin  treating  a toxic  reaction  is 
debatable,  since  it  may  be  manifested  by  som- 
nolence, numbness  around  the  mouth,  dizzi- 
ness, blurring  of  speech,  restlessness  and  pe- 
ripheral limb  tremors,  progressing  to  a gen- 
eralized clonic  convulsion.67'9  Occasional- 
ly the  blood  levels  increase  so  suddenly  that 
the  premonitory  signs  are  not  recognized  and 
the  first  evidence  of  toxicity  is  a generalized 
seizure.3-18’20 

At  any  rate,  whenever  any  sign  of  a toxic 
response  is  heralded,  prompt  action  is  indi- 
cated. Oxygen  inhalation,  intravenous  injec- 
tion of  diazepam  (1  mg/kg)  and  readiness  of 
resuscitative  methods  and  drugs  are  to  be  insti- 
tuted. 
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Pyoderma  Gangrenosum  With  Myelofibrosis 

D.  K.  Gopinath,  M.D.,  R.  D.  Wolfe,  M.D.,  and  K.  Sabhaiiwal,  M.D.* 


Louisville, 

A case  of  pyoderma  gangrenosum  has 
been  presented,  with  myelofibrosis  fol- 
lowing polycythemia  vera.  Etiology  and 
treatment  has  been  discussed  with  a 
conclusion  that  intralesional  steroids 
could  have  been  a better  choice  instead 
of  high  doses  of  steroids  and  sulfapyri- 
dine  orally. 

THE  diagnosis  of  pyoderma  gangrenosum 
is  diagnosed  clinically  only,  depending 
upon  the  experience  of  the  dermatologist. 
This  is  a rare  condition,  the  characteristics 
of  which  were  described  by  Brunsting1  and 
his  associates  in  1930.  The  typical  lesion  ap- 
pears as  a papulovesicular  or  pustular  area 
which  becomes  rapidly  necrotic.  Usually  one  to 
two  lesions,  and  sometimes  a number  of  them, 
are  seen  in  various  areas  of  the  body.  They 
have  been  frequently  described  on  the  legs  in 
association  with  ulcerative  colitis.  This  type  of 
necrotic  ulcer  is  rapidly  progressive  and  pain- 
ful, and  shows  bluish,  necrotizing  borders.  The 
surface  of  the  ulcer  is  covered  by  a purulent 
exudate.  The  ulcer  may  extend  laterally  and 
heal  centrally,  leaving  scar  tissue. 

The  culture  from  the  lesion,  as  a rule,  grows 
out  a mixed  bacterial  flora.  Gay  Prieto2  con- 
sidered a virus  as  the  causative  agent,  but  these 
findings  have  not  been  confirmed  by  others. 

Case  Report 

A 62-year-old  male  developed  mild  poly- 
cythemia vera  in  1961.  He  was  treated  fre- 
quently with  phlebotomies.  This  was  the  only 
method  used  to  treat  the  polycythemia.  He  had 
a partial  amputation  of  two  fingers,  and  also 
had  a peptic  ulcer  (1967)  five  years  prior  to 
admission,  for  which  he  had  undergone  partial 
gastrectomy  in  another  hospital.  After  this,  he 
had  been  asymptomatic. 

In  November,  1969,  he  suddenly  developed 
complete  hemiplegia  on  the  right  side,  which 

*From  the  Department  of  Internal  Medicine,  St. 
Joseph  Infirmary,  Louisville 


Kentucky 

was  diagnosed  as  cerebral  thrombosis.  He  did 
well,  and  improved  considerably  on  physical  | 
therapy. 

In  July  of  1972,  the  patient  developed  short-  || 
ness  of  breath,  weakness  and  pallor.  He  was  |j 
then  admitted,  and  the  laboratory  values  were  as  ; 
follows:  Hgb  9.00  gm,  HCT  28.7,  poly  57,  stab  I 
9%,  lymph  12%,  mono  1%,  eos  10%,  baso 
4%,  myelocytes  2%,  metamylocyte  2%,  plate-  | 
let  count  606,000/mm3,  sed  rate  20  mm  in  first 
hour.  SMA  18  revealed  a high  uric  acid  of 
11.00  mg%,  BUN  30  mg%,  and  the  alk  phos-  . 
phate  was  slightly  raised  to  150  mu.  Chest  x- 
ray  was  within  normal  limits.  Bone  marrow  bi- 
opsy showed  a large  amount  of  fibrous  tissue  1 
proliferation,  with  a marked  decrease  in  fat 
cells.  The  marrow,  however,  did  show  some 
activity  of  the  granulocytic  series  with  a large 
number  of  eosinophils  present.  There  was  de- 
pression of  erythroid  elements,  and  a large 
number  of  megacarycocytes  were  present.  Di- 
agnosis: Myeloproliferative  process  consistent 
with  myelofibrosis.  During  the  hospital  admis- 
sion, the  patient  received  two  blood  transfu- 
sions. In  October,  the  patient  was  readmitted 
for  a number  of  problems,  including  possible 
pyoderma  vegetans.  The  patient  had  work-up 
for  anaemia;  his  serum  iron,  I.  B.  C.,  folic  acid, 
and  serum  B-12  were  all  within  normal  limits. 
His  bone  marrow  again  showed  changes  con- 
sistent with  myelofibrosis.  Skin  lesions,  which 
had  developed  into  ulcers  on  both  palms,  were 
described  as  looking  like  pyoderma  vegetans. 
The  culture  taken  from  the  ulcers  grew  staphy- 
lococcus, coagulase  positive,  which  was  sensi- 
tive to  most  antibiotics  except  penicillin.  Pa- 
tient improved  with  local  soaks  only.  SMA  12 
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showed  low  proteins.  Immunoelectrophoresis 
gave  the  following  findings:  IgG  850  mg% 
(normal  635-1775  mg%),  IgA  530  mg% 
(normal  106-668  mg%),  and  IgM  17  mg% 
(normal  37-154  mg% ). 

Patient  received  one  packed  cell  transfusion 
and  was  discharged  in  a generally  improved 
state.  Again  he  was  admitted  in  April,  1973, 
for  uncontrolled  diarrhea,  extreme  weakness, 
and  new  ulcers  on  hand  and  face.  The  ulcers 
were  papulo-vesicular  with  necrotic  areas.  The 
periphery  was  bluish  and  painful.  It  was  cov- 
ered with  purulant  exudate.  His  general  condi- 
tion was  considered  very  poor.  He  received  two 
units  of  packed  cells  and  plasma.  His  lesions  on 
the  hand  and  face  were  treated  with  large 
amounts  of  parenteral  penicillin,  and  local  an- 
tibiotics and  soaks,  but  none  of  this  treatment 
was  effective.  At  various  times  his  culture  from 
these  ulcers  grew  different  pathogens.  The  stool 
cultures  were  negative  and  sigmoidoscopy  was 
normal. 

He  was  started  on  60  mg  of  prednisone  daily 
and  sulfapyridine  500  mg  qid,  orally,  on  the 
fifth  of  May.  His  lesions  were  photographed 
before  starting  treatment.  Patient’s  general  con- 
dition slowly  improved  with  transfusions  and 
the  ulcers  started  healing  rapidly  by  the  end  of 
two  weeks.  All  of  them  had  healed  by  the  end 
of  that  time  except  one  on  the  palm,  and  it  was 
improved.  He  felt  considerably  better  and  grad- 
ually prednisone  was  tapered. 

On  the  29th  of  May,  the  patient  suddenly  be- 
came hypotensive  and  unconscious,  and  died  in 
a span  of  3-4  hours.  Autopsy  was  denied  by 
the  family.  Biopsy  of  the  lesion  was  done  and 
it  showed  only  chronic  inflammatory  changes. 

Comments 

Pyoderma  gangrenosum  is  a condition  which 
is  very  easy  to  recognize  clinically.  Approxi- 


mately 40-50%  of  cases  are  described  in  con- 
junction with  ulcerative  colitis  and  other  bowel 
diseases  like  regional  enteritis,  peptic  ulcer, 
etc.  The  important  lesions  to  be  differentiated 
are  pyogenic  abscesses,  Meleney’s  ulcer,  fungal 
infection  (blastomycosis),  and  necrotizing 
vasculitis.  Once  the  diagnosis  of  pyoderma  gan- 
grenosum is  confirmed,  it  is  usually  best  to 
proceed  to  find  out  about  any  other  underlying 
condition  which  might  be  associated  with  this 
condition.  In  our  case,  the  diagnosis  of  polycy- 
themia vera  and  secondary  myelofibrosis  had 
previously  been  established. 

Harold  Perry3  reported  three  cases  of 
hematopoietic  diseases  associated  with  pyoder- 
ma gangrenosum.  Here  we  report  a patient  who 
had  an  underlying  hematologic  condition,  di- 
arrhea, and  an  old  history  of  documented  pep- 
tic ulcer  disease  with  all  conditions  having  been 
described  in  association  with  pyoderma  gan- 
grenosum. 

Maldonado4  described  a boy  with  pyo- 
derma gangrenosum  who  developed  overt  leu- 
kemia after  treatment  for  pyoderma  gangreno- 
sum and  hyperproteinemia  with  6 MP  therapy. 
These  are  the  only  four  cases  described  in  the 
literature  where  the  lymphoreticular  system  was 
associated  with  pyoderma  gangrenosum. 

Paraproteinemia,  with  a high  sedimentation 
rate  of  145,  and  pyoderma  gangrenosum  is  dis- 
cussed by  Rockl5  and  his  associates. 

A most  interesting  publication  by  Lazarusfi 
describes  four  cases  of  pyoderma  gangrenosum, 
altered  delayed  hypersensitivity,  and  polyarth- 
ritis. The  four  patients  they  described  had 
either  normal  immunoelectrophoretic  patterns, 
or  elevated  IgA,  IgM,  or  IgG.  None  of  the  pa- 
tients showed  any  dermal  sensitivity  to  PPD, 
Candida,  or  mumps  antigens. 

Findings  of  unusual  interest  are  that  the 
lymphocytes  of  three  patients  were  non-specif- 
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ically  stimulated  by  PHA  (Phytohaemagglu- 
tinin),  and  two  of  the  lymphocytes  also  re- 
sponded to  PPD  in  vitro.  This  kind  of  vitro 
and  vivo  disassociation  in  patients  with  anergy 
has  been  described  in  different  conditions  like 
Hodgkin’s  disease,  sarcoidosis,  etc.  According 
to  the  authors,  the  significance  of  this  phenom- 
enon is  not  clear,  but  may  reflect  defects  in  cel- 
lular immunity.  Our  patient,  being  very  debili- 
tated, was  never  challenged  with  PPD.  The  im- 
munoelectrophoresis  was  normal  except  for 
the  low  IgM,  the  significance  of  which  is  not 
known  at  this  time. 

Rossenberg7  called  attention  to  the 
Schwartzman  reaction  as  a possible  mechanism 
by  which  pyoderma  gangrenosum  may  result 
from  underlying  disease  states  that  may  alter 
the  immunologic  system. 

Gay  Prieto2  and  his  associates  believed  that 
a virus  belonging  to  the  varicella  group  plays 
a significant  role  in  the  etiology  of  pyoderma 
gangrenosum.  This  is  a possibility,  but  the 
dramatic  response  to  steroids  by  most  of  the 
patients  would  question  the  virus  etiology. 
The  role  of  infection  is  unclear.  All  the  above 
authors  favored  the  etiologic  factor  as  manifes- 
tations of  immunologic  disease.  Although  this 
possibility  is  strongly  suggested,  there  is  no  con- 
clusive evidence. 

In  Andrews’  textbook  on  “Disease  of  the 
Skin”,8  the  described  treatment  of  pyoderma 
gangrenosum  i s-  to  give  sulfapyridine  or  salicyl- 
azosulfapyridine.  He  advises  to  give  sulfa  0.5 
gm  every  three  to  four  hours  for  10  days  fol- 
lowed by  rest  periods.  The  corticosteroids  are 
also  helpful,  especially  in  severe  cases,  but  a 
price  may  be  paid. 

Martin  J.  Cline,9  writing  on  adrenal 
steroids  in  the  treatment  of  malignant  disease, 
cautions  against  the  well-known  complications 
of  steroids — peptic  ulceration,  osteoporosis, 


and  increased  susceptibility  to  infection,  espe- 
cially in  an  already  impaired  host. 

Alfred  J.  Wall,10  writing  on  glucocorti- 
coids in  intestinal  diseases,  mentioned  that  ul- 
cerative colitis  in  the  elderly  presents  an  en- 
tirely different  problem.  It  is  often  poorly  tol- 
erated by  elderly  patients  and  the  side  effects 
of  glucocorticoids  appear  more  readily. 

Moschella11  and  Gardner12  report  cases  of 
successful  treatment  of  pyoderma  gangrenosum 
with  intralesional  injections  of  triamcinolone 
acetonide.  Das13  describes  adverse  reactions 
during  salicylazo-sulfapyridine  therapy  in 
ulcerative  colitis.  Some  of  their  patients  de- 
veloped hemolysis,  leukopenia,  and  agran- 
ulocytosis. Toxicity  developed  from  10  days 
to  eight  weeks  after  the  treatment  was  started. 
The  patients  with  leukopenia  improved  after 
discontinuing  treatment.  From  the  above  men- 
tioned statements,  it  can  be  readily  appreciated 
that  for  each  plus,  there  is  a negative  factor  in 
the  treatment  of  this  poorly-understood  con- 
dition. 

The  conventional  treatment  of  pyoderma 
gangrenosum  with  high  doses  of  steroids  and 
sulfa  is  useful  when  pyoderma  gangrenosum  is 
associated  with  ulcerative  colitis.  But  in  pa- 
tients suffering  from  leukemia  or  other  hemato- 
logical conditions,  the  use  of  high  doses  of 
steroids  and  sulfa  is  of  doubtful  value.  Al- 
though most  of  the  patients  respond  well,  the 
toxic  effects  of  the  drugs  themselves  may  jeop- 
ardize the  longevity  of  the  patient.  We  think 
that  the  best  treatment  of  pyoderma  gangre- 
nosum would  be  to  use  intralesional  steroids  in 
pyoderma  gangrenosum  unassociated  with  ul- 
cerative colitis.  Although  the  patient  discussed 
above  was  treated  conventionally,  our  feeling 
after  reviewing  other  literature  is  that  the  pa- 
tient could  have  done  better  on  intralesional 
steroids  as  previously  described. 
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Drill-Bit  Injury  of  the  Brachial 
Artery— Case  Report 

Willis  P.  McKee,  Jr.,  M.D. 

Frankfort,  Kentucky 


An  unusual  vascular  injury  is  reported 
in  which  a drill  bit  accidentally  pene- 
trated the  neuro-vascular  bundle  of  the 
left  upper  arm  with  complete  severance 
of  the  brachial  artery  and  no  significant 
vein  or  nerve  injury. 

THE  patient,  a 51-year-old  male,  was  us- 
ing a chest-supported  electric  drill  with  a 
5/8  inch  bit,  when  he  slipped.  The  drill 
turned,  and  he  fell  upon  the  bit,  which  pene- 
trated his  left  upper  arm.  There  was  an  im- 
mediate gush  of  blood  which  he  controlled  by 
holding  the  arm  tight  against  his  side  over  a 
wadded  shirt  in  the  axilla.  He  was  seen  in  the 
emergency  room  some  30  minutes  later  with  a 
cold,  pulseless  hand.  There  was  a 1 cm  wound 
of  entrance  on  the  medial  aspect  of  the  left  up- 
per arm  approximately  10  cm  distal  to  the  an- 
terior axillary  fold.  There  was  a small  amount 
of  dark  ooze,  but  no  active  arterial  bleeding 
was  seen.  He  experienced  some  numbness  and 
tingling  on  the  radial  aspect  of  the  distal 
phalanx  of  the  left  index  finger,  but  no  other 
evidence  of  nerve  damage  could  be  demon- 
started. 


The  patient  was  taken  to  the  operating  room 
45  minutes  after  admission  and  the  area  of  the 
wound  explored.  The  brachial  vein  and  all 
nerves  were  intact.  The  brachial  artery  was 
completely  severed  with  spasm  of  each  end  and 
the  lumens  occluded  by  clots.  The  triceps  bra- 
chii  was  injured  for  2 cm  lateral  to  the  neuro- 
vascular bundle.  The  humerus  was  uninjured. 

The  ends  of  the  artery  were  mobilized  for 
2-3  cm.  It  was  necessary  to  ligate  the  circum- 
flex humeral  branch  which  was  involved  in  the 
distal  injury.  The  injured  areas  of  the  artery 
were  trimmed  and  an  end-to-end  anastomosis 
performed  using  running  sutures  of  5-0  mersi- 
lene. 

An  excellent  radial  pulse  was  present  im- 
mediately post-operatively  and  has  been  main- 
tained. The  patient  had  numbness  to  touch  over 
the  dorsal  left  thumb  for  three  weeks.  This 
gradually  disappeared.  Function  of  the  involved 
extremity  was  essentially  normal  at  four  weeks 
and  the  patient  was  back  at  work. 

A case  of  unusual  vascular  injury  is  report- 
ed. No  moral  is  presented  since  the  need  for 
early  recognition  and  repair  of  vascular  injuries 
is  axiomatic.  However,  the  combination  of 
complete  brachial  artery  division  without  in- 
jury to  surrounding  structures  is  deemed 
worthy  of  note. 
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This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 
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Case  Presentation 


A 32-year-old  female  was  brought  to  the 
emergency  room  because  of  mental  con- 
fusion. Though  she  talked  incoherently 
and  with  difficulty  because  of  rapid  hyper- 
pneic  respirations,  she  was  able  to  give  a his- 
tory of  ingestion  of  an  undetermined  quantity 
of  aspirin  tablets  ten  hours  prior  to  admission 
to  the  hospital.  In  the  past  she  had  made  two 
unsuccessful  attempts  at  suicide  with  barbitu- 
rates. Six  weeks  prior  to  the  present  admis- 
sion she  was  discharged  from  the  hospital  after 
recovering  from  acute  renal  failure  caused  by  a 
hypertonic  saline  abortion.  At  the  time  of  dis- 
charge, the  blood  urea  nitrogen  was  32  mg, 
and  serum  creatinine  2.3  mg  per  100  ml. 

The  temperature  was  101  °F,  the  pulse  126 
per  minute,  and  the  respirations  48  per  minute. 
The  blood  pressure  was  112/70  mm  Hg.  She 
appeared  normally  hydrated  though  her 
tongue  was  dry.  The  lungs  were  clear.  No  ab- 
normality was  detected  in  examination  of  the 
heart  and  abdomen.  The  deep  tendon  reflexes 
were  brisk  and  symmetrical.  Bilateral  flexor 
plantar  responses  were  elicited. 

The  urine  gave  a trace-positive  test  for  pro- 
tein; the  sediment  was  normal.  The  hemoglobin 
was  11.3  gm%,  and  the  white  cell  count  was 
19,000  with  92%  neutrophils.  The  prothrom- 
bin time  was  18.0  seconds  (control  12.0  sec- 
onds) and  the  partial  thromboplastin  time  50.2 
seconds  (control  40.0  seconds).  The  blood  urea 
nitrogen  was  33  mg,  serum  creatinine  2.3  mg, 
and  blood  sugar  127  mg/ 100  ml.  The  sodium 
was  142  mEq,  the  potassium  4.6  mEq,  the 
chloride  104  mEq,  and  the  carbon  dioxide  5.8 


*From  the  Division  of  Nephrology  and  Hypertension, 
University  of  Louisville  School  of  Medicine. 


mEq/liter.  The  pC>2  in  an  arterial  sample  was 
110  mm  Hg,  the  CO2  10.6  mm  Hg,  and  the 
pH  7.25.  The  liver  function  tests,  cerebrospinal 
fluid  examination,  and  chest  x-ray  were  all 
normal.  The  serum  salicylate  level  was  169.0 
mg/100  ml. 

The  patient  received  88  mEq  of  sodium  bi- 
carbonate intravenously  while  in  the  emer- 
gency room.  Forced  alkaline  diuresis  was  com- 
menced with  hypotonic  solutions  and  furose- 
mide.  In  addition,  she  received  potassium  sup- 
plements and  intravenous  Vitamin  K.  The 
blood  salicylate  level  fell  to  8.0  mg/100  ml 
on  the  second  hospital  day  (Fig.  1).  By  this 
time  the  respiratory  rate  was  16/min  and  she 
was  mentally  alert. 
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Of  all  drugs  available  without  prescription,  i. 
salicylates  are  used  most  commonly.  Acute 
salicylate  poisoning  in  children  is  usually  acci-  1 
dental  and  represents  25%  of  all  calls  received 
by  poison  control  centers.  Adults  usually  in- 
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|j>est  massive  quantities  of  salicylates  for  sui- 
cidal purposes. 

| Mild  salicylate  intoxication  produces  dizzi- 
ness, tinnitis,  hyperventilation,  nausea  and 
vomiting.  Moderate-to-severe  intoxication  (se- 
rum salicylate  concentration  80  mg%  or  high- 
er) produces  central  nervous  system  disturb- 
ances. In  the  initial  phase  there  is  central 
lervous  system  stimulation  which  is  manifested 
i by  restlessness,  incoherent  speech,  apprehen- 
sion, tremor,  hallucinations,  delirium  and  gen- 
eralized convulsions.  For  the  untreated  patients 
or  very  severe  poisoning,  this  phase  is  re- 
placed by  central  nervous  system  depression 
including  stupor,  coma,  cardiovascular  col- 
lapse, respiratory  insufficiency,  and  death. 

Acid-base  disturbances  are  an  integral  part 
of  moderate-to-severe  salicylate  intoxication. 
jThe  sequence  of  events  is  shown  in  Fig.  2.  The 
initial  event  is  a respiratory  alkalosis.  This  is 
due  to  direct  stimulation  of  the  respiratory 
center.  The  kidneys  compensate  by  increasing 
the  excretion  of  bicarbonate,  and  thus  decreas- 
ing plasma  bicarbonate  concentration.  At  the 
same  time  large  doses  of  salicylates  produce 
metabolic  acidosis.  Though  metabolites  of 
salicylates  increase  the  hydrogen  ion  load,  the 
major  contribution  is  made  by  an  augmented 
organic  acid  production  resulting  from  the 
effects  of  salicylates  on  metabolism.  Glucose 
is  metabolized  anerobically  as  a result  of  un- 
coupling of  oxidative  phosphorylation  pro- 
duced by  salicylates.  The  serum  concentration 
of  beta-hydroxybutyric  acid,  acetoacetic  acid 
and  acetone  increases.  In  addition,  marked 
respiratory  alkalosis,  by  shifting  the  oxygen 
dissociation  curve  to  the  left,  might  lead  to 
the  formation  of  lactic  acid.  In  adults  and  chil- 
dren over  the  age  of  four,  respiratory  alkalosis 
is  the  main  abnormality.  In  infants  and  in  very 
severe  intoxication  in  adults,  metabolic  acido- 
sis is  the  dominant  disturbance.  Usually  the 
metabolic  disturbances  are  mixed — metabolic 
acidosis  and  respiratory  alkalosis. 

Hypokalemia  occurs  frequently,  particularly 
during  treatment.  This  is  due  to  the  shift  of  po- 
tassium into  cells  during  the  phase  of  respira- 
tory alkalosis  and  increased  excretion  of  po- 
tassium during  bicarbonate  diuresis.  The  use 
of  diuretics  also  contributes  to  hypokalemia. 
The  blood  sugar  may  be  high  or  low.  Hyper- 
glycemia may  result  from  increased  release  of 
epinephrine.  The  salicylate-induced  hypogly- 
cemia may  be  related  to  increased  utilization 
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Schematic  Representation  of  Acid  Base  Changes 
in  Acute  Salicylate  Intoxication 


and  decreased  production  of  glucose  by  peri- 
pheral tissues.  Fever  is  quite  common  and 
occasionally  hyperpyrexia  may  develop.  Sali- 
cylates also  reduce  plasma  prothrombin  con- 
centrations. Thrombocytopenia,  though  rare, 
has  been  reported.  Other  unusual  complica- 
tions include  pulmonary  edema  and  acute  he- 
patic necrosis.  Pulmonary  edema  may  be  a hy- 
persensitivity phenomenon,  or  central  in 
origin.  Occasionally  this  may  be  due  to  fluid 
overload  during  treatment  of  salicylate  intoxi- 
cation. 

Treatment 

Immediate  attention  should  be  directed  to 
determining  the  adequacy  of  respiration  and 
state  of  hydration.  If  the  patient  is  seen  within 
a few  hours  of  ingestion  of  salicylates,  gastric 
lavage  or  induced  vomiting  should  be  consid- 
ered. Any  potential  benefit  from  this  pro- 
cedure should  be  weighed  against  the  risk  of 
aspiration.  Vitamin  K should  be  given  if  indi- 
cated. Mild  poisoning  is  often  managed  by 
gastric  lavage  followed  by  antacids  and  fluids 
by  mouth. 

Moderate-to-severe  cases  should  be  man- 
aged in  the  intensive  care  unit  with  close 
monitoring  of  vital  signs  and  urine  output. 
Blood  gases  and  serum  potassium  should  be 
frequently  determined.  Forced  alkaline  diuresis 
can  be  instituted  before  the  patient  reaches  the 
intensive  care  unit.  This  is  a safe  procedure  if 
properly  monitored.  Alkalinization  causes  ion- 
ization of  salicylates  and  thus  prevents  reab- 
sorption in  the  renal  tubules,  leading  to  an 
increased  excretion  and  decreased  half-life. 
Alkalinization  should  be  attempted  even  if  the 
initial  blood  pH  is  moderately  alkaline.  The 
type  and  amount  of  fluids  and  administration 
will  depend  on  cardiovascular  status,  renal 
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function  and  response  to  diuretic  therapy. 
Though  each  hospital  may  have  its  own  pro- 
tocol, we  tend  to  give  2 Vi%  dextrose  in 
0.45%  saline  at  a rate  of  500  ml/hour  for 
four  hours.  The  infusion  rate  is  subsequently 
adjusted  to  60  ml/hour  plus  the  urine  flow 
rate.  Sodium  bicarbonate  (44  mEq)  and  po- 
tassium chloride  (20  mEq)  are  added  to  each 
liter.  If  diuresis  begins  to  subside,  25  gm  of 
mannitol  or,  less  preferably,  furosemide  may 
be  added. 

The  indications  for  dialysis  are  few.  Hemo- 
dialysis is  the  method  of  choice.  A serum  drug 
level  in  the  potentially  lethal  range,  renal  fail- 
ure or  poor  results  from  forced  alkaline  diure- 
sis, prolonged  coma,  worsening  clinical  status 
and  underlying  pulmonary  disease  might  con- 
stitute relative  indications. 

K.  K.  Arora,  M.D. 

M.  K.  Sridharan,  M.D. 

R.  A.  Schacht,  M.D. 

D.  G.  Martin,  M.D. 
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SPECIAL  ARTICLES 


State  Licensure  For 


Health  Maintenance  Organizations 


George  F.  Brockman,  M.D.* 


IN  the  winter  of  1973-74,  the  legislative 
interest  of  the  medical  profession  was  at 
least  90%  concentrated  on  PSRO  because 
of  the  impact  of  this  on  the  personal  fortunes 
of  many  physicians.  With  the  partial  resolution 
of  some  of  the  more  significant  PSRO  prob- 
lems, it  seems  well  to  devote  some  attention 
to  other  legislative  activities. 

The  most  significant  federal  legislation  was 
the  passage  of  the  Health  Maintenance  Organi- 
zation Act  of  1973  (Public  Law  93-222).  In 
establishing  this  five-year  demonstration  and 
funding  program,  Congress  supported  the 
hopeful  concept  that  greater  cost-containment 
for  health  care  could  result  from  the  extensive 
development  of  prepaid  contract  practice.  Al- 
though obviously  intending  an  instrument  for 
social  change,  the  Congress  was  mindful  of  the 
financial  drain  unwittingly  established  by  prev- 
ious ill-considered  federal  enactments,  and 
made  a thoughtful  effort  to  avoid  an  open- 
ended  financial  commitment  of  treasury  funds 
to  HMOs.  Among  the  measures  designed  to 
fence  out  the  quick-buck  artist,  the  Congress: 

a.  vSharply  limited  the  amount  of  federal 
support  to  a maximum  of  $2,500,000  per 
HMO. 

b.  Defined  in  great  detail  the  extensive 
services  that  an  HMO  must  provide,  and, 

c.  Defined  the  structuring  and  operation  of 
HMOs  in  a manner  that  substantially  restricts 
the  physician  role  in  the  HMO  to  direct  patient 
care  on  a salaried  status.  To,  or  perhaps  be- 
yond, the  maximum  feasible  extent,  the  control 
of  federally-supported  HMOs  is  to  be  exerted 
by  consumers  and  the  Department  of  HEW. 
This  definitely  lessens  the  attractiveness  of  the 
HMO  operation  to  some  physician-entrepre- 
neurs. 


*Chairman,  Medical  Services  Committee,  Kentucky 
Society  of  Internal  Medicine 


To  broaden  the  sweep  of  the  HMO  as  a 
social  force,  at  the  expense  of  other  com- 
ponents of  the  health  field,  Congress  required 
that  every  employer  of  over  25  persons,  who 
offers  a health  care  benefit  to  his  employees, 
must  offer  the  employees  an  option  for  HMO 
subscription,  if  there  is  a federally-certified 
HMO  in  the  service  area. 

Complementing  the  federal  HMO  enact- 
ment, the  Kentucky  General  Assembly,  in 
adopting  amendments  to  the  Insurance  Code, 
provided  for  state  licensure  of  HMOs.  A re- 
view of  the  background  is  helpful  in  under- 
standing this  unusual  legislation,  which  may 
become  of  importance  to  Kentucky  physicians. 

For  a dozen  years,  the  proponents  of  con- 
tract group  practice  have  lamented  that  there 
are,  or  might  be,  state  restrictions  which  inhibit 
the  operation  of  such  organizations.  Although 
these  restrictions  have  never  been  definitely 
cataloged,  there  has  been  a persistent  call  for 
federal  legislative  pre-emption  of  areas  of  re- 
striction. Since  an  HMO  is  at  least  in  part  a 
health  insurance  plan,  these  calls  for  federal 
pre-emption  attracted  the  attention  of  the  Na- 
tional Association  of  Insurance  Commissioners 
(NAIC). 

The  regulation  of  insurance  has  remained  a 
function  of  state  government,  in  large  part 
through  the  efforts  of  NAIC,  which  is  the 
oldest  and  one  of  the  most  effective  of  the 
interstate  co-operative  groups  representing 
state  governments.  NAIC  held  extensive  hear- 
ings and  correspondence  with  representatives 
of  clinics,  groups  and  contract-practices.  By 
the  time  of  the  congressional  hearings  on  the 
Health  Maintenance  Act  of  1973,  NAIC  had 
developed  a model  act  placing  the  licensure  of 
Health  Maintenance  Organizations  under  the 
commissioners  of  insurance  of  the  states.  In 
this  Act,  they  removed  all  known  and  con- 
ceivable state  restrictions  which  might  inhibit 
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the  formation  of  Health  Maintenance  Organi- 
zations. The  House  Committee  holding  hear- 
ings on  PL  93-222  was  impressed  with  this 
activity  and  acknowledged  a community  of 
interest  with  NAIC  in  limiting  the  scope  of 
federal  pre-emption.  Federally-sponsored 
HMOs  must  be  state-licensed,  if  a state  re- 
quires licensure. 

The  model  Act  as  adopted  in  the  Kentucky 
HMO  Act  of  1974  provides  that  any  legal 
person  (including  any  individual,  partnership, 
association,  trust,  corporation,  hospital  or  in- 
surance company)  may  obtain  from  the  Com- 
missioner of  Insurance  of  certificate  of  author- 
ity to  establish  and  operate  an  HMO. 

By  insurance  industry  standards,  the  finan- 
cial requirements  laid  on  the  HMO  are  quite 
modest.  A surety  bond  of  from  $40,000  to 
$140,000  to  insure  performance  of  obligations 
may  be  required  unless  the  Commissioner  “is 
satisfied  that  the  assets  of  the  organization  are 
sufficient  to  reasonably  assure  the  performance 
of  its  obligations.” 

In  parallel  with  the  Federal  requirements, 
the  HMO  must,  after  two  years  of  operation, 
hold  a period  of  open  enrollment  in  which  all 
applicants  are  enrolled  in  the  order  in  which 
they  apply,  and  there  must  be  such  an  open 
enrollment  period  annually.  With  the  approval 
of  the  Commissioner,  however,  the  HMO  may 
place  such  restrictions  on  the  enrollment  of  the 
over-sick  or  under-priviledged  as  will  insure  its 
financial  stability.  In  view  of  the  Commis- 
sioner’s statutory  charge  to  protect  the  financial 
integrity  of  insurance  organizations,  there  seems 
little  prospect  of  the  state-licensed  HMO  be- 
coming an  avenue  of  broad  social  change  in 
extending  coverage  to  the  medically  under- 
priviledged. 

Other  than  financial,  the  requirements  for 
the  HMO  in  filing  for  authorization  are 
equally  modest.  A description  of  the  principal 
officers  and  organizers  of  the  group,  together 
with  the  proposed  contract  to  be  issued  and 
similar  basic  information,  is  all  that  is  required. 
Again,  by  normal  standards  of  health  insurance 
industry,  the  disclosures  are  minimal.  An  HMO 
must  make  available  to  subscribers  a simplified 
financial  report  annually,  and  must  submit  to 


the  Commissioner  of  Insurance  a simple  report 
of  activities  annually. 

Once  authorized  to  operate,  the  HMO  isl 
free  to  advertise  all  of  its  services  (including 
physician  services)  in  such  manner  as  it  deems) 
best,  subject  to  only  commercial  standards  ol 
truth  in  advertising.  It  may  appoint  agents  and 
representatives  on  salary  or  commissions  to 
promote  its  wares. 

By  operating  under  a state  license  rather 
than  under  federal  regulations,  an  HMO 
escapes  many  of  the  socially-motivated  restric- 
tions Congress  imposes  on  the  federal  HMO. 
Under  the  state  law: 

1.  There  is  no  required  list  of  minimal 
services,  and  there  is  no  requirement  for  the 
provision  of  preventative  care. 

2.  There  is  no  requirement  for  internal  or 
external  surveillance  of  the  quality  of  care. 

3.  There  is  no  requirement  that  enrollees 
or  consumers  have  any  role  in  the  operation 
of  the  organization. 
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4.  There  is  no  requirement  that  service  be 
available  on  a 24-hour  basis  seven  days  a week.  « 

5.  There  is  no  requirement  for  compli- 
ance with  overall  comprehensive  health  plan- 
ning in  its  service  area,  although  the  request  . 
for  authorization  must  go  through  the  Certifi-  - 
cate-of-Need  channel. 

6.  There  is  no  requirement  that  providers 
of  service  be  limited  to  salaried  practices. 

7.  There  is  no  requirement  for  central 
records  or  equipment. 

8.  There  is  no  requirement  for  continuing 
education  of  the  health  care  providers. 

Under  the  permissive  state  HMO  legisla- 
tion, developments  will  probably  be  somewhere 
between  two  scenarios  which  represent  the  ex- 
tremes. In  the  happier,  a group  of  high-minded 
physicians  develop  a novel  and  cost-effective  1 
plan  for  the  delivery  of  health  services.  In  the 
worst  case,  an  imaginative  promoter  finds  a 
bonanza  by  using  a facade  of  pliable  con- 
sumers as  a cover  for  a stable  of  low-salaried, 
under-achieving  physicians.  As  other  states 
rush  to  adopt  the  model  HMO  legislation,  he 
develops  a national  franchise  chain,  to  go  pub- 
lic as  the  HMO  Corporation  of  America,  the 
hottest  new  issue  in  the  market  of  1976. 
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From  the  Files  of  the  KMA  Maternal 
Mortality  Study  Committee 


CASE  16-71.  This  33-year-old  female,  married, 
Gravida  3,  Para  2,  was  under  the  care  of  a 
private  physician.  Two  previous  pregnancies 
[were  17  and  16  years  ago.  The  largest  infant  weighed 
9 lbs.  Only  previous  surgery  was  an  appendectomy. 
LMP  was  1/27,  thus  the  EDD  was  10/3/71.  She 
was  seen  initially  on  June  29,  1971.  The  prenatal 
course  was  apparently  uncomplicated  until  the  mem- 
branes ruptured  spontaneously  at  2:20  a.m.  on  Sep- 
tember 27,  1971. 

She  was  admitted  to  the  hospital  at  11:45  p.m.  on 
October  1,  1971,  having  contractions  of  fair  quality 
every  3-4  minutes.  Temperature  was  normal,  BP 
136/80,  FHT  good,  and  the  cervix  was  3-4  cm 
dilated.  She  received  100  mg  Vistaril  1M  at  12:30 
a.m.;  BP  was  160/90.  At  1:45  a.m.  on  October  2nd, 
the  cervix  was  described  as  4 cm  dilated  and  thick. 
She  was  given  50  mg  Demerol  and  0.4  mg  scopolamine 
IM  at  2:10  a.m.;  BP  was  170/90,  FHT  was  good. 
The  cervix  was  5 cm  at  3:00  a.m.  on  vaginal  exam. 
At  4:10  a.m.  the  cervix  was  described  as  thin,  5 cm 
dilated.  A foul  odor  of  the  amniotic  fluid  was  noted. 
BP  at  this  time  was  130/70;  contractions  were  every 
3-4  min  lasting  40-45  sec.  She  was  sleeping  between 
contractions  at  4:40  a.m.;  BP  130/90,  FHT  good. 
She  received  an  additional  50  mg  Demerol  IM  at 
5:10  a.m.;  BP  was  120/70,  FHT  good  and  the 
cervix  was  5 cm  dilated.  At  6:00  a.m.  her  tempera- 
ture was  100,  BP  150/80,  pulse  was  100.  The  cervix 
remained  5 cm  dilated.  When  checked  at  7:25  a.m. 
the  cervix  was  the  same.  There  was  a note  “present- 
ing part  felt  odd,  swollen,  not  like  the  head”.  Her 
physician  was  notified;  50  mg  Demerol  and  0.4  mg 
scopolamine  were  given  IM. 

One  thousand  cc  D5W  was  given,  IV,  at  8:15  a.m. 
and  the  patient  was  taken  to  the  delivery  room  with 
the  cervix  completely  dilated.  What  was  thought  to 
be  buttock  was  discovered  to  be  a shoulder  presenta- 
tion. Consultation  was  obtained  from  an  OB-GYN 
consultant  who  concurred  with  the  planned  emer- 
gency section.  He  was  unable  to  hear  the  fetal  heart 
at  this  time.  Under  general  anesthesia  at  9:45  a.m., 
October  2nd,  a classical  incision  was  made  in  the 
uterus  and  a stillborn  male  infant  was  delivered 
weighing  6 lb.  Vi  oz.  The  left  shoulder  was  pre- 
senting through  the  dilated  cervix.  Two  ccs  of 
oxytocin  were  added  to  the  IV  and  1 cc  of  oxytocin 
was  given  intramuscularly.  The  placenta  was  manual- 
ly removed.  Cultures  were  taken  from  the  uterine 
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cavity;  there  was  no  gross  evidence  of  infection  in 
the  uterus.  It  was  closed  with  interlocking  0 chromic 
suture. 

Her  BP  on  moving  to  the  recovery  room  at  10:50 
a.m.  was  74/30,  P 132;  the  fundus  was  firm  and 
500  cc  whole  blood  was  started.  Her  condition  was 
listed  as  poor;  125  mg  Solu  Mederol  was  given  IV 
at  11:23  a.m.  The  blood  was  absorbed  at  11:50  a.m. 
BP  was  100/0,  P 128.  Normosil  with  polycillin  was 
added  to  the  IV.  Her  BP  stabilized  around  90/50. 
A unit  of  packed  cells  was  added  to  the  IV  at  8:25 
p.m.  She  had  had  3000  cc  of  fluids  since  the  surgery 
and  one  pint  of  blood.  Another  unit  of  packed  cells 
was  added  at  9:25  p.m.  and  her  BP  stabilized  around 
108/70,  P 120.  She  was  moved  from  the  recovery 
room  to  her  room.  She  passed  1000  cc  urine  via 
Foley  catheter.  Her  chest  was  congested  and  her 
condition  was  considered  serious. 

Her  BP  was  stable  on  October  3rd  at  122/80.  Her 
physician  noted  the  lungs  had  coarse  rolls;  the 
abdomen  seemed  moderately  distended,  and  peri- 
stalsis was  good.  Polycillin  500  mgm  orally  was  or- 
dered every  four  hours. 

A binder  was  ordered  for  the  abdominal  distension, 
and  a Levin  tube  inserted  obtaining  a large  amount 
of  fluid;  however,  the  patient  couldn’t  tolerate  it. 

Her  physician  returned  to  the  hospital — BP  120/80, 
pulse  96.4.  Ten  mg  of  morphine  sulfate  were  ordered 
and  she  was  maintained  on  IV  fluids,  2000  cc  Norm- 
R over  a 6-hr  period  with  the  polycillin  500  mg  IV 
of  6 hrs.  She  had  a severe  chill  at  3:00  a.m.  on 
October  4th.  Temperature  was  102.  Patient  was 
ambulating.  No  bowel  sounds  were  heard.  She  had 
an  increase  in  her  bilirubin;  the  direct  reading  was 
5 mg%,  indirect  6.6  mg%.  The  electrolyte  profile 
ordered  for  the  4th  revealed  reduced  pH  Na-K  9 
CL.  A large  amount  of  gastric  suction  was  obtained. 
She  had  very  coarse  rolls  on  examination  of  the  chest, 
especially  at  the  left  base.  The  impression  at  this 
time  was  ileus  with  peritonitis  with  pulmonary  prob- 
lems. 

She  seemed  somewhat  improved  on  October  5th. 
Serum  K 4.4;  pH  7.45;  chlorides  elevated  C02  re- 
mained low.  When  the  dressing  was  removed  from 
the  incision,  it  was  soaked  with  a foul-smelling 
serosanguineous  drainage.  A culture  was  sent  to  the 
lab.  Temperature  was  normal,  pulse  quite  rapid  136, 
BP  140/88. 
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Her  respiration  remained  labored,  rapid  36,  and  she 
had  some  bright  blood  in  the  Levin  tube  on  October 
6th.  She  received  Cedilanid  0.8  mg  IM  stat  at  3:00 
p.m.  and  was  transferred  to  ICU  at  6:15  p.m. 

She  was  started  on  Keflin  4 gm,  nasal  oxygen  and 
Levin  suction.  A moderate  amount  of  serosanguineous 
drainage  from  the  abdominal  incision  continued.  Solu 
Mederol  250  mg  was  added  to  the  IV  plus  Geromycin 
80  mg  IM.  She  remained  critical  on  October  7th 
and  was  jaundiced. 

On  the  8th  there  was  a decrease  in  the  white 
count  and  the  jaundice  increased;  later  she  seemed 
improved,  had  good  bowel  sounds  and  passed  flatus. 

On  the  9th  she  was  again  alkalotic  and  had  rather 
copious  amounts  of  output  from  the  Levin  suction. 
Her  condition  deteriorated  at  7:20  p.m.  with  a rapid 
pulse  of  106  and  respiration  40.  The  suction  output 
was  2,000  while  the  urinary  output  was  only  500  cc. 
The  pH  was  7.50;  PC02  was  25.  The  next  morning, 
the  10th,  she  expired  at  6:10  a.m.,  nine  days  post- 
partum. An  autopsy  was  obtained. 

After  opening  the  sutures,  the  wound  was  found 
gaping.  Both  lungs  were  congested.  The  stomach  con- 
tained three  acute  ulcers,  measuring  0.4  cm  in  di- 
ameter. The  liver  had  an  icteric  surface.  The  uterine 
fundus  was  about  10  cm  above  the  symphysis.  The 
serosa  was  covered  with  purulent  material.  After  the 
sutures  were  released  the  wound  was  gaping  and  un- 
healed. The  lower  portion  of  the  uterus  contained 
purulent  material,  while  the  endometrial  part  of  the 
upper  portion  contained  0.1  to  0.2  cm-thick  layer  of 
clotted  blood.  There  was  no  evidence  of  micro- 
abscesses. The  ovaries  and  fallopian  tubes  were  nor- 
mal. 

The  final  diagnosis  was  death  from  overwhelming 
proteus  infection  involving  the  entire  peritoneal  cavity, 
resulting  in  general  toxic  nephrosis,  shock  and  ter- 
minal bronchopneumonia. 

Comments 

This  case  was  classified  as  a direct  obstetrical  death 
with  preventable  factors.  The  Committee  felt  that 
there  was  a prolonged  period  of  time  before  adequate 
treatment  was  instituted.  Amnionitis  is  a very  serious 
disease.  When  the  temperature  elevation  in  addition 
to  the  foul  amniotic  fluid  was  noted,  intensive  anti- 
biotics and  therapy  should  have  been  instituted.  Of 
course  one  can  say  that  hindsight,  in  this  case,  would 
best  have  been  managed  by  Cesarean  section  hysterec- 
tomy. The  Committee  felt  that  she  had  an  anaerobic 
infection,  probably  a Bacteroides  since  she  failed  to 
respond  to  the  antibiotics  she  received.  We  are  seeing 
an  increasing  number  of  such  pelvic  infections  that 
need  the  appropriate  antibiotics  in  order  to  properly 
treat  them.  Although  a proteus  was  isolated,  special 
techniques  have  to  be  utilized  to  detect  Bacteroides 
organisms.  Frequently  they  will  not  show  growth  for 
four  to  eight  days  after  proper  culture  is  instituted. 
It  was  also  stated  that,  unfortunately,  the  abnormal 
presentation  was  not  detected  earlier  so  that  proper 
treatment  could  have  been  instituted. 
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All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C 


Woman  (man)  cannot. 


uman  beings  can  neither  synthesize  vitamin  C nor 
are  most  of  the  water  soluble  vitamins.  They  should 
: replenished  continuously. 

Normally,  people  accomplish  this  in  their  daily 
et.  But  under  conditions  of  illness,  stress,  in  conva- 
scence  or  following  surgery,  vitamin  stores  may  be 
jpleted  or  metabolic  demands  increased. 


In  such  cases,  Surbex-T may  be  indicated.  Surbex-T 
makes  it  easy  and  convenient  to  restore  the  water- 
soluble  vitamins.  Each  tablet  provides  500  mg.  of 
vitamin  C plus  high  potency  B-complex. 

Where  nutritional  status  must  be  pre- 
served, Surbex-T  can  help  restore  what 

. r ABBOTT 

the  body  cannot  effectively  store.  403432 


SURBEX-r  500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  effectively  store 


In  congestive  heart  failure... 


secondary  aldosteronis: 


How  hyperaldosteronism  leads  to  and  prolongs  edema 
in  congestive  heart  failure1 


Decreased  renal 
blood  flow  i 
with  decreased! 
glomerular 
filtration 


Increased 

venous 

pressure 


Transudation 
from  capillaries 


Decreased 

effective 


blood 


volume 


Chronic  liver  congestion 
impairs  degradation 
of  aldosterone 


•aoapted  from  coooley,  e.1 


a primary  factor 


'switch  off"  the  aldosterone  factor  in 
igestive  heart  failure 


ddactone 

■ of 

ronolactone  25-mg.  tablets 

; only  specific 
iosterone  antagonist. . . 
sic  in  all  diuretic  therapy 

?e  ways  to  use  Aldactone  in 
festive  heart  failure 

5 the  only  diuretic 

ten  sufficient  alone, 
educes  gradual,  sustained  diuresis  by 
king  aldosterone  action  in  the  distal 
tl  tubule. 

roids  potassium  loss. 

5 the  basic  daily  diuretic  with  an  ''add-on" 
:nate-day-diuretic  ("A.D.D."  schedule) 

ai  be  administered  daily  as  basic 
apy  with  the  additional  agent 
)semide  or  ethacrynic  acid)  given 
y second  or  third  day. 
dactone  plus  ''A.D.D."  schedule 
imizes  potassium  deficiency  and 
mtiates  effect  of  "add-on"  diuretic.2 
roids  acute  volume  depletion  and 
)sterone  rebound.2 

s a daily  diuretic  in  combination  with 
cily  dose  of  a thiazide 

amits  daily  additive  diuretic  effect 
le  maintaining  potassium  balance. 


Indications— Essential  hypertension,  edemo  or  ascites  of  congestive  heart  fail- 
ure, cirrhosis  of  the  liver  and  the  nephrotic  syndrome,  idiopathic  edema  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a thiazide  diuretic. 

Contraindications— Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia. 

Warnings— Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in- 
dicated unless  a glucocorticoid  is  also  given.  Discontinue  potassium  supplemen- 
tation if  hyperkalemia  develops.  Usage  of  any  drug  in  women  of  childbearing  age 
requires  tnat  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur.  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists;  deaths  have  occurred.  Hyponatremia,  manifested  by  dry- 
ness of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics.  Elevation  of  BUN  may  occur,  especially  when  pretreatment  hyper- 
azotemia exists.  Mild  acidosis  may  occur.  Reduce  the  dosage  of  other  antihyper- 
tensive drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action. 

Adverse  Reactions— Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro- 
intestinal symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti- 
caria, mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice.  Adverse  reactions  are  infrequent  and  usually  reversible. 

Dosage  and  Administration— For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses.  Aldactone  may  be  combined  with  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner.  Ad|ust  subsequent  dosage  according 
to  response  of  patient 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response)  add  a thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added.  A daily  dosage  of  Aldactone  considerably  greater  than  75  mg  may  be  given 
if  necessary. 

A glucocorticoid,  such  as  15  to  20  mg  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldoctone  and  a conventional  diuretic.  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary  Such 
patients  frequently  have  an  associated  hyponatremia— restriction  of  fluid  intake  to 
1 liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function).  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  "sterilize"  the  gastrointestinal  tract. 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  although  useful  for  diuresis,  will  not  directly  affect  the  basic  pathologic 
process. 

For  children  the  daily  dosage  should  provide  1.5  mg.  of  Aldactone  per  pound 
of  body  weight. 

References:  I.  Coodley,  E.  Consultant  1_2  106-107,  109,  111,  113,  115  (July) 
1972.  2.  Thorn,  G.  W.,  and  Lauler,  D.  P Am  J Med  53.673-684  (Nov  ) 1972 
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The  Role 
of  the 
Detail  Man 


“I  may  be  prejudiced,  b 
very  much  in  favor  of  the  det 
I meet.  Most  of  them  are  kno\ 
able  about  the  drugs  they  prc 
and  can  be  a great  help  in  ac< 
ing  me  with  new  medication. 


Family  Physician's  Perceptio , 

I think  that  most  generc  . 
practitioners  in  this  area  feel 
do  about  tne  detail  man.  Ovei 
years  I have  gotten  to  know  rr  | 
the  men  who  visit  me  regular  ^ 
they  in  turn  have  become  aw;| 


my  particular  interests  and  tl  1 


ture  of  my  practice.  They,  the 


fore,  limit  their  discussion  asi. 


C 

P 


as  possible  to  the  areas  of  int  ] 
to  me.  Since  I usually  see  the  | 
representative  again  in  futun  J 
visits,  it  is  in  his  best  interest 
supply  me  with  the  most  honi 
factual,  as  well  as  up-to-date 
information  about  his  produc I 


a 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


“In  the  total  picture  of  d I 
with  health  problems  in  this  c ii 
there  is  a potential  for  detail  rl 
to  play  a meaningful  role.” 


On 
© 


& 


Dialogue 


The  Positive  Influence 

My  contact  with  represe  a 
tivesand  salesmen  of  the  pha  ill 
ceutical  industry  is  the  type  o :e 
tact  that  people  in  a medical  ( i 
research  people,  and  academ  I 
people  have  and  that’s  in  all  li  f 
on  a somewhat  different  level  d 
that  of  the  practicing  physicicl 

Let  me  touch  on  how  lpe;< 
ally  perceive  the  role  of  the  sa  si 
representative.  These  men  re  l| 
large  numbers  of  health  profe  1 
sionals.  Thus  they  could  be—  ii 
at  times  actually  are  — disserr  A 
tors  of  useful  information.  The! 
could  consistently  serve  a rea  c 
cational  function  in  theirabili  'fl 
discuss  their  products. 

At  present  they  do  distril  * 
printed  material,  brochures  aiJ 
pamphlets  — some  of  itscientl 
ally  sound  and  therefore  truly  >f 
ful  — as  well  as  some  excellent! 
produced  by  the  pharmaceutiil 
industry.  When  they  function  il 


Source  of  Information? 

3S,  with  certain  reservations, 
srage  sales  representative 
bireat  fund  of  information 
stiihe  drug  products  he  is  re- 
oiolefor.  He  is  usually  able  to 
rc ' most  questions  fully  and 
ccrently.  He  can  also  supply 
i s of  articles  that  contain  a 
eal  of  information.  Here, 
l0'<ercise  some  caution.  I usu- 
fi::ept  most  of  the  statements 
- ‘inions  that  I find  in  the 
e and  studies  which  come 
riie  largerteachingfacilities. 
i:  without  saying  that  a physi- 
ol ould  also  rely  on  other 
!lsfor  his  information  on 
'■'acology. 

ig  of  Sales  Representatives 

. leally,  a candidate  for  the 
, n as  a sales  representative 
. armaceutical  company 
be  a graduate  pharmacist 
sa  questioning  mind.  I don’t 
ais  is  possible  in  every  case, 
it  becomes  the  responsibility 

ty  they  are  indeed  useful; 
jlarly  in  the  fact  that  they 
linate  broadly  based  educa- 
naterial  and  serve  not  just 
shers”  of  their  drugs. 

tier  Side  of  the  Coin 

bviously,  the  pharmaceuti- 
apanies  are  not  producing  all 
aterial  as  a labor  of  love  — 
e in  the  business  of  selling 
:ts  for  profit.  In  this  regard 
bitious  and  improperly  moti- 
ves representative  can 
negative  influence  on  the 
:ing  physician,  both  by  pre- 
l a one-sided  picture  of  his 
:t,  and  by  encouraging  the 
ioner  to  depend  too  heavily 
gs  for  his  total  therapy. In 
i vays,  the  salesman  has  often 
: ed  objective  reality  and 
mined  his  potential  role  as  an 
::or. 

I dustry  Responsibility 

>ince  the  detail  man  must  be 
'irmation  resource  as  well  as 
tentative  of  his  particular 
’ laceutical  company,  he 
I be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willingto  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public — /.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


OT#  EYES  RIGHT! 

...to  SOUTHERN  OPTICAL 


LOUISVILLE 


ST.  MATTHEWS 
NEW  ALBANY 
BOWLING  GREEN 
OWENSBORO 


Southern  Optical  Bldg.  — 640  S.  4th 
Contact  Lenses  — 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
Medix  Bldg.  — Adj.  S.S.  Mary  & Elizabeth  Hosp. 
313  Wallace  Center  and  108  McArthur  Drive 
Professional  Arts  Bldg.,  1919  State  Street 
524  East  Main  Street 
Doctors  Bldg.,  1001  Center  Street 


Qoulkm, 

Opted 


CHARGE  ACCOUNTS 

INVITED 
BankAmericard 
Master  Charge 


INDIANA'S  ONLY  PRESTIGE  ANTIQUES  SHOW 

23rd  Nationally  FAMOUS  CRUTCHER  ANTIQUES  SHOW 
INDIANAPOLIS  Oct.  31  November  1 , 2,  3,  1974 
Exposition  Hall,  State  Fairgrounds,  1500  E.  38th  St.  (US  36  - SR  67) 

11  A.M. -10:30  P.M.  ADM.  $1.75  for  4 days 

Sunday  1 1 to  6 P.M.  Free  parking  Restaurant 

Here  under  one  roof  is  displayed  the  largest  quantity  of  high  quality  antiques  ANYWHERE!  The  greatest  rarities  in 
all  categories;  every  price  range.  Finest  Early  American,  Georgian  and  English  silver.  Signed  American  pewter.  Paint- 
ings. Oriental  rugs.  Priceless  art  and  cut  glass,  pottery. 

Early  flasks,  lacy  salts,  flint  candlesticks,  lacy  Sandwich.  Flint  and  Victorian  pattern  glass.  China  export  porcelains. 
Derby,  Worcester,  Leeds,  Wedgewood,  Liverpool  jugs,  Meissen,  lustreware.  Tea  caddies,  travel  desks,  samplers. 
Currier  & Ives  prints.  Rarities  in  dolls.  Gaudy  Dutch,  Haviland.  Primitives.  Painted  tin.  Booth  of  early  lighting  devices. 
135  exhibitors.  62  dealers  in  early  furniture:  c-1740  to  Centennial — American  formal  and  informal:  English,  French, 
Oriental,  Country. 

Russian  enamels.  Fine  collectible  boxes  (some  gold).  Large  Royal  Vienna  urn;  KPM  porcelains.  Icons.  Signed  Tiffany 
lamps.  Coins,  old  books,  antiques  for  men.  EVERYTHING.  Finest  quality  orientalia. 

EMPHASIS  ON  AMERICANA 
NO  OTHER  INDIANAPOLIS  SHOW  COMPARES  IN  ANY  WAY.  Huge  booths. 
BUY  WITH  CONFIDENCE  EVERYTHING  GUARANTEED  QUALITY  CONTROLLED 
AN  EDUCATION  IN  REAL  ANTIQUES 

All  of  the  fine  early  things  missing  in  most  shows  today. 

Jean  Crutcher,  Manager,  R.  1,  7370  Old  National  Trail,  E. 

New  Carlisle,  Ohio  45344 
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Letters  To  The 
EDITOR 


The  Letters  To  The  Editor  column  is  a means 
for  the  KMA  physicians  to  express  their  opinions 
and  viewpoints  on  varied  topics.  If  you  have  an 
item  you  would  like  brought  before  your  fellow 
practitioners,  please  submit  it  to  Letters  To  The 
Editor,  Kentucky  Medical  Association,  3532 
Ephraim  McDowell  Dr.,  Louisville,  Kentucky 
40205.  Communications  should  not  exceed  250 
words.  The  right  to  abstract  or  edit  is  reserved 
by  the  editors  of  The  Journal.  Names  will  be 
withheld  upon  request,  but  anonymous  letters 
will  not  be  accepted. 


i Dear  Editor: 

The  editorial  “Reflections  on  Colonoscopy”  in  the 
May  1974  Journal  would  give  those  with  no  experience 
with  colonoscopies  misconceptions  about  the  pro- 
cedure,  its  preparation  and  indications. 
r Our  colonoscope  has  been  so  valuable  that  we  feel 
every  hospital  should  have  one  if  trained  personnel 
are  available.  It  has  saved  hospitalization  time  and 
money  by  giving  definitive  diagnoses  that  cannot  be 
obtained  by  other  means. 

Colonoscopies  may  be  done  prior  to  contrast  studies 
and  are  no  more  hazardous  and  usually  less  uncom- 
fortable. Colonoscopy  preparation  helps  prepare  for 
, a subsequent  barium  enema,  but  barium  enemas  often 
make  colonoscopies  difficult  for  days  because  of  ad- 
herent barium. 

In  acute  inflammatory  colon  disease,  colonoscopy 
has  not  proven  unduly  hazardous  and  has  been  of 
diagnostic  value.  Care  is  necessary  in  doing  the  exam, 
realizing  the  potential  dangers  and  greater  discomfort. 

Colonoscopy  may  diagnose  the  etiology  of  acute 
bowel  obstruction  and  is  used  for  this  indication.  An 
acute  obstruction  due  to  sigmoid  volvulus  has  been 
resolved  with  the  colonoscope  when  the  sigmoidoscope 
failed. 

Preparation  may  be  simple  and  effective  and  does 
not  require  hospitalization.  Four  Dulcolax  tablets  taken 
• the  evening  before  and  two  1000  cc  normal  saline 
enemas  taken  one  hour  apart  prior  to  the  examination 
will  generally  give  a very  satisfactory  preparation.  If 
inflammatory  disease  or  obstruction  is  suspected,  only 
gentle  saline  enemas  are  given.  The  examination 
takes  usually  15  to  20  minutes,  with  the  splenic 
flexure  being  usually  reached  if  no  pathology  pre- 
cludes this. 

My  routine  lower  colon  screening  exam  is  colono- 
scopy because  of  its  simplicity,  the  superior  examina- 
tion obtained,  and  the  lack  of  discomfort. 


The  expense  of  the  instrument,  the  small  biopsy 
specimens  obtained,  and  the  training  and  experience 
for  its  proper  use  are  definite  disadvantages.  The 
scope  should  never  be  passed  forcibly.  Care  must  be 
taken  to  avoid  over  distension  of  the  colon  and  to 
evacuate  the  air  at  the  end  of  the  procedure. 

In  3 Vi  years  of  its  use,  we  have  not  had  complica- 
tions. 

William  B.  Cook,  M.D.,  F.A.C.S. 

Chief  of  Surgery 
Highlands  Regional  Medical  Center 
Prestonsburg,  Kentucky 


Dear  Editor: 

The  removal  of  every  hospital  Utilization  Com- 
mittee in  Kentucky  from  the  responsibility  by  ap- 
pointment of  the  medical  staff  of  each  hospital  to  the 
control  of  the  Kentucky  Peer  Review  Organization, 
Inc.,  by  direct  appointment  of  the  PSRO  of  active 
members  of  the  hospital  staff  is  a point  which  has 
not  been  mentioned  by  any  of  the  KPRO  spokesmen 
I have  had  the  privilege  and  pleasure  of  listening 
to.  Inasmuch  as  no  single  critical  remark  concerning 
the  interference  with  care  of  the  patients  has  been 
brought  about  through  our  Kentucky  Medical  Asso- 
ciation Journal,  I assume  that  you  owe  some  space 
to  “the  other  side.” 

Federalization  for  our  medical  care  was  alleged  to 
be  prevented  according  to  KPRO’s  advertisement  in 
the  August  issue  of  The  Journal  by  the  physicians 
and  osteopaths  of  the  state  joining  KPRO.  Manifestly 
this  is  incorrect,  because  KPRO  represents  federali- 
zation because  the  Kentucky  Peer  Review  Organiza- 
tion joins  with  other  nationwide  PSRO  organizations, 
which  if  implemented,  form  a federal  union,  the 
description  of  federalization.  On  the  other  hand,  if 
Blue  Cross-Blue  Shield  continue  their  surveillance, 
and  the  Utilization  Committees  of  the  medical  staffs 
of  the  hospitals  maintain  their  own  autonomy,  then 
we  do  not  have  federalization. 

John  B.  Floyd,  Jr.,  M.D. 

119  East  Maxwell  Street 
Lexington,  Kentucky  40508 


PARTNER  WANTED 

To  join  Medicine,  Pediatrics  and 
OB  Practice  established  for  23 
years  in  South  Louisville.  Contact 
John  E.  Ryan,  M.D.  (502)  366- 
0515  (24  hours). 
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Continuing  Education  Programs 
On  TV  To  Be  Listed 

In  keeping  with  the  format  of  the  past  year,  The 
Journal  will  again  be  publishing  the  schedules  of  up- 
coming medical  education  programs  distributed  by 
the  Network  for  Continuing  Medical  Education 
(NCME).  The  schedules  can  be  found  on  the  Post- 
graduate Opportunities  Page. 

NCME  is  an  educational  television  service  for 
some  100,000  physicians  at  over  650  hospitals  and 
medical  centers  across  the  country.  Kentucky  hos- 
pitals served  by  NCME  are  as  follows: 

Hardin  Memorial  Hospital,  Elizabethtown 

Hopkins  County  Hospital  & Trover  Clinic,  Madisonville 

Jennie  Stuart  Memorial  Hospital,  Hopkinsville 

King's  Daughters'  Hospital,  Ashland 

Owensboro-Daviess  County  Hospital,  Owensboro 

St.  Claire  Medical  Center,  Morehead 

St.  Elizabeth  Hospital,  Covington 

University  of  Kentucky  Medical  Center,  Lexington 

St.  Anthony  Hospital,  Louisville 

These  programs,  predominantly  clinical  in  nature, 
are  approved  for  accreditation  by  the  American 
Medical  Association  and  the  American  Academy  of 
Family  Physicians. 

Supported  by  Roche  Laboratories,  NCME  provides 
programs  without  charge  in  videotape  formats.  As 
a supplement  to  its  regular  service,  the  NCME 
Master  Library  makes  some  600  programs  available 
on  a rental  or  purchase  basis.  For  further  informa- 
tion, contact  NCME,  15  Columbus  Circle.  New 
York,  N.  Y.  10023. 

Carroll  L.  Witten,  M.D.,  Louisville,  was  elected 
Chairman  of  the  American  Medical  Association 


The  Daniel  Boone  Mledical  Clinic  of  Harlan,  Mid- 
dlesboro  and  Whitesburg  was  notified  of  its  accredi- 
tation by  the  American  Association  of  Medical  Clin- 
ics. The  Clinic  was  recognized  at  the  AAMC’s  25th 
Anniversary  Meeting  in  September  in  Washington, 
DC. 


In  Mpmortam 


JOHN  FUTRELL,  M.D. 

Cadiz 

1899-1974 

John  Futrell,  M.D.,  75,  a family  practitioner  for 
nearly  50  years,  died  September  1.  He  was  a mem- 
ber of  the  Kentucky  Medical  Association,  American 
Medical  Association,  American  Academy  of  Family 
Practitioners,  Trigg  County  Hospital  Board  and 
Trigg  County  Board  of  Health. 

ELI  KHOURI,  JR.,  M.D. 

Paducah 

1927-1974 

Eli  Khouri,  Jr.,  M.D.,  a surgeon  specializing  in 
pediatric  urology,  died  August  19  at  the  age  of  46. 
Doctor  Khouri  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1955.  He  was  a 
member  of  the  Kentucky  Medical  Association, 
American  Medical  Association  and  the  McCracken 
County  Medical  Society. 


Council  on  Constitution  and  Bylaws  on  July  25,  1974. 

Four  physicians  were  appointed  by  Gov.  Wendell  H. 
Ford  to  the  Council  for  Health  Services,  the  suc- 
cessor to  the  State  Board  of  Health.  They  are  John 
P.  Bell,  M.D.,  Louisville,  chairman;  Jesse  B.  Bell, 
M.D.,  Louisville;  R.  Glenn  Greene,  M.D.,  Owens- 
boro; and  Carl  E.  Shroat,  M.D.,  Frankfort. 

The  68th  Annual  Scientific  Meeting  of  the  Southern 
Medical  Association  will  be  held  in  Atlanta  on  No- 
vember 17-20.  Andrew  M.  Moore,  M.D.,  Lexington, 
is  president-elect  of  SMA. 

D.  Ray  Clawson,  M.D.,  was  named  the  new  dean 
of  the  University  of  Kentucky  College  of  Medicine 
by  the  UK  Board  of  Trustees.  Doctor  Clawson,  who 
succeeds  William  S.  Jordan,  Jr.,  M.D.,  in  the  post, 
was  formerly  professor  and  chairman  of  the  Depart- 
ment of  Orthopedics  at  the  University  of  Washing- 
ton School  of  Medicine  in  Seattle. 


Pyoderma  Gangrenosum 

( Continued  from  Page  550) 

6.  Lazarus,  G.S.,  et.  al. : Pyoderma  gangrenosum,  al- 
tered delayed  hypersensitivity  and  polyarthritis.  Arch. 
Dermatol.  105:45-61,  1972. 

7.  Rossenberg,  A.:  Schwartzman  phenomenon:  review 
with  consideration  of  some  possible  dermatologic  mani- 
festations. Brit.  J.  Dermatol.  65:389-405,  1953. 

8.  Domonkos,  A.N.:  Cutaneous  vascular  disease.  An-  i 
drews’  Diseases  of  the  Skin.  Philadelphia,  W.B.  Saunders,  I 
Co.,  1973. 

9.  Cline,  M.J.:  Adrenal  steroids  in  the  treatment  of 
malignant  hematologic  disease.  Med.  Clin.  N.  Am. 
57:1203-1209,  1973. 

10.  Wall,  A.J.:  The  use  of  glucocorticoids  in  intestinal 
disease.  Med.  Clin.  N.  Am.  57:1241-1252,  1973. 

11.  Moschella,  S.L. : Pyoderma  gangrenosum:  a patient 
successfully  treated  with  intralesional  injections  of  steroid. 
Arch.  Dermatol.  95:121-123,  1967. 

12.  Gardner,  L.W.,  and  Acker,  D.W. : Triamcinoline 
and  pyoderma  gangrenosum.  Arch.  Dermatol.  106:599- 
600,  1972. 

13.  Das,  K.M.,  et.  al.:  Adverse  reactions  during  salicy- 
azosulfapyridine  therapy  and  the  relation  with  drug  me- 
tabolism and  acetylator  phenotype.  N.  Engl.  J.  Med.  289: 
491-495,  1973. 
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|ybe  the  patient’s  self-diagno- 

Iis  right.  He  could  have  hay 
er.  But  that  bright  red  nasal 
i cosa,  along  with  the  thick  dis- 
lirge  and  excoriation  around 
• nares,  strongly  suggests  that 
- main  problem  is  a cold.  Hay 
er  or  another  form  of  allergic 
I nitis  may  or  may  not  be  an 
Iderlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  lie’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


CokMor 


AUergyf 


hether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


DICATIONS:  Dimetapp  Extentabs  are 
dicated  for  symptomatic  relief  of  aller- 
c manifestations  of  upper  respiratory 
nesses,  such  as  the  common  cold,  sea- 
mal  allergies,  sinusitis,  rhinitis,  con- 
nctivitis  and  otitis.  In  these  cases  it 
lickly  reduces  inflammatory  edema, 
isal  congestion  and  excessive  upper 
spiratory  secretions,  thereby  affording 
lief  from  nasal  stuffiness  and  postnasal 
ip- 

ONTRAINDICATIONS:  Hypersensitivity 
antihistamines  of  the  same  chemical 
ass.  Dimetapp  Extentabs  are  contrain- 
cated  during  pregnancy  and  in  children 
ider  1 2 years  of  age.  Because  of  its  dry- 
g and  thickening  effect  on  the  lower 
spiratory  secretions,  Dimetapp  is  not 
commended  in  the  treatment  of  bron- 
lial  asthma.  Also,  Dimetapp  Extentabs 
e contraindicated  in  concurrent  MAO 
hibitor  therapy. 

ARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

Dinwtapp 
MJ.M'tea  tabs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 

® HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 

/WROBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 


For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The, 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine  i 

Phenaphen  with  Codeine  No  2.  3.  or  4 contains  Phenobarbital  ('/<  gr ) . 16  2 mg  (warning:  I 

may  be  habit  forming):  Aspirin  [2'/s  gr  ),  162  0 mg  : Phenacetin  (3  gr ).  194  0 mg  : Codeine  I 
phosphate.  V * gr.  (No  2),  Vs  gr.  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming)  j 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage,  j 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary  J 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of  J 
the  components  Precautions:  As  with  all  phenacetin-containing  products,  j 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are  I 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed:  I 

Phenaphen  No  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details  j 
see  product  literature. 

✓jr.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub-  1 
viL*  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be  I 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond,  Va. 


AH-ROBINS 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 

high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//‘,  Klebsiella-Enterobacter,  Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


e prescribing,  please  consult  complete  product 
nation,  a summary  of  which  follows : 
itions:  Chronic  urinary  tract  infections  (primarily 
nephritis,  pyelitis  and  cystitis)  due  to  susceptible 
isms  (usually  E.  coli,  Klebsiella-Enterobacter, 
us  mirabilis,  and,  less  frequently,  indole-positive 
us  species). 

The  increasing  frequency  of  resistant  organisms 
the  usefulness  of  antibacterials,  especially  in 
lie  and  recurrent  urinary  tract  infections, 
abdications:  Hypersensitivity  to  trimethoprim 
fonamides;  pregnancy;  nursing  mothers, 
ings:  Deaths  from  hypersensitivity  reactions, 
ulocytosis,  aplastic  anemia  and  other  blood  dys- 
s have  been  associated  with  sulfonamides.  Expe- 
?with  trimethoprim  is  much  more  limited  but 
ional  interference  with  hematopoiesis  has  been 
ted  as  well  as  an  increased  incidence  of  throm- 
nia  in  elderly  patients  on  diuretics,  primarily 
des.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
signs  of  serious  blood  disorders.  Frequent  CBC's 
■commended;  therapy  should  be  discontinued 
Unificantly  reduced  count  of  any  formed  blood 
ant  is  noted.  Data  are  insufficient  to  recommend 
! i infants  and  children  under  12. 

MUtions:  Use  cautiously  in  patients  with  impaired 
i or  hepatic  function,  possible  folate  deficiency, 

! y or  bronchial  asthma;  and  in  those  with  glucose- 
bsphate  dehydrogenase  deficiency,  where  he- 
I sis  may  occur.  During  therapy,  maintain  adequate 
intake  and  perform  frequent  urinalyses,  with 
ul  microscopic  examination,  and  renal  function 
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MESSAGE 
FROM  THE 
PRESIDENT 


To  Continue 


ON  this  page  and  with  a few  minutes  of  your  time,  we  can  visit  together  some  of  the 
student  issues  which  are  our  concerns  today.  The  expressions  will  be  national  concensus 
thinking,  condensed  for  reasons  of  space  and  for  your  quick  exposure.  The  subjects  are 
pivotal  and  the  final  solutions,  while  approaching,  are  not  yet  at  hand. 

This  day’s  item  is  continuing  medical  education — it  is  picked  because  (a)  it’s  appropriate, 
(b)  KMA  House  of  Delegates  have  approved  (unanimously)  its  consideration,  (c)  it’s  still 
within  the  profession’s  purview  and  not  legislated  or  directed  by  anyone  else — yet. 

Here  are  general  agreement  points  for  a continuing  education  program: 

1.  Conducted  in  an  appropriate  setting,  such  as  a medical  center,  hospital  medical  society 
facility  or  group  meeting  occasion.  This  will  allow  adequate  attendance  to  insure  a good 
program — avoid  duplication  of  time  and  people  and  provide  maximum  accessibility  for  all. 

2.  Voluntary  but  have  recommendations  of  exposure  that  can  be  reasonably  attained  during 
a specific  period. 

3.  Such  credits  as  a physician  attains  during  a time  frame  will  be  documented  by  a 
physician’s  group  (State  Medical  Association)  so  that  there  is  irrefutable  evidence  that  each 
provider  of  care  is  maintaining  competency. 

4.  The  educational  experience  will  be  practical — up  to  date  with  the  schedule,  done  so 
as  to  involve  a minimal  amount  of  time. 

5.  The  program  will  not  be  used  in  a punitive,  restrictive  or  a disenfranchising  manner 
so  as  to  harass  the  practicing  physicians  or  cause  his  patients  restriction  or  loss  of  care. 

6.  The  programs  will  not  be  done  as  a classroom  teacher-pupil  but  as  professional  experts 
meeting  on  common  ground  to  see  the  continuation  and  enhancement  of  patient  care,  using  all 
the  latest  armamentorium. 

7.  The  reporting  of  continuing  education  credits  will  be  done  by  the  physicians  group 
(State  Medical  Association)  so  that  people  generally  and  other  interested  bodies  will  be  ap- 
propriately exposed,  so  as  to  remove  all  reasonable  doubt  of  competency. 

8.  Where  there  is  evidence  that  a physician  is  defaulting  in  educational  opportunity,  he 
will  be  so  notified  by  his  peer  group.  Continuous  refusal  to  participate  will  be  negotiated 
under  the  direction  of  his  peers  leading  to  possible  exclusion  from  organized  medical  associa- 
tions until  proficiency  is  documentable. 

Should  We  Do  This:  Yes — it’s  in  the  historical  traditions  of  the  professions;  It’s  done 
by  physicians;  It’s  maintaining  standards  and  professional  capability;  It’s  reasonable.  Most 
physicians  are  already  doing  such  updating  on  their  own  and  this  will  provide  a documentary 
record.  It  will  prevent  a few  malefactors  from  causing  a bad  image  for  all. 


KENTUCKY  MEDICAL  ASSOCIATION  HOUSE  OF  DELEGATES  RESOLUTION 


Introduced  by:  KM  A Medical  Education  Committee 

Subject:  Continuing  Education  Requirements  for  Kentucky  Physicians 

WHEREAS,  one  of  the  sincere  desires  of  the  conscientious  physician,  for  himself,  his  patients, 
and  his  colleagues,  is  to  maintain  the  practice  of  medicine  at  a high  level  of  performance  based  on 
current  knowledge,  and 

WHEREAS,  a national  trend  increasingly  calls  physicians  to  be  publicly  accountable  for  their 
efforts  in  continuing  medical  education,  and 

WHEREAS,  a systematic  program  for  organizing  and  stimulating  physician  participation  in  con- 
tinuing education  could  accomplish  acceptable  exposure  to  or  participation  in  continuing  medical 
education  by  all  physicians,  and 

WHEREAS,  Public  Law  92-603  established  both  a national  and  a Kentucky  requirement  for  a 
PSRO,  with  a concurrent  systematic  educational  mechanism  for  developing  a response  to  PSRO 
identified  educational  needs  of  physicians,  and 

WHEREAS,  a number  of  specialty  organizations  have  either  established  or  are  in  the  process 
of  establishing  educational  requirements  viewed  as  minimally  essential  and  proper  to  the  continued 
practice  of  the  physician  in  the  respective  specialty  field,  therefore  be  it 

RESOLVED,  that  the  KM  A endorse  and  hereby  call  upon  its  staff  to  administratively  estab- 
lish a system  for  insuring  the  systematic  participation  of  all  physicians  in  continuing  education 
based  on  the  following  components: 

A.  A continuing  educational  requirement  in  some  detail,  and  by  specialty,  as  described  in  the 
document:  KM  A Continuing  Education  Program  for  Physicians. 

B.  A proviso  that  the  plan  as  herein  adopted  by  the  KMA  may  be  modified  from  time  to  time, 
specialty  by  specialty,  as  recommended  by  respective  specialty  societies  and  approved  by  the 
KMA  Board  of  Trustees. 

C.  A system  for  the  collection  of  records  and  data,  pertinent  to  establishing  the  compliance  of 
physicians  with  those  educational  standards,  which  is  open  to  all  physicians  licensed  in  Ken- 
tucky, whether  KMA  members  or  not. 

D.  Every  physician  to  be  allotted  a period  of  three  years  from  July  1,  1975,  to  furnish  evidence 
of  his  compliance  with  the  continuing  education  requirements  of  his  specialty  as  spelled  out 
in  A.  above,  and  provided  that  continued  compliance  after  the  initial  three  years  will  be 
based  on  the  same  standards  for  subsequent  three  year  periods  — or  less,  as  indicated  in 
the  KMA  plan. 

and  be  it  further 

RESOLVED,  that  the  Kentucky  Board  of  Medical  Licensure  be  requested  to  require  (by  reg- 
ulation) satisfactory  participation  in  continuing  education  for  re-registration  of  the  license  to  prac- 
tice medicine. 

September,  1974 
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IN  recent  months  adverse  drug  reactions  have  taken  the  attention  of  Congressional  hearings 
and,  as  noted  in  The  Medical  Tribune,  the  FDA  has  no  jurisdiction  over  drug  critics  so  that 
■“  they  are  free  to  make  false  and  misleading  claims. 

Testimony  was  taken  that,  on  the  basis  of  two  series  of  deaths  associated  with  adverse  drug 
J reaction,  extrapolation  would  indicate  an  annual  rate  of  60,000  to  140,000  deaths  due  to 
drugs.  It  is  assumed  that  physician  irresponsibility  in  the  form  of  unnecessary  and  over-prescription 
of  drugs  is  the  cause  for  this  high  rate,  and  that  legislation  such  as  Senator  Kennedy’s  Drug  Utiliza- 
tion Improvement  Bill  is  necessary — this  bill  would  set  up  an  adverse  drug  reaction  reporting  pro- 
! gram  and  require  the  HEW  Secretary  to  recommend  a drug  safety  assurance  plan  to  curb  improper 
prescribing.  It  advises  the  Secretary  to  consider  a review  system  for  prescribing  and  administering 
drugs. 

On  what  basis  is  the  extrapolation  of  60,000  to  140,000  deaths  per  year  due  to  drugs  made?  On 
two  series  of  deaths:  one  of  11  deaths,  eight  of  whom  had  acute  lymphoblastic  leukemia, 
Hodgkins’  disease,  acute  myeloblastic  leukemia  or  lupus  nephritis;  the  other  of  27  deaths,  many  of 
whom  were  desperately  ill,  eight  with  malignancies.  The  testimony  did  not  make  note  of  these 
diagnoses.  Both  series  were  on  Medical  Services.  The  extrapolation  was  to  32  million  hospital 
admissions  including  obstetric,  gynecologic,  surgical,  pediatric,  ophthalmologic,  neurologic  and 
psychiatric  admissions.  Psychiatric  services  experience  one-seventh  and  surgical  services  one- 
fifth  the  incidence  of  adverse  drug  reactions  found  in  medical  services.  The  U.S.  National  Center 
for  Health  Services  notes  from  all  death  certificates  in  1968  that  the  total  number  of  deaths  from 
adverse  drug  reactions  was  357.  The  actual  number  is  surely  closer  to  357  than  to  140,000. 

The  highly  publicized  over-prescription  and  misutilization  of  drugs  by  physicians  involves  a very 
small  fraction  of  the  doctors  and  does  not  lead  to  this  spuriously  high  number  of  deaths.  A real 
threat  to  the  health  of  many  patients  exists  in  such  public  pronouncements  which  can  lead  to  fear 
and  avoidance  of  drugs  by  patients  who  need  them  for  maintenance  of  health  and  life.  No  good 
can  come  of  removing  prescription  judgement  from  the  physician  to  Congress. 
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IN  KENTUCKY 


December 

12  Norton-Children’s  Hospitals  and  the  Ky. 
Chapter  of  American  Academy  of  Family 
Practice  Post-Graduate  Seminar,  “Infectious 
Disease  and  Antibiotics”,  Norton-Children’s 
Hospitals,  Brook  and  Chestnut,  Louisville 

12  Annual  A.  O.  Goodman  Lecture,  Ramada  Inn- 
Bluegrass  Convention  Center,  Louisville 

20-21  “Endocrinology  for  the  Practicing  Physician”,* 
University  of  Kentucky  Medical  Center,  Lex- 
ington. Fee  $75 

January  1 975 

15-16  KAFP  Northern  Kentucky  Scientific  Seminar, 
Rowntowner  Motor  Inn,  Fort  Mitchell 


IN  SURROUNDING  STATES 

November 

17-20  68th  Annual  Scientific  Meeting  of  the  South- 
ern Medical  Association,  Atlanta,  Ga. 

21  “Gout  and  Other  Metabolic  Arthritides”,  Uni- 
versity of  Cincinnati  Medical  Center 

December 

11-12  Conference  on  “Pediatric  Gastroenterol- 
ogy”,** Stouffer’s  Indianapolis  Inn,  by  Indi- 
ana University  Medical  Center 

January  1 975 

25  Ventilatory  Problems  Workshop,  by  Oak 
Ridge  Hospital,  at  Holiday  Inn,  Oak  Ridge, 
Tennessee 

AMA  Clinical  Convention,  Portland,  Oregon  — 

November  30-December  4,  1974 


*For  further  information,  contact:  Frank  R.  Lemon, 
M.D.,  Continuing  Education,  College  of  Medicine, 
University  of  Kentucky,  Lexington  40506 

**For  further  information,  contact:  Joseph  F.  Fitz- 
gerald, M.D.,  1100  W.  Michigan  St.,  Indianapolis, 
Ind.  46202 


SCHEDULE  OF  UPCOMING  PROGRAMS  ON 
NETWORK  FOR  CONTINUING 
MEDICAL  EDUCATION 

(For  listing  of  stations,  see  October  issue,  page  566) 

November  18-December  1 

THE  HAND  AS  AN  INDICATOR  OF  SYSTEMIC 
DISEASE,  with  Marguerite  Lerner,  M.D.,  Clinical 
Professor  of  Dermatology,  Yale  University  School  of 
Medicine,  New  Haven,  Connecticut. 

PARASITIC  INFESTATION:  SCABIES,  with  Silas 
E.  O’Quinn,  M.D.,  Professor  of  Dermatology  and 
Dean  of  Medicine;  and  Harold  Trapido,  Ph.D.,  Pro- 
fessor of  Tropical  Medicine  and  Medical  Parasitology,  h 
both  at  Louisiana  State  University  School  of  Medi- 
cine in  New  Orleans. 

IMPOTENCE,  with  Philip  A.  Sarrel,  M.D.,  Associate 
Professor  of  Obstetrics  and  Gynecology  at  Yale  Uni- 
versity Medical  School,  and  Loma  Sarrel,  Co-Director, 
Human  Sexuality  Program,  Yale  University  Student 
Mental  Hygiene  Department  in  New  Haven,  Con- 
necticut. 


December  2-December  15 

SEX  IN  AGING  AND  DISEASE,  with  Philip  A. 
Sarrel,  M.D.,  Associate  Professor  of  Obstetrics  and 
Gynecology  at  Yale  University  Medical  School,  and 
Lorna  Sarrel,  Co-Director,  Human  Sexuality  Program 
at  Yale  University  Student  Mental  Hygiene  Depart- 
ment, New  Haven,  Connecticut. 

MEDICAL  ADVANCES  INSTITUTE,  with  James 

L.  Henry,  M.D.,  President  of  the  Ohio  State  Medical 
Association;  Paul  Y.  Ertel,  M.D.,  Director  of  the  . 
MAI  Clinical  Systems  in  Ohio;  William  A.  Millhon, 

M. D.,  Chief  Physician  Advisor,  Riverside-Methodist 
Hospital,  Columbus,  Ohio. 

FEMALE  STRESS  INCONTINENCE:  DIAGNOSIS  • 
AND  DECISION,  with  Vincent  J.  O’Conor,  Jr.,  1 
M.D.,  Professor  of  Urology,  Chairman,  Department  |l 
of  Urology,  Northwestern  Memorial  Hospital,  Chi-  1 
cago. 
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half-ounce 
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prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin^  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  containsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


S:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
'odermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
ted  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
ctically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 
n grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
i accidentally  incurred,  its  use  may  prevent  the  development  of 
d permit  wound  healing. 

ICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
d.  This  product  is  contraindicated  in  those  individuals  who  have 
/sensitivity  to  any  of  the  components, 
iecause  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
lycin,  care  should  be  exercised  when  using  this  product  in  treating 
urns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of'nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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begins  within 

17  minutes,  on  average 

an  initial  benefit  of 


AWAKE 


STAGE  1 
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Dalmane 

(fiurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 


Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (fiurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 
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ge  Time  Required 
Asleep  (4  Studies, 
ijects2’) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 

eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  ol  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

ane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
luent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
d be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
mary  of  which  follows: 

tions:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
nt  nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
nia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
cessary  or  recommended. 

vindications:  Known  hypersensitivity  to  flurazepam  HCI. 

ngs:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
;sants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
jperating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
rial  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
is  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
ed  on  recommended  doses,  use  caution  in  administering  to 
ion-prone  individuals  or  those  who  might  increase  dosage. 

Jtions:  In  elderly  and  debilitated,  initial  dosage  should  be 
d to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia, 
ibined  with  other  drugs  having  hypnotic  or  CNS-depressant 
9,  consider  potential  additive  effects.  Employ  usual  precautions 
ients  who  are  severely  depressed,  or  with  latent  depression  or 
al  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
on  tests  are  advised  during  repeated  therapy.  Observe  usual 
utions  in  presence  of  impaired  renal  or  hepatic  function, 
se  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
sring.  ataxia  and  falling  have  occurred,  particularly  in  elderly 
tilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
probably  indicative  of  drug  intolerance  or  overdosage,  have 
'eported.  Also  reported  were  headache,  heartburn,  upset 
ich,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
talkativeness, apprehension,  irritability,  weakness,  palpitations, 
pains,  body  and  joint  pains  and  GU  complaints.  There  have 
ieen  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 

:d  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
h,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
ssness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 

■xcitement.  stimulation  and  hyperactivity,  have  also  been 
ted  in  rare  instances. 

ge:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
dosage:  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
I patients:  15  mg  initially  until  response  is  determined, 
lied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


DRENCES:  1 . Kales  A,  et  al.  Arch  Gen  Psychiatry  23:226-232,  Sep  1970 
racan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
nation,  Washington  DC.  May  3-7,  1971 

rst  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
gel  GW:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc,  Nutley  NJ 
ment  WC:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
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The  Role 
of  the 

Detail  Man 


Dr.  Willard  Gobbell 
Family  Physician 
Encino,  California 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 
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“I  may  be  prejudiced,  bi 
very  much  in  favor  of  the  deta 
I meet.  Most  of  them  are  knov 
able  about  the  drugs  they  pro 
and  can  be  a great  help  in  acc 
ing  me  with  new  medication.’ 


He  I 


(pi ' 

%'■ 


m 
ei  i 


wit1 


Family  Physician’s  Perceptioi  no 

I think  that  most  genera 
practitioners  in  this  area  feel 
do  about  the  detail  man.  Over 
years  I have  gotten  to  know  m 
the  men  who  visit  me  regularity 
they  in  turn  have  become  awa|co 
my  particular  interests  and  tf 
ture  of  my  practice.  They,  the 
fore,  limit  their  discussion  as 
as  possible  to  the  areas  of  inti 
to  me.  Since  I usually  see  the 
representative  again  in  future 
visits,  it  is  in  his  best  interest 
supply  me  with  the  most  hone 
factual,  as  well  as  up-to-date 
information  about  his  produc 


(of 


“In  the  total  picture  of  d 
with  health  problems  in  this  cj 
there  is  a potential  for  detail  r J 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  represe 
tives  and  salesmen  of  the  pha 
ceutical  industry  is  the  type  o 
tact  that  people  in  a medical  c 
research  people,  and  academ 
people  have  and  that's  in  all  li 
on  a somewhat  different  level 
that  of  the  practicing  physicia 

Let  me  touch  on  how  I pe ; 
ally  perceive  the  role  of  the  sa; 
representative.  These  men  re. 
large  numbers  of  health  profe 
sionals.  Thus  they  could  be—  li 
attimes  actually  are  — dissern 
tors  of  useful  information.  The 
could  consistently  serve  a rea  c 
cational  function  in  their  abili ’ 
discuss  their  products. 

At  present  they  do  distrill 
printed  material,  brochures  ail 
pamphlets  — some  of  it  scient 
ally  sound  and  therefore  truly 
ful  — as  well  as  some  excellent 
produced  by  the  pharmaceutic 
industry.  When  they  function 


Source  of  Information? 

es,  with  certain  reservations, 
jrage  sales  representative 
reat  fund  of  information 
he  drug  products  he  is  re- 
|)  pie  for.  He  is  usually  able  to 
• most  questions  fully  and 
oi  iently.  He  can  also  supply 
rC  s of  articles  that  contain  a 
eal  of  information.  Here, 
<ercise  some  caution.  I usu- 
;ept  most  of  the  statements 
pinions  that  I find  in  the 
: and  studies  which  come 
le  larger  teaching  facilities. 
if  without  saying  that  a physi- 
Nould  also  rely  on  other 
r.'s  for  his  information  on 
,5,acology. 

igof  Sales  Representatives 

. teally,  a candidate  for  the 
n as  a sales  representative 
armaceutical  company 
be  a graduate  pharmacist 
; is  a questioning  mind.  I don’t 
his  is  possible  in  every  case, 
it  becomes  the  responsibility 

"ty  they  are  indeed  useful; 
jlarly  in  the  fact  that  they 
linate  broadly  based  educa- 
material  and  serve  not  just 
shers”  of  their  drugs. 

her  Side  of  the  Coin 

Jbviously,  the  pharmaceuti- 
-npaniesare  not  producing  all 
i aterial  as  a labor  of  love  — 
e in  the  business  of  selling 
:ts  for  profit.  In  this  regard 
ibitious  and  improperly  moti- 
.?ales  representative  can 
.1  negative  influence  on  the 
,:ing  physician,  both  by  pre- 
ga  one-sided  picture  of  his 
;t,  and  by  encouraging  the 
tioner  to  depend  too  heavily 
igs  for  his  total  therapy.  In 
ways,  the  salesman  has  often 
ted  objective  reality  and 
mined  his  potential  role  as  an 
tor. 

dustry  Responsibility 

Since  the  detail  man  must  be 
armation  resource  as  well  as 
esentative  of  his  particular 
naceutical  company,  he 
d be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
at  first  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


The  more  physicians 
consider  the  hemodynamics  cl 
lowering  blood  pressure... 


sure  itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,  also,  is  ther  ^ 
likely  to  be  drug-induced  po  i 
tural  hypotension  serioilp 
enough  to  pose  a threat  to  th  10 
patient’s  cerebrovasculc  I 
status? 

With  this  emphasis  on  overa  i 
drug  performance  has  come  j 


growing  reliance  on  ALDOME1 
(Methyldopa,  MSD)  in  th 
treatment  of  sustained  model 
ate  hypertension. 

With  its  unique  hemodynami 
profile,  ALDOMET  has  draw 
increasing  attention  and  ap 
proval  from  physicians.  First 
of  course,  for  its  efficacy  i 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


the more  physicians  rely 
on  this  unique 
antihypertensive 


g blood  pressure.  But 
: re  other  considerations 
:t  Cardiac  output  is  usu- 
i ntained  with  nocardiac 
nation;  in  some  patients 
hart  rate  is  actually 
:i  Peripheral  resistance 
parently  reduced. 
7IET  does  not  usually 
pmise  existing  renal 
n;  it  generally  does  not 
: renal  blood  flow,  glo- 
r filtration  rate,  or  fil- 
i raction.  And  ALDOMET 
does  not  cause  sympto- 
: postural  or  exercise 
tision. 


Contraindications  include  active 
hepatic  disease  and  known  sen- 
sitivity to  the  drug.  Use  with 
caution  in  patients  with  a history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a positive  Coombs  test,  hemo- 
lytic anemia,  and  liver  disorders 
may  occur  with  methyldopa  ther- 
apy. The  rare  occurrences  of  he- 
molytic anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum- 
mary of  prescribing  information. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg  and  500  mg 

ALDOMET 

(METHYLDOPA  I MSD) 

smoothly  lowers  blood  pressure 


fief  summary  of  prescribing  information, 
e ee  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
Unless  properly  recognized  and  managed.  Read  this 
Section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
Of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yldopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  Rarely  fatal  hepatic  necrosis  has  been  re- 
ported. These  hepatic  changes  may  represent  hy- 
persensitivity reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur- 
ing the  first  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyl- 
dopa should  not  be  reinstituted  in  such  patients. 
Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  /tye-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 
Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
‘‘black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell’s  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc., 
West  Point,  Pa.  19486 


“Required 
Reading” 
For  Your 


Hypertensive 

Patients 


Because  of  the  importanc 
patient  motivation,  Merck 
Sharp  & Dohme  offers  “Hi 
Blood  Pressure,”  a concis 
pocket-sized  booklet  that 
defines  the  patient’s  own  i 
in  the  management  of  hyp 
tension.  This  booklet  is  av 
able  for  you  to  give  to  you 
patients.  It  is  designed  to 
reinforce  your  explanatior 
hypertension  and  itemph; 
the  importance  of  patient 
understanding  in  adherinc 
the  regimen  you  prescribe 

Please  ask  your  Merck  Sh 
Dohme  Professional  Repr< 
tative  or  write  Professiona 
Service  Department,  West 
Point,  Pa.  19486  for  a supp 
of  this  booklet. 


“Gentlemen, # 
ngratulations  are  in  order.” 


P Robins  asked  me 
: e the  banana  flavor  of  their 
t ® -PG  with  the  real  thing  and, 
? couldn’t  tell  the  difference, 
e in  sip-by-sip  comparison, 
r! 

lere’s  no  unpleasant 
n taste  because  there’s  no 
» . Clever,  wouldn’t  you  say? 
i V.  H.  Robins  uses  the  thera- 
eui valent,  powdered  opium, 
r e the  production  of  fonned 


stools  and  lessen  the  urge. 

And  Donnagel-PG  also  provides  the 
demulcent-detoxicant  effects  of  kaolin 
and  pectin,  plus  the  antispasmodic 
benefits  of  belladonna  alkaloids. 

“But  what  I find  most  impressive 
is  the  skillful  manner  in  which 
A.  H.  Robins  has  combined  these 
ingredients  with  that  delicate  flavor 
of  vintage  bananas.  Smashing, 
absolutely  smashing! 

“May  I propose  a toast?” 


Donnagel-PG.  <5 

Donnagel  with  paregoric  equivalent 
Each  30  cc.  contains 

Kaolin  6 0g 

Pectin  142  8mg 

Hyoscyammesulfate  0 1037mg 

Atropmesulfate  0 0194mg 

Hyoscine  hydrobromide  0 0065  mg 

Powderedoplum.  USP  24  0mg 

(equivalent  to  paregoric  6 ml.) 

(warning  may  be  habit  forming) 

Sodium  benzoate  60  0 mg 

(preservative) 

Alcohol,  5% 

(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law 


/IH-pOBINS 

A H Robins  Company.  Richmond,  Virginia  2.3220 


Fall  and  winter  coughs  are  back.  Time  to 
help  clear  the  lower  respiratory  tract  with 
the  five  Robitussins  and  Cough  Calmers. 
All  contain  glyceryl  guaiacolate,  the  effi- 
cient expectorant  that  works  systemically 
to  help  increase  the  output  of  lower  respira- 
tory tract  fluid.  The  enhanced  flow  of  less 
viscid  secretions  soothes  the  tracheo- 
bronchial mucosa,  promotes  ciliary  action, 
and  makes  thick,  inspissated  mucus  less 
viscid  and  easier  to  raise.  Available  on 
your  prescription  or  recommendation. 

For  unproductive  coughs 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  severe  coughs 

ROBITUSSIN  A-C®(v 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Codeine  phosphate  10  0 mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol,  1 .4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Clears  nasal  and  sinus  passages  as  it  relieves  coughs 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1 .4% 


MEET  THE  NEWEST  MEMBER  OF  THE  LINE 

Comprehensive  decongestant  action  helps  control 
cough  and  clear  stuffy  nose  and  sinuses.  Non-narcotic. 

ROBITUSSIN®-CF 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 10.0  mg. 

Phenylpropanolamine  hydrochloride 12.5  mg. 

J Alcohol,  1.4% 


Select  the  Robitussin^  formulation 
that  treats  your  patient’s 
individual  coughing  needs: 

ROBITUSSIN® 
ROBITUSSIN  A-C® 
ROBITUSSIN-DM® 
ROBITUSSIN-PE® 
10BITUSSIN®-CF 
COUGH  CALMERS6 
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A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Help  us  help  you 
with  claims  processing 


Blue  Cross 
Blue  Shield 

of  Kentucky 


We  need  your  help  to  mak 
claims  processing  as  simp 
as  possible  for  everyone 
concerned.  Blue  Shield 
claims  may  be  returned  tc 
your  office  for  “clerical” 
errors,  e.g.,  incorrect 
certificate  number;  the 
omission  of  the  patient’s  a 
date  of  service  omitted. 

Please  remind  your  nur: 
or  medical  secretary  to 
provide  complete  and 
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Mortality  risk  in  elective  abdominal  aor- 
tic aneurysmectomy  is  low.  The  high 
operative  mortality  of  ruptured  aneur- 
ysms may  be  best  avoided  by  early  elec- 
tive resections. 

WITH  the  advent  of  formal  requirements 
and  systems  for  evaluation  of  patient 
care,  some  interesting  and  perhaps  ben- 
eficial side  effects  are  accruing.  An  audit  of 
hospital  records  is  often  an  educational  experi- 
ence. A review  of  25  consecutive  patients  who 
underwent  abdominal  aortic  aneurysmectomy 
at  the  Veterans  Administration  Hospital,  Louis- 
ville, Kentucky,  spans  the  interval  from  April 
1966  to  July  1973,  and  includes  19  elective 
aneurysm  resections  and  six  emergency  aneu- 
rysm resections.  All  patients  were  male,  24 
were  Caucasians,  and  their  ages  ranged  from 
43  to  81  years. 

The  hospital  mortality  rate  (defined  as  in- 
cluding the  first  postoperative  month)  for  elec- 
tive cases  was  10%  (2/19).  Two  deaths  oc- 
curred in  the  one-to-six  month  period  after 
operation.  Three  additional  deaths  were  at- 
tributable to  other  causes  during  the  five-year 
follow-up  period.  All  six  patients  who  were 
operated  on  for  expanding  or  ruptured  aneu- 
rysm died  on  the  operating  table  or  in  the  early 
postoperative  period.  These  results  will  be  ex- 

X From  the  Department  of  Surgery,  University  of 
Louisville  School  of  Medicine  and  the  Surgical  Service, 
Veterans  Administration  Hospital,  Louisville. 


panded  and  clarified  and  compared  to  other 
reports. 

Definitions  and  Basic  Considerations 

Some  basic  definitions  and  considerations 
concerning  abdominal  aortic  aneurysms  and 
their  diagnosis  are  in  order.  In  most  instances 
these  will  be  non-controversial. 

1.  An  aneurysm  is  a localized  dilatation  of 
an  artery. 

2.  A true  aneurysm  is  one  in  which  all  layers 
of  the  artery  are  involved. 

3.  A false  aneurysm  (pulsating  hematoma) 
is  one  which  results  from  a major  or  total 
rupture  of  the  wall  of  the  artery,  so  that  the 
wall  of  the  aneurysm  consists  of  a single  arteri- 
al coat,  such  as  the  adventitia,  or  of  fibrous  tis- 
sue surrounding  the  vessel. 

4.  A ruptured  abdominal  aneurysm  presumes 
a tear  in  the  wall  with  blood  extravasated  be- 
yond the  adventitia  of  the  aorta.  Rupture  usual- 
ly occurs  into  the  retroperitoneal  space  and 
may  vary  from  a few  cubic  centimeters  to  mas- 
sive extravasation.  There  may  be  free  intra- 
peritoneal  blood  associated  with  the  retroperi- 
toneal extravasation  or  occasionally  the  pri- 
mary rupture  may  be  into  the  peritoneal 
cavity.  Rupture  may  also  rarely  occur  into  the 
adjacent  organs.  The  prognosis  naturally  varies 
greatly  from  the  intraperitoneal  rupture,  which 
often  results  in  rapid  death,  to  the  controlled 
retroperitoneal  extravasation,  where  there  is  us- 
ually time  available  for  instituting  definitive 
treatment. 
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5.  An  aneurysm  which  ruptures  into  the 
retroperitoneal  area  may  present  as  a recently 
expanded  or  expanding  mass.  In  a more  re- 
stricted sense,  however,  and  often  difficult  to 
distinguish  from  a tamponaded  rupture,  an 
expanding  abdominal  aneurysm  is  considered 
to  be  one  which  has  developed  recent  rapid  en- 
largement and  exacerbated  symptomatology  but 
which  on  exploration  reveals  no  blood  be- 
yond the  adventitia.  Although  it  usually  re- 
sults in  an  emergency  operation  and  the  mor- 
tality is  greater  than  in  elective  resections,  the 
expanding  aneurysm  does  not  carry  the  en- 
tremely  high  mortality  risk  of  most  ruptures. 

6.  93%  of  abdominal  aortic  aneurysms  are 
caused  by  arteriosclerosis. 

7.  90%  are  infrarenal. 

8.  Such  aneurysms  were  found  in  1.7%  of 
10,392  consecutive  autopsies. 

9.  Abdominal  pain  and/or  abdominal  mass 
are  the  most  common  initial  complaints.  Ab- 
dominal throbbing,  backache,  gastrointestinal 
symptoms,  shock,  and  leg  pain,  or  no  symp- 
toms at  all  are  some  other  common  manifesta- 
tions of  abdominal  aortic  aneurysm.  Rupture 
may  at  times  be  the  cause  of  the  first  symp- 
tom of  an  aneurysm. 

10.  By  far,  the  most  common  sign  on  phys- 
ical examination  is  an  expansile,  pulsating  ab- 
dominal mass.  A thrill  or  bruit  may  also  be 
elicited. 

11.  For  radiologic  evaluation  a lateral  view 
of  the  abdomen  is  best  for  demonstrating  calci- 
fication and  apparent  size.  Arteriograms  may 
be  needed  if  there  is  a question  of  the  diag- 
nosis, a question  of  crucial  location  of  the 
aneurysm,  or  if  the  distal  vasculature  needs  as- 
sessment. A left  transaxillary  approach  to  the 
aorta  is  perhaps  the  safest  method  for  obtain- 
ing aortography. 

12.  Rupture  is  the  most  common  complica- 
tion. Thrombotic  occulusion,  distal  emboliza- 
tion, and  infection  are  occasional  complica- 
tions. Aortoduodenal  fistula  or  fistula  to  other 
adjacent  structures  is  rare. 

An  important  contribution  on  abdominal 
aortic  aneurysms  was  that  of  Estes  in  1950, 
who  provided  a reasonable  idea  of  prognosis 
in  patients  with  an  abdominal  aortic  aneurysm 
not  undergoing  operation.1  Only  19%  of  the 
patients  with  abdominal  aneurysms  who  were 
followed  for  five  years  survived,  and  63%  of 


the  deaths  from  known  causes  resulted  from 
aneurysmal  rupture.  With  the  advent  of  effec- 
tive operative  treatment  of  aneurysms,  a clear- 
cut  relationship  between  aneurysmal  size  and 
the  likelihood  of  rupture  became  important  in 
determining  indications  for  operation.  The  ap- 
proximate dividing  line  between  dangerous  and 
less  dangerous  aneurysms  with  respect  to  likeli- 
hood of  rupture  is  6 cm  diameter.  With  re- 
fined methods  of  aneurysm  excision  and  re- 
placement, aneurysms  of  less  than  6 cm  di- 
ameter can  be  removed  with  a mortality  rate 
that  is  acceptable  relative  to  likelihood  of  rup- 
ture. 

Crisler  and  Bahnson2  summarized  differing 
clinical  aspects  of  large  and  small  abdominal 
aortic  aneurysms  (Table  1). 

Local  Experience 

From  a technical  standpoint,  the  approach 
generally  employed  at  the  Louisville  Veterans 
Administration  Hospital  is  partial  excision  of 
the  aneurysm  with  the  posterior  wall  left  in  situ 
followed  by  dacron  bypass  graft.  The  policy 
has  been  to  advise  operation  for  almost  all 
aneurysms.  The  patient  with  a small  asymp- 
tomatic aneurysm  and  very  serious  systemic 
disease  may  be  the  only  exception.  Considering 
the  anticipated  100%  mortality  of  non-opera- 
tive treatment,  there  are  no  contraindications  to 
emergency  operation  for  ruptured  aneurysms, 
and  even  moribund  patients  have  had  opera- 
tion with  concomitant  vigorous  resuscitative 
measures. 

Results 

I.  Elective  aneurysm  resections:  total  of  19 
cases.  Average  age  of  patients  was  66 
years.  Average  size  of  aneurysm  was  6 cm. 

A.  Twelve  patients  are  alive  and  well  at 
present. 

B.  Those  who  have  died  are  divided  into 

four  categories. 

1.  Immediate  postoperative  deaths 

(0-48  hours  after  operation).  A 
56-year-old  man  who  underwent 
partial  excision  of  abdominal  in- 
frarenal aneurysm  with  bypass 
graft  died  within  36  hours  of  oper- 
ation from  myocardial  infarction 
related  to  hypotension  precipitated 
by  a moderate  leak  from  the  aortic 
suture  line. 
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TABLE  1 

DIFFERING  CLINICAL  ASPECTS  OF  LARGE  AND  SMALL 
ABDOMINAL  AORTIC  ANEURYSMS2 

Large  Small 

Aneurysms  Aneurysms 
6-7  cm.  <C  6 cm. 

lisk  of  rupture  during  10  years  45-50%  15-20% 

Operative  mortality  10%  3% 

>-year  survival  with  resection  and  graft  50%  65-70% 

i-year  survival  without  resection  — 50% 

J 

2.  Hospital  deaths  for  elective  aneu- 
rysm resection  within  one  month 
from  the  time  of  definitive  therapy. 
A 74-year-old  man  died  of  com- 
plications of  a subdural  hematoma 
in  the  postoperative  period.  He  had 
undergone  a resection  of  an  in- 
frarenal  aneurysm  of  the  aorta 
with  a dacron  graft.  On  the  thir- 
teenth day  after  operation  he  had 
a syncopal  episode  and  fell  with 
resultant  head  injury.  He  required 
burr  holes  on  two  occasions  for 
evacuation  of  subdural  hematomas. 
Postmortem  examination  showed 
gram-negative  meningitis. 

3.  Delayed  death  (within  the  first  six 
months  after  operation).  A 59- 
year-old  man  with  aplastic  anemia 
underwent  resection  of  infrarenal 
aneurysm.  He  subsequently  died  of 
staphylococcal  septicemia.  An  81- 
year-old  man  underwent  resection 
of  a large  aortic  aneurysm  with 
bifurcation  graft  and  died  in  a nurs- 
ing home  nine  weeks  later. 

4.  Late  deaths  in  the  follow-up  peri- 
od. Two  patients  died  more  than 
two  years  postoperatively,  both  of 
cardiac  complications  of  arterio- 
sclerosis. A third  patient  died  in 
pulmonary  edema  following  inferi- 
or wall  myocardial  infarction  four 
years  postoperatively. 

II.  Emergency  aneurysm  resections. 

A.  Expanding  aneurysms. 

One  patient  who  was  operated  on  as 
an  emergency  did  not  have  a ruptured 
aneurysm  on  exploration  though  it  had 
suddenly  enlarged  appreciably  with 
exacerbation  of  symptoms.  This  70- 
year-old  man  underwent  resection  of 
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the  large  aortic  aneurysm  with  dacron 
graft.  He  died  in  renal  failure  of  a 
cardiac  arrest  24  hours  later.  Post- 
mortem examination  showed  coronary 
occlusion  and  1500  ml  blood  in  the 
retroperitoneal  area.  The  suture  line 
was  apparently  intact. 

B.  Ruptured  aneurysms. 

The  five  patients  operated  on  for  rup- 
tured aneurysm  had  an  average  age  of 
65  years.  No  patient  was  refused  oper- 
ation because  of  the  seriousness  of  his 
condition.  Several  were  moribund  at 
exploration  and  all  were  hypotensive. 

Discussion 

This  series  is  too  small  to  make  any  signifi- 
cant statistical  observations.  However,  the  ex- 
perience with  elective  aneurysmectomy  paral- 
lels most  recent  reports  in  the  literature.  Two 
hospital  deaths  of  19  elective  resections  must 
be  considered  a reasonable  ratio  and,  indeed, 
the  death  resulting  from  subdural  hematoma 
was  related  more  to  the  general  debility  of  the 
patient  than  to  the  operation  itself. 

The  lack  of  salvage  in  the  six  emergency  op- 
erations merits  some  discussion.  The  question 
of  technical  skill  arises  and  it  might  be  that  a 
patient  or  two  could  have  been  saved  by  im- 
proved operating  techniques.  Of  some  signifi- 
cance was  delay  in  diagnosis  both  before  ar- 
rival and  occasionally  inside  the  hospital.  Once 
a diagnosis  was  made  the  approach  was  vigor- 
ous and  prompt,  but  all  six  emergency  opera- 
tions were  started  with  the  patient  hypotensive; 
several  were  moribund.  During  the  period  stud- 
ied, no  patient  with  rupture  was  not  operated 
on  because  of  the  seriousness  of  his  condition. 
Pre-operative  hypotension  did  provide  a clue  to 
the  eventual  result.  Couch  and  associates,3 
for  example,  quote  a mortality  rate  of  85%  for 
ruptured  aneurysms  when  shock  was  present 
pre-operatively  compared  to  43%  when  shock 
was  not  present. 

The  salvage  rate  in  ruptured  aneurysms  un- 
doubtedly varies  considerably  with  the  technical 
competence  of  the  surgeon  and  the  operating 
team.  Of  perhaps  equal  significance  is  the  vig- 
or and  skill  with  which  concomitant  resuscita- 
tive  measures  are  undertaken.  Perhaps  most 
significant  is  the  condition  of  the  rupture  and 
of  the  patient.  Rupture  into  the  free  peritoneal 
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TABLE  2 

RECENT  MORTALITY  IN  AORTIC  ANEURYSM  RESECTION 

Expanding  Ruptured 

No.  % No.  % 

Patients  Mortality  Patients  Mortalil 

35  20 

45  22 


60 

40 

57 

60 

Years 

1961-1969 


Author 

Darling8 


Elective 

No.  % 

Patients  Mortality 


155 


2.6 

13 


1956-1969 

Van  Heeckeren7 

53 

1963-1968 

Couch,  Lane, 
Crane3 

48 

1962-1968 

Williams,  Fisher, 
Dickey6 

55 

1968-1971 

Williams,  Fisher, 
Dickey5 

67 

1965-1971 

Sfokes  and 
Butcher4 

87 

cavity  or  massive  retroperitoneal  extravasation 
carry  grave  prognoses  in  any  hands.  The  pa- 
tient may  have  other  severe  arteriosclerotic 
complications  or  other  serious  systemic  disease. 
By  contrast,  the  patient  with  reasonable  car- 
diac competency  and  a relatively  small  tam- 
ponaded  rupture  should  have  a relatively  good 
prognosis  with  appropriate,  prompt,  and  vig- 
orous treatment. 

Some  statistics  on  mortality  rates  from  other 
institutions  are  of  interest  and  summarized  in 
Table  2 which  has  been  revised  and  adapted 
from  a rather  similar  listing  by  Stokes  and 
Butcher.4  These  figures  may  not  be  strictly 
comparable  because  some  represent  public  in- 
stitutions and  others  private  referral  practice, 
or  they  may  be  combinations  of  both.  In  addi- 
tion, each  series  was  not  equally  analyzed  re- 
garding the  presence  of  shock,  free  rupture, 
massive  extravasation,  and  the  like  as  opposed 
to  tamponaded  and  compensated  rupture.  In- 
deed Williams  and  colleagues5  as  well  as 
Stokes  and  Butcher4  largely  ignore  the  con- 
cept of  the  expanding  aneurysm.  Presumably 
an  emergency  operation  falls  under  the  classi- 
fication of  ruptured  and  other  operations  are 
elective,  but  the  papers  do  not  so  specify,  nor 
is  there  any  indication  of  the  number  of  this 
intermediate  group  in  their  series. 

The  University  of  Toronto  group6  report- 
ing mortality  rates  in  elective  and  ruptured 
aortic  aneurysmorrhaphy  believe  there  has  been 
an  improvement  in  mortality  rate  associated 
with  elective  procedures  if  studied  by  time  in- 
tervals (1955-1971)  (Table  3).  They  noticed 
very  little  improvement  in  their  mortality  rates 
for  ruptured  aortic  abdominal  aneurysm,  which 


14.5 

7 

14.3 

15 

60 

11 

— 

— 

32 

65 

7.4 

— 

— 

47 

34 

3.4 





13 

15 

was  approximately  67%  across  the  board  (Ta 
ble  4).  Generally,  over-all  mortality  rates  fo 
ruptured  aneurysm  are  still  significantly  high 
Van  Heeckeren7  reviewed  the  literature  oi 
ruptured  abdominal  aortic  aneurysm  and  fount 
a 54%  hospital  mortality  in  740  operation: 
since  1963.  The  range  in  the  seventeen  serie: 
reported  was  from  32%  to  82% . 

Summary  and  Conclusions 

The  present  series  includes  25  consecutive 
patients  in  whom  abdominal  aortic  aneurys- 
mectomy was  performed.  The  19  elective  cases 
had  a hospital  mortality  rate  of  slightly  ovei 
10%,  only  one  of  the  two  deaths  being  directly 
related  to  the  operation.  The  five-year  sur- 
vival rate  after  elective  operation  was  63%. 
There  were  six  cases  of  emergency  abdominal 
aneurysmectomy  with  a mortality  rate  of  100%. 
Delay  in  diagnosis,  both  extra-  and  intrahospi- 
tal, contributed  in  some  cases  to  patient  de- 
terioration. All  patients  with  ruptures  were  hy- 
potensive and  several  were  moribund  pre- 
operatively. 

TABLE  3 

RISK  OF  ELECTIVE  REPAIR  OF  AN  ABDOMINAL  AORTIC 
ANEURYSM 


1955 

TO  1971* 

No. 

Patients 

No.  who 
died  in 
hospital 

Mortality 
rate  ( % ) 

Inter- 

hospital 

range 

<%) 

First  ten  years 

267 

30 

11.2 

8-12 

Second  five  years  285 

28 

9.8 

5-15 

Last  two  years 

162 

11 

6.7 

3.6-1 1.5 

Over-all 

714 
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9.7 
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TABLE  4 


MORTALITY  ASSOCIATED  WITH  REPAIR  OF  A RUPTURED 
AORTIC  ANEURYSM 
1955  TO  19716 


No. 

Patients 

No.  who 
died  in 
hospital 

Mortality 
rate  ( % ) 

Inter- 

hospital 

range 

(%> 

:irst  ten  years 

128 

86 

67.2 

51-78 

second  five  years  124 

80 

64.5 

55-81 

.ast  two  years 

47 

32 

68.1 

44-85 

Over-all 

299 

198 

66.2 

64-70 

The  acceptable  mortality  rate  for  the  19  elec- 
ive  cases  encourages  us  to  continue  to  try  to 
diagnose  and  treat  the  abdominal  aortic  aneu- 
■ysm  at  an  early,  elective  stage.  This  should 
epresent  the  best  prophylaxis  against  the  catas- 
rophe  of  rupture.  Presented  with  the  ruptured 
ineurysm,  an  informed,  prompt,  and  aggres- 
5 >ive  approach  ought  to  yield  occasional  sal- 
vages, the  percentage  varying  with  the  type  and 
stage  of  rupture  encountered  and  the  general 
condition  of  the  patient. 
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Wegener's  Granulomatosis 

Harold  J.  Schupbach.  M.D. 


Owensboro, 

Wegener’s  granulomatosis  is  an  uncom- 
mon disease  of  obscure  origin  and  until 
the  advent  of  immunosuppressive  thera- 
py, the  prognosis  was  dismal.  Despite  its 
rarity,  the  ailment  is  easily  recognized  by 
its  characteristic  features  and  clinical 
course. 

KLINGER1  described  an  instance  of  ill- 
ness beginning  in  the  upper  respiratory 
structures  followed  by  the  development 
of  nephritis  and  general  sepsis.  He  considered 
the  case  to  be  a variation  of  periarteritis  nodosa 
but  called  attention  to  such  unusual  features  as 
involvement  of  the  lungs,  upper  respiratory 
tract,  spleen  and  the  occurrence  of  granuloma 
formation  and  vasculitis.  Wegener2  reported 
three  examples  of  a generalized  septic  vascular 
illness  which  he  later  termed  a “rhinogenic 
granulomata  with  peculiar  involvement  of  the 
arterial  system  and  kidney”.3  All  showed  a re- 
markably consistent  course  characterized  by 
sepsis,  destructive  ulceration  and  inflammation 
in  the  upper  respiratory  tract  and  internal  or- 
gans, a widespread  arteritis  and  “granulomat- 
ous glomerulonephritis”. 

A number  of  similar  cases  were  reported 
over  the  next  decade.  Despite  confusing  termi- 
nology, the  anatomical  descriptions  and  the 
clinical  manifestations  were  such  as  to  consoli- 
date the  concept  of  the  disorder  as  an  entity 
distinct  from  periarteritis  nodosa.  Fienberg4 
reported  two  cases  and  examined  critically  a 
number  of  case  reports  cited  variously  as  ex- 
amples of  periarteritis  nodosa,  granuloma,  and 
giant  cell  granuloma  with  periarteritis,  and 
from  these,  he  concluded  that  they  all  repre- 
sented the  entity  that  has  become  best  known 
as  Wegener’s  granulomatosis.  Fienberg  had 
hoped  to  clarify  terminology  by  offering  the  de- 
scriptive name  “necrotizing  granulomatosis  and 
angiitis”  but  the  eponym  has  increasingly  be- 
come the  favored  designation.  Wegener’s  recog- 
nition of  the  difference  between  the  tissue  re- 
action of  periarteritis  nodosa  and  the  disease 
that  now  bears  his  name  was  emphasized  by 


Kentucky 

Fienberg.  He  also  went  on  to  cite  other  simi- 
larities and  differences  between  the  two  condi- 1* 
tions.  Both  of  his  cases  exhibited  massive  ne- 
crotizing granulomata  of  the  lungs,  massive 
splenic  necrosis  and  focal  thrombotic  glomeru- 
lonephritis. Arterial  changes  similar  to  those 
of  periarteritis  were  seen  in  arteries  in  the 
gastrointestinal  tract  in  one  case  but  otherwise!* 
were  not  a prominent  anatomical  finding  else- 
where. In  contrast  to  periarteritis  nodosa,  his 
cases  showed  the  striking  predominance  of  ex-  In- 
travascular lesions  and  the  intimate  associa-|110 
tion  of  destructive  and  inflammatory  changes  ir  " 
the  lungs  with  granulomatous  formation.  A s 
close  relationship  between  the  angiitis  and  > 
granulomatous  changes  was  present.  For  exam-  • 
pie,  he  noted  that  blood  vessel  walls  in  con- 
tact with  the  granulomatous  tissue  were  in-  ” 
volved  in  the  inflammatory  reaction  while  the  p- 
opposite  wall  of  the  blood  vessel  in  contact  with 
normal  tissue  was  spared.  Marked  involve- 
ment of  both  arteries  and  veins  was  present.  He 
suggested  the  tissue  changes  could  be  inter- 
preted to  represent  a hypersensitivity  pheno- 
menon most  like  the  Arthus’s  reaction. 

ft 

The  pathologic  features  were  further  con- 
solidated and  characterized  by  Godman  and 
Churg5  who  summarized  them  as  follows: 

“Anatomically,  these  cases  which  were  stud- 
ied and  regarded  as  typical  of  Wegener’s 
granulomatosis  were  invariably  characterized 
by  concurrence  of  three  pathological  features: 

1.  Necrotizing  granulomatous  lesions  in  the 
upper  air  passages  (nose,  paranasal  sinuses, 
nasopharynx,  glottis  or  adjacent  regions)  or  in 
the  lower  respiratory  tract  (trachea,  bronchi, 
lungs)  or  in  both. 

2.  Generalized  focal  necrotizing  vasculitis, 
involving  both  arteries  and  veins,  almost  always 
in  the  lungs  and  more  or  less  widely  dissemi- 
nated in  other  sites. 

3.  Glomerulitis,  characterized  by  necrosis 
(and  thrombosis)  of  loops  or  lobes  of  the 
capillary  tuft,  capsular  adhesion,  and  evolu- 
tion as  a granulomatous  lesion. 

Together  these  features  are  the  indentifying 
morbid  characteristics,  no  one  or  two  of  which  l 
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in  the  absence  of  the  others,  serve  to  denomi- 
nate the  syndrome  anatomically.” 

Although  this  triad  served  as  a diagnostic 
framework  for  the  syndrome,  it  has  become 
apparent  that  many  cases  failed  to  satisfy  all 
three  features.  Confusion  arose  because  of  the 
frequent  occurrence  of  localized  forms  of  the 
disease,  i.e.  nasopharynx  or  lung,  and  addition- 
al perplexity  occurred  as  the  result  of  similar 
but  probably  different  entities  that  showed 
some  of  the  features  of  Wegener’s  granuloma, 

. such  as  allergic  granulomatosis  described  by 
Churg  and  Strauss6  and  malignant  granulo- 
ma.7 This  problem  was  reviewed  at  length  by 
DeOreo8,  who  concluded  that  “the  recogni- 
tion that  there  are  focal  and  disseminate  forms 
would  do  much  to  clarify  nomenclature.”  This 
concept  has  been  amply  justified  with  the  pas- 
i sage  of  time.  Carrington  and  Liebow9  de- 
. scribed  a localized  pulmonary  Wegener’s  gran- 
ulomatosis. Patchefsky  and  Israel10  offer  eigh- 
teen cases  notable  for  the  absence  of  renal 
pathology  and  generalized  vasculitis  with  all 
f cases  showing  nodular  pulmonary  involvement, 
varying  widely  in  degree  of  severity  of  illness 
from  relatively  indolent  to  fulminating  and 
i rapidly  fatal  pulmonary  ailments.  Upper  respi- 
ratory involvement  was  also  present  in  five, 
i skin  involvement  in  two,  pituitary  granulomata 
and  hematologic  manifestations  were  each 
seen  in  one  patient. 

Liebow11  has  brought  still  greater  definition 
to  the  problem  of  classification  of  diseases 
characterized  by  granulomatosis  with  angiitis. 
From  histologic  studies  and  to  an  extent  nat- 
ural history,  he  recognizes  five  separate  en- 
tities including  (1)  classical  Wegener’s  gran- 
ulomatosis of  the  disseminated  variety,  (2) 
limited  angiitis  and  granulomatosis  of  the  Weg- 
ener’s type,  (3)  lymphomatoid  granulomatosis, 
(4)  necrotizing  “sarcoid”  angiitis  and  granulo- 
matosis, and  (5)  bronchocentric  granuloma- 
tosis. Lymphomatoid  granulomatosis  resem- 
bles closely  limited  Wegener’s  granulomatosis, 
is  characterized  by  active  lymphoreticular  pro- 
liferation and  in  at  least  15%  of  patients  takes 
on  the  characteristics  of  a polymorphous 
lymphoma.  Necrotizing  sarcoid  granulomatosis 
and  bronchocentric  granulomatosis  are  newly- 
described  syndromes.  In  the  first  instance,  the 
disorder  displays  histologic  changes  that  seem 
to  combine  the  features  of  sarcoidosis  as  well 


as  necrotizing  angiitis  while  the  latter,  as  the 
name  implies,  primarily  involves  the  bronchi 
and  bronchioles  with  damage  to  the  lung  paren- 
chyma a secondary  event. 

The  cause  of  Wegener’s  granulomatosis  re- 
mains obscure  and  uncertain.  The  absence  of 
a specific  infectious  agent  was  stressed  by  Fien- 
berg,4  Godman  and  Churg5  and  in  Walton’s 
study12. 

Fienberg4  suggested  a hypersensitivity  re- 
action of  the  Arthus  type.  Godman  and  Churg5 
pointed  out  that  each  of  the  characteristic  le- 
sions of  Wegener’s  granuloma  have  been  clear- 
ly associated  with  hypersensitivity  states.  They 
attribute  the  predominant  concentration  of  the 
manifestations  of  the  illness  within  the  respira- 
tory tract  to  noxious  agents,  probably  microbi- 
al, which  are  concentrated  in  or  acting  chiefly 
upon  the  respiratory  tract  and/or  because  the 
respiratory  tissues  are  the  most  highly  sensi- 
tized and  thus  form  the  most  susceptible  shock 
tissues.  Walton12  arrived  at  similar  conclu- 
sions. He  considered  the  ulceration  of  the  respi- 
ratory tract  the  primary  lesion  and  while  in- 
trigued by  the  immunological  reaction  as  a 
cause,  concluded  that  the  etiology  of  the  pri- 
mary lesion  was  yet  uncertain.  He  suggested 
it  probable  that  the  secondary  lesion,  that  is 
the  widespread  involvement  of  the  lungs,  kid- 
ney, spleen,  skin,  etc.,  was  the  result  of  a hyper- 
sensitivity reaction  with  a drug  or  with  tissue 
breakdown  products  possibly  being  antigens. 
Despite  many  subsequent  similar  speculations, 
the  pathogenesis  of  Wegener’s  granulomatosis 
remains  obscure.  Hypersensitivity  continues  to 
be  the  favored  response  but  to  what  and  how 
it  is  mediated  remains  to  be  answered.  The  clin- 
ical manifestations  in  the  fulminant  case  of 
classical  Wegener’s  granulomatosis  are  easily 
recognized  and  the  diagnosis  seldom  remains 
long  in  doubt12'14.  The  destructive,  ulcerative 
process  in  the  nasopharynx,  its  extension  to  ad- 
jacent structures  coupled  with  the  involvement 
of  the  pharynx,  trachea  and  lungs  with  wheez- 
ing, cough,  fever,  mucopurulent  sanguineous 
expectoration  and  pulmonary  infiltrates,  the 
progression  to  renal  involvement  with  accom- 
panying hematuria,  proteinuria  and  evidences 
of  failing  renal  function  is  a pattern  lending  it- 
self to  easy  recognition.  Biopsy  confirmation 
from  the  upper  or  lower  respiratory  tract  or 
skin  usually  provides  tissue  diagnosis.  Needle 
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biopsy  of  the  kidney  may  be  helpful  but  sel- 
dom serves  to  separate  the  various  disorders 
similar  to  Wegener’s  granulomatosis  such  as 
periarteritis  nodosa,  hypersensitivity  angiitis, 
and  allergic  granulomatosis.  The  lack  of  suf- 
ficient biopsy  material  in  the  case  of  lung  bi- 
opsy is  also  a cause  of  reluctance  to  diagnose 
Wegener’s  granulomatosis  from  material  ob- 
tained in  this  way.10 

The  variants  of  the  disease  referred  to  above 
and  the  other  syndromes  mimicking  the  disor- 
der may  also  create  some  difficulty  in  diagnosis. 
This  is  particularly  true  in  the  more  indolent 
varieties  of  the  disorder.  Awareness  of  the 
limited  involvement  and  appreciation  of  the 
pathological  findings  when  adequate  tissue 
samples  are  available  should  lead  to  the  cor- 
rect diagnosis. 

The  treatment  of  Wegener’s  granuloma  is  a 
remarkable  chapter  in  therapeutics.  All  of  the 
early  reports  emphasized  the  bleak  prognosis 
and  universally  fatal  outcome  usually  in  a peri- 
od of  five  months12.  From  a halting  beginning 
with  the  corticosteroids,  the  last  decade  has 
seen  the  treatment  of  this  previously  fatal  dis- 
order now  result  in  long  term  survival,  remis- 
sion and  possibly  even  recovery14. 

The  corticosteroids  and  ACTH  were  the 
first  agents  capable  of  some  amelioration. 
Their  effects,  while  at  times  dramatic  and 
sometimes  capable  of  prolonging  survival,  did 
not  give  evidence  of  control  of  the  process  nor 
were  they  consistently  effective.  A review  of  the 
reported  experience  with  corticosteroids  showed 
a prolongation  of  survival  to  HV2  months15, 
though  in  advanced  stages  of  the  disease, 
maximal  dosage  often  failed  to  produce  a re- 
mission. During  this  same  period,  various  auth- 
ors recommended  therapeutic  radiation  for 
control  of  local  areas  of  involvement  such  as 
the  sinuses,  nasopharynx  and  even  pulmonary 
lesions13,16’17. 

The  first  successful  use  of  an  alkalating  agent 
in  the  disseminated  Wegener’s  granulomatosis 
was  reported  by  Hollander  and  Manning15 
though  the  use  of  nitrogen  mustard  was  re- 
ported as  early  as  195413.  A patient  in  Fahey’s 
series  who  had  also  received  triethylenemela- 
mine  was  given  nitrogen  mustard  with  relief  of 
symptoms  for  a period  of  about  10  days.  Other 
case  reports  then  followed.  The  use  of  cytotoxic 
drugs  has  been  extensively  reviewed  by  Fround 


and  Henderson18  and  data  from  18  cases  that 
fulfilled  the  diagnostic  triad  of  Godman  and 
Churg5  were  summarized.  The  mean  survival 
time  in  this  group  was  36  months  as  compared 
to  Walton’s7  figure  of  five  months.  Agents 
used  included  triethylenemelamine,  nitrogen 
mustard,  azothioprine,  chlorambucil,  cyclo- 
phosphamide, duazomycin  A and  6 mercapto- 
purine.  Raitt19  presented  six  patients  with  gen- 
eralized Wegener’s  granulomatosis  in  whom 
cytotoxic  agents  including  azothioprine,  nitro- 
gen mustard,  cyclophosphamide  and  chloram- 
bucil were  administered  along  with  cortico- 
steroids with  control  and  stabilization  of  the  - 
disease  in  five  patients  who  were  alive  from  15  1 
to  96  months  of  observation.  One  patient  ex- 
perienced a remission  after  84  months  of  ther-  I 
apy  with  no  recurrence  of  disease  12  months 
after  the  withdrawal  of  medications.  There  was 
no  indication  of  any  distinct  advantage  of  one 
agent  over  another.  Berglund20  added  five  ad- 
ditional patients  treated  with  the  combination 
of  chlorambucil  and  prednisone  with  control  of 
the  disease  for  periods  ranging  from  eight  to  48 
months  in  three.  Capizzi  and  Bertino21  have 
had  remissions  in  two  patients  for  26  and  30 
months  with  methotrexate  given  in  a weekly 
intravenous  injection.  They  suggest  a special 
usefulness  for  methotrexate  because  of  the 
rapidity  with  which  it  achieves  relief  of  symp- 
toms when  compared  to  the  slowness  of  onset 
of  effect  of  the  alkalating  agents  and  azothio- 
prine, thereby  providing  an  advantage  in  the 
more  seriously  ill  patient.  Because  methotrexate 
is  excreted  unchanged  by  the  kidneys  they 
wisely  recommend  extreme  caution  and  adjust- 
ment of  dosage  in  instances  where  advanced 
renal  involvement  exists.  Heparin  is  another 
drug  that  has  found  some  usefulness  in  a few 
cases22'23.  It  is  postulated  that  heparin  may 
be  effective  due  to  its  ability  to  terminate  dis- 
seminated intravascular  coagulation  which  may 
be  responsible  for  many  of  the  renal  manifes- 
tations of  Wegener’s  granulomatosis. 

Since  one  of  the  terminal  events  in  Wegener’s 
granulomatosis  is  renal  failure  and  since  the 
primary  disease  itself  can  now  be  controlled 
with  the  cytotoxic  drugs  and  prednisone,  the 
question  of  the  place  of  renal  transplantation 
in  the  treatment  of  Wegener’s  granuloma  be- 
comes a valid  consideration.  Lyons  and  Lind- 
say24 report  the  case  of  a 29-year-old  man 
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« with  advanced  renal  failure  associated  with 
MlWegener’s  granulomatosis.  With  treatment,  he 
i experienced  regression  of  the  pulmonary  le- 
•i  sions.  Renal  biopsy  showed  changes  consistent 
i:  with  Wegener’s  granulomatosis.  He  continued 
: to  do  well  on  a dialysis  program  while  con- 
o tinuing  on  prednisone  and  azothioprine  and 

0-  then  underwent  bilateral  nephrectomy  and  renal 
n-  transplantation.  The  immediate  result  has  been 
m successful.  With  effective  control  of  the  sys- 
> temic  manifestations  of  Wegener’s  granuloma- 

1-  tosis,  renal  transplantation  does  appear  to  be 
• a logical  extension  of  therapy  in  some  of  the 
e patients  with  end-stage  renal  disease. 


Two  points  are  worth  emphasis.  The  first  is 
' the  concept  of  limited  forms  of  Wegener’s  gran- 
s ulomatosis.  Whether  such  cases  take  on  the 
; fulminant  and  disseminated  aspects  of  Wege- 
ner’s granulomatosis  remains  to  be  seen.  The 
: second  is  the  dramatic  change  in  outlook  as  a 
1 result  of  the  discovery  of  effective  means  of 
therapy.  A precise  understanding  of  the  cause 
of  this  fascinating  disease  remains  the  challenge 
for  future  investigators. 
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Specific  Indications  For  Parenteral  Iron  Therapy- 
Experience  With  One  Hundred  Patients  Using 
Intravenous  Iron  Dextrant 

Wilk  O.  West,  M.D. 

si 

Lexington,  Kentucky 


One  hundred  patients  with  iron  depletion 
were  treated  over  a 100  month  period 
with  intravenous  iron  dextran  by  drip 
infusion.  Intravenous  iron  therapy  has 
distinct  advantages  over  intramuscular 
iron  therapy  and  should  be  utilized  if 
parenteral  iron  is  indicated. 

Introduction 

TO  repeat  two  old  axioms:  1.  Most  pa- 
tients with  iron  depletion  may  be  treated 
effectively  and  economically  with  any  of 
the  many  available  oral  iron  preparations.  2. 
The  rapidity  and  level  of  hemoglobin  response 
is  little  different  when  one  utilizes  either  oral 
or  parenteral  iron. 

On  occasion  a patient  will  present  with  a 
specific  indication  for  parenteral  iron  therapy. 
That  is  what  this  article  is  all  about. 

Iron  dextran  complex  has  been  used  as  an 
intramuscular  iron  preparation  since  1954. 
Since  I9601,  numerous  reports  have  cited 
good  tolerance  and  effect  when  this  same  prep- 
aration was  used  intravenously.  The  reader  is 
kindly  invited  to  review  a good  article  on  in- 
travenous iron  dextran  complex  therapy  by 
Wallerstein  in  19682. 

Approval  was  given  by  the  Food  and  Drug 
Administration  in  1973  to  permit  physicians  to 
give  iron  dextran  complex  intravenously  in 
small  amounts  at  frequent  intervals. 

The  purpose  of  this  report  is  to  present  re- 
sults obtained  from  the  administration  of  iron 
dextran  complex  by  infusion  to  100  iron- 
depleted  patients  over  a 100  month  period. 
The  indications  for  parenteral  iron  therapy  had 
to  be  met  before  treatment  was  instituted. 

t This  study  was  initiated  at  the  Lexington  Clinic, 
Lexington.  A small  grant  and  some  of  the  medication 
used  were  supplied  by  Lakeside  Laboratories. 


Material  and  Method 

t 

From  October  1965  through  January  1974, 
100  patients  were  treated  with  intravenous  iron 
dextran  complex.  There  were  30  male  and  70 
female  patients.  The  diagnosis  of  iron  deficien-  . 
cy  was  made  by  conventional  methods  includ-  . 
ing  hypochromic  red  cells  on  blood  smear,  low 
serum  iron  and  high  total  iron  binding  capacity,  f 
a saturation  index  of  below  17%,  and  absent 
iron  storage  in  the  bone  marrow.  The  indica- 
tions for  parenteral  iron  therapy  had  to  be  satis- 
fied: 1)  Gastrojejunostomy;  2)  Gastrointesti- 
nal bleeding;  3)  Oral  iron  intolerance;  4) 
Chronic  ulcerative  colitis;  5)  Iron  malabsorp- 
tion; and  6)  Unreliable  patient.  Inferon  (ferric 
hydroxide-dextran  complex  of  Lakeside  Labo- 
ratories) was  the  preparation  used.  The  total 
dose  was  calculated  from  manufacturer’s  ta- 
bles. Half  of  this  dose  was  given  in  either  500 
or  1,000  cc  glucose  in  water  over  a two-hour 
period.  The  other  half  was  given  by  the  same 
technique  in  seven  days  or  less.  The  hemo- 
globin was  performed  prior  to  the  second  in- 
fusion and  again  at  six  weeks  in  all  patients. 
Many  patients  had  reticulocyte  counts  per- 
formed prior  to  the  second  dose,  and  many 
patients  had  serum  iron  and  total  iron  binding 
capacity  studies  performed  at  six  weeks.  This 
constituted  a course  of  therapy.  A repeat  course 
using  an  appropriate  dose  was  given  if  neces- 
sary. A test  dose  was  not  given  and  no  patient 
was  premedicated,  although  the  reader  is  di- 
rected to  review  precautions  in  therapy  by 
Newcombe3.  Iron  dextran  was  given  both  to 
out-patients  and  in-patients.  Most  patients  in 
the  gastrojejunostomy  and  iron  malabsorption 
categories  had  an  iron  absorption  test  per- 
formed prior  to  therapy.  A fasting  serum  iron 
was  drawn  and  immediately  thereafter  each 
patient  received  two  tablets  of  ferrous  fumarate 
with  vitamin  C.  Two  hours  later  another  serum 
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iron  was  drawn.  If  absorption  were  intact,  the 
second  serum  iron  should  have  been  normal  or 
elevated4.  No  patient  in  these  categories  had 
this  normal  response. 

Results 

Gastrojejunostomy:  There  were  13  patients, 
six  male  and  seven  female,  with  a mean  age 
of  56,  who  received  53  separate  infusions 
during  from  one  to  nine  courses.  Follow-up 
was  from  one  to  100  months.  The  average  rise 

I in  hemoglobin  at  the  end  of  six  weeks  was  3.9 
011  gm%.  The  total  dose  over  this  entire  period  of 

time  varied  from  1,500  mg  to  15,000  mg.  Ex- 
it cellent  results  were  obtained  in  eight  patients, 
d-  good  results  in  four,  and  fair  or  poor  in  one. 
>»'  One  patient  developed  hives  during  his  first  in- 
y>  fusion.  He  responded  well  to  diphenylhy- 
nt  dramine.  Hives  did  not  recur  during  his  second 
a-  infusion.  Another  patient  developed  arthralgia 
s-  of  her  hands  the  next  day  following  her  first 
infusion.  This  did  not  recur  following  three  ad- 

II  ditional  infusions.  One  patient  had  received  in- 

> tramuscular  iron  in  the  past  with  poor  or  no 
ic  results.  Associated  problems  were  unusual.  One 
'•  patient  had  hyperthyroidism. 

Gastrointestinal  Bleeding:  There  were  19 
i-  patients,  10  male  and  nine  female,  with  a mean 
0 age  of  53,  who  received  43  infusions  during 
if  from  0.5  to  2 courses.  Follow-up  was  from 
e zero  to  78  months.  The  average  rise  in  hemo- 
• globin  at  the  end  of  six  weeks  was  3.8  gm%. 

- The  total  dose  varied  from  750  mg  to  4,000 
mg.  Excellent  results  were  obtained  in  three 
and  good  results  in  three  patients.  I was  unable 
to  evaluate  the  results  in  13  patients  because  of 

> persistent  bleeding  and  blood  transfusions  were 
s'  required.  There  were  no  side  effects. 

Associated  problems  were  many.  Eight  pa- 
tients had  gastrointestinal  malignancies;  one  pa- 
tient had  a bleeding  stress  ulcer  following  a 
burn.  Two  patients  had  bleeding  from  hiatus 
hernia,  one  patient  bled  from  telangiectasia  of 
the  jejunum  discovered  at  surgery,  four  pa- 
tients had  bleeding  from  duodenal  ulcer,  and 
one  of  these  patients  was  on  anticoagulant 
therapy.  One  patient  had  a bleeding  gastric 
ulcer.  It  is  easily  seen  why  many  of  these  pa- 
tients could  not  be  evaluated,  but  their  toler- 
ance to  intravenous  iron  dextran  was  excellent. 

Oral  Iron  Intolerance:  There  were  25  pa- 
tients, two  male  and  23  female,  with  a mean 
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age  of  41,  who  received  63  infusions  during 
from  0.5  to  3 courses.  Follow-up  was  from  one 
to  63  months.  The  average  hemoglobin  rise  was 
3.1  gm%  at  the  end  of  six  weeks.  The  total 
dose  varied  from  900  mg  to  5,000  mg.  Excel- 
lent results  were  obtained  in  13  patients,  good 
results  in  11,  and  fair  to  poor  in  one.  Two  pa- 
tients developed  flushing  during  the  first  in- 
fusion. Two  patients  developed  arthralgia  the 
following  day.  One  patient  developed  phlebitis 
at  the  injection  site  and  one  patient  developed 
a classic  serum  sickness-like  reaction  four  days 
following  her  first  infusion. 

Associated  problems:  15  patients  had  hy- 
permenorrhea  either  due  to  functional  factors 
or  uterine  fibroid  disease.  One  patient  had 
rheumatoid  arthritis.  Two  patients  had  duo- 
denal ulcer  disease  and  one  each  postpartum 
bleeding,  chronic  bleeding  hemorrhoids,  trau- 
matic blood  loss,  carcinoma  of  the  cervix,  car- 
cinoma of  the  urinary  bladder  and  ascorbic 
acid  allergy. 

Chronic  Ulcerative  Colitis:  There  were  six 
patients,  one  male  and  five  female,  with  a mean 
age  of  36,  who  received  a total  of  13  infusions 
during  from  1 to  1.5  courses.  Follow-up  was 
from  zero  to  seven  months.  One  patient  each 
had  an  excellent  and  a good  response.  Four  pa- 
tients could  not  be  evaluated  because  of  con- 
tinued bleeding  and  blood  transfusion  require- 
ment. No  side  effects  were  noted  in  this  group 
and  there  were  no  other  associated  problems. 

Iron  Malabsorption:  There  were  33  patients 
in  this  group,  11  male  and  22  female.  The 
mean  age  was  56.  They  received  107  separate 
infusions  during  from  0.5  to  12  courses.  Fol- 
low-up was  from  zero  to  42  months.  The  aver- 
age hemoglobin  rise  at  six  weeks  was  2.9  gm%. 
The  total  dose  of  iron  dextran  over  this 
period  of  time  varied  from  750  mg  to  19,000 
mg.  The  results  were  excellent  in  11  patients, 
good  in  four,  and  fair  to  poor  in  six.  Twelve  pa- 
tients could  not  be  evaluated,  either  having 
been  lost  to  follow-up  or  requiring  blood  trans- 
fusions. Two  patients  developed  phlebitis  at  the 
injection  site. 

There  were  several  associated  problems. 
Five  patients  had  rheumatoid  arthritis  and  the 
results  were  poor.  There  was  no  indication  of  a 
flare  in  the  arthritis  following  infusions  of  iron 
dextran  as  has  been  reported  by  Reddy  and 
Lewis5.  One  patient  had  bone  marrow  hypo- 
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plasia  and  one  a term  pregnancy.  A 39-year- 
old  woman  had  hereditary  telangiectasia  and 
was  an  iron  malabsorber.  She  received  25  sepa- 
rate infusions  over  a 35  month  period  using  a 
total  dose  of  19,000  mg.  Her  hemoglobin  was 
kept  in  the  range  of  6 gm%.  Blood  transfusions 
were  not  required.  A similar  case  has  been 
reported6.  Two  patients  had  renal  failure  and 
one  each  hypermenorrhea  and  hiatus  hernia. 

Unreliable  Patients:  There  were  four  older 
patients  in  this  group,  all  female,  with  a mean 
age  of  83,  who  received  eight  infusions.  Each 
had  one  course  of  therapy.  The  total  dose 
varied  from  between  1,000  and  1,500  mg.  Fol- 
low-up was  from  0 to  1.5  months.  One  patient 
had  an  excellent  response,  two  fair  to  poor, 
and  one  was  lost  to  follow-up.  No  side  effects 
were  seen.  All  patients  had  malnutrition. 

For  summary  of  results,  see  the  summary 
table,  indicating  100  patients  who  received  287 
infusions  with  37  excellent  results,  23  good  re- 
sults, 10  fair  to  poor  results  and  30  patients 
could  not  be  evaluated.  Side  effects  were  10%. 

Discussion 

This  discussion  will  take  the  reader  through, 
in  step-wise  fashion,  the  many  facets  of  intra- 
venous iron  dextran  therapy. 

Indications:  Iron  dextran  has  been  shown 
by  innumerable  studies  since  1954  to  be 
a safe,  effective,  and  economcial  agent  to 
correct  iron  depletion.  As  I have  endeavored  to 
emphasize,  physicians  should  direct  themselves 
initially  toward  a firm  diagnosis  and  then  ad- 
here to  specific  indications  before  any  paren- 
teral iron  therapy  is  administered.  My  indica- 
tions include  gastrojejunostomy,  gastrointesti- 
nal bleeding,  oral  iron  intolerance,  chronic  ul- 
cerative colitis,  iron  malabsorption,  and  the 
unreliable  patient.  Granted,  there  is  some  de- 
gree of  overlapping  in  these  categories,  but  in- 
dividually they  seem  to  be  pertinent  in  the 
practice  of  clinical  medicine.  Each  category  de- 
serves some  comment. 

Gastrojejunostomy:  Thanks  be  that  this 
particular  type  of  surgery  is  performed  only 
rarely  now.  Most  physicians  would  agree 
that  gastroduodenostomy  or  vagotomy  and 
pyloroplasty  are  superior  procedures  for 
treatment  of  resistant  or  complicated  ulcer  dis- 
ease. The  anemia  of  gastrojejunostomy  is  usu- 
ally iron  deficiency,  as  food  iron  does  not 


come  in  apposition  with  duodenum — the  site 
of  most  iron  absorption.  The  oral  iron  ab- 
sorption test  is  appropriate  as  a diagnostic 
tool.  Recurrent  ulcer  disease  and  gastritis 
should  be  ruled  out.  Patient  J.  McK.  received 
15,000  mg  of  intravenous  iron  dextran  over  a 
100  month  period.  There  was  no  evidence  of 
blood  loss  and  all  x-rays  were  negative. 

Gastrointestinal  Bleeding:  Parenteral  iron 
is  indicated  in  many  of  these  patients,  par- 
ticularly as  this  agent  does  not  mask  further 
bleeding  as  oral  agents  might  do.  Studies  have 
shown  great  obviation  of  blood  transfusions  in 
this  category — telangiectasia,  Banti’s  syn- 
drome, duodenal  ulcer  disease,  and  gastrointes- 
tinal malignancies. 

Oral  Iron  Intolerance:  This  situation  re- 
quires the  use  of  parenteral  iron  and  occurs 
most  commonly  in  younger  women  iron  de- 
pleted from  hypermenorrhea  and/or  multiple 
pregnancies.  Some  of  these  women  tolerate 
time-released  oral  iron  products  but  the  re- 
sponse is  slow  and  unpredictable7. 

Chronic  Ulcerative  Colitis:  Parenteral  iron 
therapy  is  usually  indicated  in  the  moderate- 
to-severe  patient.  Oral  iron  may  aggravate  the 
colitis  and  mask  bleeding.  This  type  of  anemia 
is  due  to  bleeding,  malabsorption,  hypermotil- 
ity, and  chronic  inflammation. 

Iron  Malabsorption:  About  2/3  of  patients 
in  this  group  were  older  women.  The  iron 
absorption  test  yielded  a flat  curve  while  other 
parameters  of  absorption  including  full  x-rays 
were  normal.  No  patient  had  steatorrhea.  Kem- 
ber  and  Weintrab8  noted  in  1968  that  iron 
deficiency  was  a significant  factor  in  iron  mal- 
absorption in  a group  of  eight  children.  They 
thought  that  a decrease  in  iron-containing  or 
iron-dependent  enzyme  systems  in  the  mucosa 
of  iron-deficient  subjects  might  lead  to  abnor- 
malities in  cellular  metabolism  and  a secondary 
state  of  malabsorption. 

Unreliable  Patient:  Many  older  patients  can- 
not be  relied  on  to  take  prescribed  oral  medi- 
cation regularly  for  a given  time  period.  If  iron 
deficiency  is  significant  to  their  general  health 
in  this  category,  iron  should  be  given  parenter- 
ally. 

Another  indication  not  included  in  this  paper 
is  autotransfusion.  A great  deal  of  this  work 
has  been  performed  at  the  University  of  Colo- 
rado9. 
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Administration 

This  drug  may  be  given  total  dose  undiluted 
or  in  a vehicle  such  as  glucose  in  water  or 
saline  by  drip  infusion.  The  total  dose  should 
be  given  within  seven  days  and  no  more  until 
after  the  21st  day  in  order  to  avoid  allergic 
reactions.  Slade  and  Iosefa10  believe  that 
the  incidence  of  phlebitis  at  injection  site  is 
more  common  when  glucose  solution  is  used  as 
the  vehicle.  They  recommend  saline  as  the  ve- 
hicle or  use  of  the  undiluted  preparation.  Roe11 
recommends  that  the  total  calculated  dose  of 
iron  dextran  be  diluted  in  a maximum  of  250 
cc  saline  and  in  his  hands  an  increase  in  the  vol- 
ume of  iron  dextran  had  no  adverse  effect  on 
the  complication  rate.  Henderson  and  Hill- 
man12 showed  that  after  1500  - 2500  mg  iron 
dextran  infusion,  the  last  500  - 1000  mg  is 
released  at  a rate  which  permits  no  better  than 
twice  normal  red  cell  production.  This  is  hard- 
ly an  improvement  over  oral  iron  therapy. 
Large  doses  of  iron  dextran  which  create  arti- 
ficial iron  storage  may  with  time  be  unavailable 
for  hemoglobin  synthesis.  Physicians  might 
ponder  this  and  give  500  - 750  mg  twice  during 
a seven-day  period,  then  give  another  course 
in  six  weeks  if  necessary. 


Side  Effects 

In  many  series,  the  incidence  of  side  effects 
of  intravenous  iron  dextran  has  varied  widely. 
The  rate  was  10%  in  the  present  article,  all 
minor.  No  incident  of  anaphylaxis  was  noted. 
In  a world  literature  review  on  generalized  un- 
toward effects  in  19682,  the  incidence  was 
1-2%  in  over  2,400  patients.  A rare  death  has 
been  reported  since  then.  Acute  iron  toxicity 


has  not  been  a problem.  The  incidence  of 
flushing  may  be  decreased  by  slower  infusion 
and  phlebitis  may  be  decreased  by  using  the 
undiluted  product  or  saline  as  a diluent.  Urti- 
caria and  arthralgia  are  no  doubt  due  to  allergic 
reactions  to  dextran  and  are  usually  mild  and 
treated  conservatively.  Patients  who  have  a 
strong  allergic  diathesis  should  be  treated  with 
caution  or  another  preparation  used. 

Advantages  of  Intravenous 
Over  Intramuscular  Iron  Dextran 

On  the  strength  of  this  article  plus  numerous 
others  since  Wallerstein  in  I9601  and  Basu 
in  196313,  the  intravenous  route  would  seem 
preferable  to  the  intramuscular  route.  The  ad- 
vantages include:  1)  virtually  pain  free,  2)  no 
iron  staining,  3)  no  iron  permanently  bound  to 
muscle,  4)  no  fibromyositis,  5)  no  potential 
for  local  malignancy14,15,  6)  virtually  no  dif- 
ference in  major  or  minor  reactions,  7)  re- 
sponse more  rapid  and  complete  as  most  of  the 
administered  drug  is  utilized  as  opposed  to  de- 
creased utilization  by  the  intramuscular  route, 
8)  if  an  untoward  reaction  occurs  the  drug 
may  be  stopped  immediately  and  IV  fluids  plus 
medication  such  as  antihistamine,  corticoster- 
oid, or  adrenalin  may  be  given  through  the 
open  vein,  9)  the  entire  course  of  treatment 
can  be  given  expeditiously  as  herein  described 
or  by  total  dose  infusion,  diluted  or  undiluted, 
10)  insufficient  muscle  mass,  11)  impaired 
absorption  from  the  muscle  due  to  edema  or 
stasis,  12)  the  possibility  of  uncontrolled  intra- 
muscular bleeding  as  might  occur  in  coagulo- 
pathic  and  thrombocytopenic  states,  and  13) 
when  massive  and  prolonged  parenteral  therapy 
is  required,  such  as  in  familial  telangiectasia. 


SUMMARY  OF  RESULTS 


NO.  OF 
PATIENTS 

MALE- 

FEMALE 

MEAN 

AGE 

NO.  OF 
INFUSIONS 

AVG.  RISE 
IN  HGB  gm%  E 

RESULT* 
G F-P 

CNE 

SIDE 

EFFECTS 

Gastrojejunostomy 

13 

6-7 

56 

53 

3.9  8 

4 

1 

0 

2 

Gastrointestinal  Bleeding 

19 

10-9 

53 

43 

3.8  3 

3 

0 

13 

0 

Oral  Iron  Intolerance 

25 

2-23 

41 

63 

3.1  13 

1 1 

1 

0 

6 

Chronic  Ulcerative  Colitis 

6 

1-5 

36 

13 

2.2  1 

1 

0 

4 

0 

Iron  Malabsorption 

33 

11-22 

56 

107 

2.9  1 1 

4 

6 

12 

2 

Unreliable  Patient 

4 

0-4 

83 

8 

2.2  1 

0 

2 

1 

0 

*Excellent 

100 

30-70 

287 

37 

23 

10 

30 

10(10%  I 

Good 

Fair-Poor 

Could  Not  Evaluate 
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Arterial  Blood  Gases 


ICS 

55. 


Robert  W.  Powell,  M.  D.* 


Definitions  of  Terms  used  in  this  Paper: 


PH 

H + 

PC02 

CO2 

Po2 

02 

HCO3 

A-a 

PA02 

Pa02 

PI02 

Hgb 

FI02 

pH 

PC02 

P02 


negative  logarithm  of  hydrogen  ion 

concentration 

hydrogen  ion 

partial  pressure  of  carbon  dioxide  in 

mm/Hg 

carbon  dioxide 

partial  pressure  of  oxygen 

oxygen 

Bicarbonate  (bicarb) 

Alveolar-arterial  oxygen  gradient 
Alveolar  partial  pressure  of  oxygen 
or  P02  Arterial  partial  pressure  of 
oxygen 

Partial  pressure  of  oxygen  in  the 

inspired  air 

Hemoglobin 

Fraction  of  inspired  O2  (%  oxygen) 
7.35-7.45  / 


Normal  arterial 
blood  gases 


35-45  mm/Hg 
greater  than 
80  mm/Hg 
Bicarb  23-27  meq/L  ^ 

Hypocarbia  Pc02  less  than  35  mm/Hg 
Hypercarbia  Pc02  greater  than  45  mm/Hg 
Hyperoxia  P02  greater  than  100  mm/Hg 
Hypoxia  P02  less  than  80  mm/Hg 


THE  basic  physical  principle  of  action  = 
reaction  lends  ready  analogy  to  clinical 
medicine  in  the  context  of  laboratory 
; testing.  The  “action”  is  the  requesting  and  ob- 
I taining  of  data  and  the  “reaction”  is  the  clini- 
cians’ response  to  the  numbers  provided.  It  is 
the  physician’s  responsibility  to  insure  that  the 
reaction  is  equal  to  the  action,  in  that  his  re- 
sponse is  knowledgeably  proper.  The  “action” 
with  which  this  paper  shall  concern  itself  is 
arterial  blood  gases. 

*Assistant  Professor  of  Medicine,  University  of  Lou- 
isville School  of  Medicine 


Direct  measurement  of  pH  and  PC02  with 
glass  electrode,  and  P02  with  platinum  elec- 
trode, on  arterial  blood  is  easily  accomplished. 
If  it  is  done  on  a properly-collected  sample  in 
a correctly-calibrated  apparatus  by  a depend- 
able technician,  the  results  reported  will  be 
reliable.  However,  as  with  most  lab  data,  un- 
reliable values  are  worse  than  no  values  at  all. 
However,  the  above  necessities  for  reliability 
can  be  met  with  minimal  difficulty  and  must 
be  met  before  the  results  are  believeable. 

Proper  collection  requires  that  the  arterial 
blood  be  drawn  into  and  kept  in  an  airless, 
heparinized  syringe.  Only  a small  amount  of 
heparin  is  required  (approximately  0.5  cc),  or, 
for  that  matter,  desirable.  Plastic  syringes  are 
as  good  as  glass  for  collection  of  arterial  blood 
samples,  but  do  not  “wet”;  therefore,  a small 
amount  of  residual  heparin  must  be  left  in 
them.  If  an  air  bubble  is  inadvertently  drawn 
into  the  syringe  with  the  arterial  sample,  it 
should  be  immediately  removed.  The  syringe 
should  then  be  capped,  agitated  gently  to  in- 
sure mixing  of  blood  and  heparin  and  taken 
promptly  to  the  lab  for  prompt  determination 
of  the  blood  gases.  If  any  delay  is  anticipated, 
the  blood-filled  portion  of  the  syringe  should 
be  immersed  in  ice  water  until  the  evaluation  is 
achieved. 

That  evaluation  must  be  on  a correctly- 
calibrated  machine.  Some  blood  gas  machines 
are  more  dependable  and  more  easily  cali- 
brated than  others.  These  two  factors  are  not 
necessarily  correlated  to  cost.  Both  factors 
should  be  considered  when  buying  or  replacing 
a blood  gas  apparatus.  The  dependability  of 
the  technician  is  a personal  problem  on  which 
I have  no  advice. 

The  other  important  factor  is  that  the  de- 
termination be  done  on  arterial  blood.  There 
are  generally  two  basic  differences  between 
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arterial  and  venous  blood.  Arterial  is  redder 
and  pulsatile.  However,  in  the  severely  hypoxic 
patient,  the  P02  may  well  be  in  the  range  of 
40  mm/Hg  and  the  amount  of  oxyhemoglobin 
may  be  insufficient  to  make  the  blood  arterial 
red,  removing  the  first  criteria  of  difference. 
Therefore  we  must  frequently  depend  on  pres- 
ence of  pulsatile  flow  to  establish  the  fact  that 
the  blood  is  arterial.  If  the  arterial  puncture  is 
made  with  syringe  attached  to  needle,  frequent- 
ly it  is  difficult  to  tell  if  the  flow  is  pulsatile. 
For  example,  if  the  patient  has  low  cardiac 
output  or  the  syringe  barrel  is  sticky  (or  plas- 
tic), the  syringe  might  not  fill  without  aspir- 
ating, or  if  the  patient  has  elevated  venous 
pressure,  the  syringe  might  fill  without  as- 
pirating. Since  much  head-scratching,  second- 
guessing,  disbelief  of  values  and  unnecessary 
repetition  of  arterial  blood  gases  could  be 
avoided  if  one  could  be  certain  that  the  blood 
is  arterial,  the  following  method  is  suggested. 
It  is  simply  to  insert  the  free  needle  (detached 
from  the  syringe)  into  the  artery,  observe  the 
pulsatile  flow,  then  attach  the  needle  to  the 
airless  heparinized  syringe.  The  sample  can 
then  be  aspirated  into  the  syringe  with  assur- 
ance that  the  blood  is  arterial.  This  method  is 
accurate  but  messy.  One  learns  to  stand  to 
one  side. 

Assume  that  the  values  for  pH,  PC02  and 
P02  are  reported  and  are  accurate.  What  infor- 
mation is  provided,  what  is  the  significance  of 
the  information,  how  does  one  react  so  as  to 
benefit  the  patient? 

Principles 

pH:  pH  is  the  negative  logarithm  of  the 
hydrogen  ion  concentration.  The  higher  the 
pH,  the  fewer  the  H + . The  lower  the  pH,  the 
more  H + . The  normal  pH  is  7.35-7.45.  Be- 
cause pH  is  logarithmic,  there  is  less  change 
in  H+  concentration  per  unit  pH  change  with 
increasing  pH,  than  with  decreasing  pH. 
For  example,  there  is  a change  of  15  Nan- 
moles  H+  from  7. 4-7. 6,  but  there  is  a 58 
Nanmole  H+  change  from  pH  7.0  to  6.8. 
PH  values  greater  than  7.45  mean  alkalosis; 
values  less  than  7.35  mean  acidosis.  If  the 
values  are  between  7.35-7.45,  the  patient  has 
neither  alkalosis  or  acidosis,  regardless  of  PC02 
or  bicarbonate  values.  However,  knowing  the 
other  values  may  tell  us  if  some  situation  of 


acidosis  or  alkalosis,  previously  present,  has  . 
now  become  compensated;  knowing  the  pH 
value  tells  us  of  the  presence  or  absence  ol  .. 
acidosis  or  alkalosis.  We  have  to  look  else-  , 
where  for  the  why.  The  “why”  is  found  in  the 
relationship  bteween  H+  concentration,  Pco; 
and  bicarbonate. 

Pc02:  Normal  Pc02  is  between  35-45  mm/H[ 
with  a bicarbonate  (HCO3)  of  23-27  meq/L 
the  normal  H+  of  40  Nanmoles  is  achievec 
which  gives  a normal  pH  of  7.35-7.45.  This 
is  true  because  there  is  a constant  and  direct  , 
relationship  between  concentration  of  carbor 
dioxide  (C0o)  and  free  H+  concentration,  anc 
therefore  with  pH.  That  relationship  is  as  fol- 
lows: carbon  dioxide  (C02)  + water  (h2o 

P 

yields  H^C03  which  dissociates  to  H+  and  bi- 
carbonate (HC03).  CO„  is  very  soluble,  diffuses 
rapidly  in  solution,  and  moves  rapidly  anc 
easily  from  plasma  to  alveolus  across  the  al- 
veolo-capillary  membrane.  Therefore,  Pc02  di- 
rectly correlates  with  adequacy,  inadequacy  oi 
excess  of  alveolar  ventilation. 

it 


Examples 


Respiratory  acidosis:  If  inadequate  alveolai 
ventilation  exists,  PC02  rises,  pH  falls  and  res- lie 
piratory  acidosis  results.  To  make  this  diag- 
nosis on  blood  gas  values,  the  pH  must  be 
below  7.35,  and  the  Pc02  greater  than  45  mm/  1. 
Hg.  Since  CO„  diffuses  more  rapidly  than  02 
the  patient  will  also  be  hypoxic  (if  breathing 
room  air).  If  the  respiratory  acidosis  is  acute, 
the  bicarbonate  will  be  normal.  Such  a situa- 
tion might  likely  occur  in  a patient  with  cen- 
tral hypoventilation  from  phenobarbital  over- 
dose, whose  values  might  be  bicarb  25,  pF 
7.1,  PC02  70,  and  P02  40. 


If  the  inadequate  alveolar  ventilation  is  the 
cause  of  respiratory  acidosis  — and  it  is  — 
restoring  ventilation  to  normal  would  be  the 
proper  reaction. 

Compensated  Respiratory  Acidosis:  If  in- 
adequate alveolar  ventilation  persists,  the  bod) 
employs  a compensatory  mechanism  to  increase 
the  pH  toward  physiologic  values.  This  mech- 
anism is  the  accumulation  of  increased  amount; 
of  bicarbonate  by  the  renal  tubules,  which  in- 
crease the  plasma’s  buffering  capacity,  and  in- 
creases the  pH.  The  patient  is  less  acidotic 
has  an  increased  Pc02  (greater  than  45  mm/Hg' 
and  an  increased  bicarbonate  (greater  than  2' 
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neq/L).  This  patient  is  also  hypoxic  if  breath- 
ng  room  air.  Representative  values  would  be 
)H  7.32,  Pc02  62  mm/Hg,  P02  50  mm/Hg 
md  bicarb  35  meq/L. 

The  correct  response  to  compensated 
•espiratory  acidosis  is  to  increase  alveolar 
/entilation,  supply  added  oxygen  to  the  inspired 
lir  and  wait  for  the  renal  tubules  to  excrete 
“ he  extra  bicorbonate  bringing  the  pH  (which 
: will  have  been  increased  by  the  increased 
alveolar  ventilation)  back  down  to  normal.  It 
■ s also  important,  but  frequently  difficult,  to 
reverse  the  underlying  cause  of  the  alveolar 
1 hypoventilation  to  such  a degree  that  the 
patient  can  maintain  the  level  of  ventilation 
- necessary  to  keep  his  Pc02  normal  after  respira- 
:ory  assistance  is  discontinued. 

; 

Metabolic  acidosis:  If  the  contributor  of  the 
hydrogen  ion  that  decreases  the  pH  below  7.35 
is  not  respiratory  (alveolar  ventilation  is  adequ- 
ate), then  metabolic  acidosis  exists.  This  diag- 
nosis requires  that  pH  be  decreased,  Pc02  de- 
creased, and  bicarbonate  decreased.  The  Pc02 
could  be  normal  except  that  increased  H + 
drives  ventilation  and  unless  respiratory  de- 
pression also  is  present,  Pc02  in  metabolic 
acidosis  will  be  decreased.  Therefore,  this  con- 
dition is  almost  always  partially  compensated. 

Ketoacidosis,  lactic  acidosis  and  methyl 
alcohol  ingestion  are  causes  of  metabolic 
acidosis.  Values  of  pH  7.15,  Pc02  15  mm/Hg, 
and  PQ9  96,  bicarb  7 meq/L  would  be  repre- 
sentative. 

The  response  needed  is  to  give  bicarb  and 
correct  the  underlying  disorder. 

Compensated  metabolic  acidosis:  As  men- 
tioned above,  metabolic  acidosis  is  almost 
always  compensated  to  some  degree.  However, 
if  the  acidosis  is  mild,  the  compensation  can  be 
complete.  Such  a situation  with  chronically  de- 
creased bicarbonate,  normal  pH  and  de- 
creased PcQ2  might  result  from  renal  tubular 
acidosis.  Values  such  as  pH  7.36,  Pc0„  20 
mm/Hg,  P02  89  mm/Hg,  and  bicarbonate  13 
meq/L  might  be  obtained. 

The  proper  reaction  would  be  to  correct  the 
underlying  causes  of  the  disease.  No  respira- 
tory manipulations  are  needed.  A rebreathing 
bag  to  elevate  the  C02  would  be  inappropri- 
ate. Oral  bicarbonate  might  very  well  be  ap- 
propriate. 


Metabolic  alkalosis:  If  plasma  bicarbonate 
is  increased  (greater  than  27  meq/L)  and  pH 
is  increased  (greater  than  7.45)  and  Pc02  is 
normal,  metabolic  alkalosis  is  present.  Two 
common  causes  are  prolonged  nasogastric  suc- 
tion and  prolonged  diuretic  therapy  with  furo- 
semide  or  ethycrinic  acid.  Both  of  these  result 
from  decreased  chloride,  which  results  in  in- 
creased bicarbonate  (ion  balance  must  be 
maintained  HCOa  in  substituting  for  C,).  An- 
other frequently  seen  cause  is  administration  of 
bicarbonate  or  lactate  in  excess  or  to  the 
patient  who  isn’t  acidotic. 

A representative  set  of  values  would  be: 
pH  7.57,  Pc02  43  mm/Hg,  P02  65  mm/Hg  and 
bicarb  37  meq/L. 

A correct  response  would  involve  replacing 
the  chloride  and  correcting  the  underlying 
cause. 

Compensated  metobolic  alkalosis:  Patients 
with  respiratory  disease  may  very  well  decrease 
their  alveolar  ventilation  with  a resulting  de- 
crease in  pH  to  compensate  for  metabolic 
alkalosis.  If  the  pH  is  near  normal,  Pc02  is 
elevated,  and  bicarb  elevated,  such  as  pH  7.47, 
PcQ2  50  mm/Hg,  bicarb  37  meq/L  and  PQ2 
50;  compensated  metabolic  alkalosis  may  be 
present.  This  is  especially  likely  to  be  true  if 
the  chloride  is  low  or  an  exogenous  source  for 
bicarb  can  be  found. 

One  cannot  always  be  certain  which  went 
up  first,  PcQO  or  bicarb.  As  you  have  noticed, 
compensated  states  look  alike.  The  representa- 
tive values  for  compensated  respiratory  acidosis 
are  a lot  like  the  values  for  compensated 
metabolic  alkalosis. 

The  correct  response  is  to  find  and  stop  the 
cause,  add  chloride,  increase  alveolar  ventila- 
tion, add  oxygen  and  wait  for  the  renal  tubules 
to  excrete  the  excess  bicarb. 

More  Principles 

P02:  The  atmosphere  is  20.93%  oxygen.  At 
sea  level  with  atmospheric  pressure  of  760 
mm/Hg,  the  PQ2  of  air,  saturated  with  water 
vapor,  is  150  mm/Hg.  The  air  that  we  breathe 
is  saturated  with  water  vapor  by  mid-trachea. 
The  pressure  of  CO.,  reduces  the  PAQ2  to  105 
mm/Hg,  and  since,  even  normally,  part  of  the 
cardiac  output  goes  through  the  lung  without 
being  oxygenated,  the  Pa0„  is  always  less  than 
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105  nim/Hg  with  greater  than  PaQO  80  mm  be- 
ing normal. 

The  difference  between  alveolar  P()0  (PAn.,) 
and  arterial  P02  (PaG2)  is  the  A-a  gradient.  A 
quick  estimation  of  A-a  gradient  based  on 
arterial  blood  gas  values  can  be  useful  in 
determining  the  progress  of  the  patient.  This 
calculation  is  done  as  follows: 

PA0„  = PIQ2  - (Pac02  x 1.25) 

= 150  - (40  x 1.25) 

= 150  - 50 
PA02  = 100  mm/Hg 

Therefore,  if  the  Pa0„  = 80,  the  A-a  = 
100  - 80  = 20mm/Hg. 

Therefore  it  follows  that  the  patient  with 
pH  7.45,  PcQO  40,  P02  70  has  a smaller  A-a 
gradient  (30),  is  working  less  hard  to  breathe, 
and  is  not  as  sick  as  he  was  when  his  pH  was 
7.52,  Pc02  27,  P02  70,  A-a  = 46.25,  even 
though  his  PG2’s  are  the  same. 

In  order  for  oxygen  from  the  air,  ventilated 
into  the  lung,  to  get  into  the  hemoglobin,  it 
must  be  ventilated  into  alveoli  that  have  per- 
fusion with  blood,  and  there  must  be  good 
ventilation  perfusion  match-up.  Ideal  would 
be  V/Q  ratio  of  1 — a perfect  matchup.  Some 
lung  units  have  that  ratio.  Some  do  not. 

If  the  ratio  is  greater  than  1 — ventilation  in 
excess  of  perfusion — no  real  harm  is  done,  for 
all  the  blood  that  goes  by  such  a lung  unit  is 
oxygenated.  The  only  disadvantage  to  this 
situation  is  unnecessary  ventilation  or  in- 
creased physiologic  dead  space. 

The  danger  lies  in  V/Q  less  than  1 — perfu- 
sion in  excess  of  ventilation.  In  that  case,  blood 
is  going  by  lung  units  without  being  oxygenated. 
Such  blood  gets  back  to  the  systemic  arterial 
circulation  with  its  deoxyhemoglobin  and 
causes  hypoxia.  In  fact,  this  mechanism,  with 
many  causes,  is  the  most  common  reason  for 
hypoxia. 

Blood  without  hemoglobin  would  be  relative- 
ly useless  for  carrying  oxygen  to  the  tissues. 
Fortunately,  hemoglobin  is  available.  Instead  of 
0.3  cc  Oxygen/ 100  cc  that  can  be  carried  in 
plasma,  blood  with  hemoglobin  of  15  gm%  can 
carry  20  cc  Oxygen/ 100  cc  or  20  Vol%.  The 
tissues  extract  an  average  of  4.5  -Vol%  02 
from  blood  as  it  makes  its  round. 

If  hemoglobin  could  load  02  easily  in  the 
lung  and  unload  it  easily  in  the  tissues,  it  would 
be  way  ahead,  and  indeed  this  is  the  case. 


This  property  of  Hgb  is  achieved  because  o 
the  “S”  shape  of  the  oxyhemoglobin  dis- 
sociation curve.  Another  interesting  character- 
istic of  that  curve  is  its  flat  upper  portion.  Hgt 
is  about  90%  saturated  at  a PQ2  of  60  mm/H[ 
and  very  little  additional  O.,  is  added  to  Hgt 
by  further  increases  in  P02.  This  brings  us  to  t 
basic  principle — hyperoxia  (P02  greater  than 
100  mm/Hg)  is  unnecessary  and  in  fact  P0, 
greater  than  200  mm  /Hg  is  dangerous,  as  it 
will  cause  oxygen  toxicity. 

Another  interesting  point  is  that  at  90%  sat- 
uration, that  necessary  4.5  Vol%  O,  is  readily 
available  for  the  tissues.  Therefore  a PQ2  greater 
than  60  mm/Hg  is  physiologically  adequate. 
The  bad  things  that  happen  to  hypoxic  patients 
happen  at  a PQ2  of  less  than  60  mm/Hg  be- 
cause of  the  inadequate  tissue  oxygenation  that 
occurs  at  that  level. 

Therefore,  if  a patient  is  hypoxic  he  needs 
added  O,;  if  he  is  hyperoxic,  he  needs  his  FIQ9 
reduced.  A decision  based  on  that  principle  can 
be  made  on  the  data  provided  by  arterial  blood 
gases. 

The  normal  drive  for  ventilation  is  provided 
by  changes  in  H+  concentration  achieved  by 
increases  in  PcQ2.  However,  the  patient  who  is 
chronically  hypoxic,  who  has  chronic  elevation 
of  Pc0„,  may  have  reverted  to  the  more  primi- 
tive hypoxic  drive  for  ventilation.  This  drive 
depends  on  changes  (reduction)  in  PQO  to  initi- 
ate respiration. 

If  this  is  the  case,  a sudden  increase  in  P02 
as  might  be  achieved  by  high  flow  (5  L/min 
or  greater)  nasal  O.,  may  turn  off  this  patient’s 
respiratory  drive  and  kill  him.  Typical  values 
might  be  pH  7.25,  Pc02  70,  P02  45,  bicarb  35. 
However,  this  patient  is  hypoxic  and  needs 
added  O.,.  Don’t  deny  this  patient  the  Oa  he 
needs;  just  be  prepared  to  provide  ventilatory 
support  if  it  becomes  necessary. 
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Practice 

The  following  examples  are  included  for  the 
physician  to  test  his  skill  at  interpreting  arterial 
blood  gases  and  to  decide  what  would  be  the 
proper  clinical  response.  Both  interpretation  , 
and  response  can  be  compared  with  those 
that  this  writer  considers  correct  by  turning  to 
page  614. 

The  expected  type  of  response  is  exempli- 
fied by  the  example  given. 
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^terial  Blood 
Gas  & Bicarb  Values 

Interpretation 

Clinical  Setting 

Response 

Example 

pH  7.4 
Pc02  40 
P0288 
Bicarb  25 
Interpretation: 

normal 

normal 

normal 

normal 

Normal  arterial 
blood  gases. 

34-year-old  pulmonary 
physician  who  is  tired  of 
working  on  this  paper. 

Normal.  No  res- 
piratory manipulation 
required. 

Arterial  Blood 
Gas  & Bicarb  Values 

Interpretation 

Clinical  Setting 

Response 

t] 

Case  $:1 
pH  7.19 
PC02  62 
P02  50 
Bicarb  25 
Interpretation: 

1 

19-year-old  male  heroin  ad- 
dict, who  has  overdosed.  Res- 
piratory rate  8 per  minute. 
Respiration  shallow.  Patient 
is  comatose.  He  is  breathing 
room  air. 

Case  #2 
pH  7.33 
PC02  65 
P02  55 
Bicarb  35 
Interpretation: 

63-year-old  man  with  100  pack/ 
years  cigarette  smoking  his- 
tory, who  has  known  chronic 
bronchitis  and  emphysema,  is 
in  the  office  for  routine  fol- 
low-up feeling  fairly  well 
breathing  room  air. 

Case  #3 
pH  7.19 
Pc02  1 5 
P02  95 
Bicarb  8 
Interpretation: 

19-year-old  juvenile  onset 
diabetes  mellitus  who  has 
had  no  insulin  for  3 days. 
Patient  in  E.R.,  comatose,  dry; 
Kussmaul  breathing,  glucose 
580,  serum  acetone  strongly 
positive  in  3:1  dilution. 

Case  # 4 
pH  7.33 
PC02  26 
P02  93 
Bicarb  15 
Interpretation: 

68-year-old  man  who  is  mod- 
erately dehydrated.  BUN  is 
85. 

Case  #5 
pH  7.70 
PC02  20 
P02  91 
Bicarb  25 
Interpretation: 

22-year-old  patient  who  is 
in  E.R.,  hysterical,  non- 
communicative;  breathing 
deeply  and  rapidly. 

Case  #6 
pH  7.47 
PC02  60 
P02  50 
Bicarb  38 
Interpretation: 

71 -year-old  man  with  chronic 
obstructive  pulmonary  dis- 
ease who  is  4 days  post  TUR 
for  benign  prostatic  hyper- 
trophy whose  fluid  replace- 
ment has  been  with  lactated 
ringers  of  3000  cc  qd.  Pre- 
op gases — pH  7.4,  Pc<>2  48, 
P02  63,  bicarb  28. 
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Answers 

Arterial  Blood 


Gas  & Bicarb  Values 

Interpretation 

Clinical  Setting 

Response 

Example 

pH  7.4 

normal 

34-year-old  pulmonary 

Normal.  No  res- 

Pc02 40 

normal 

physician  who  is  tired  of 

piratory  manipu- 

P02  88 
Bicarb  25 
Interpretation: 

normal 

normal 

Normal  arterial 
blood  gases 

working  on  this  paper. 

lation  required. 

Case  #1 

pH  7.19 

acidosis 

19-year-old  male  heroin  ad- 

Ventilatory sup- 

Pco2 62 

hypercarbia 

dict  who  has  overdosed.  Res- 

port. Added  oxy- 

P02  50 

hypoxia 

piratory  rate  8 per  minute. 

gen  if  ventilation 

Bicarb  25 

normal 

Respiration  shallow.  Patient 

with  room  air  does 

Interpretation: 

Acute  respira- 

is comatose.  He  is  breathing 

not  raise  P02  to 

tory  acidosis 

room  air. 

over  60  mm/Hg. 

Case  #2 

pH  7.33 

very  mild 

63-year-old  man  with  100  pack/ 

acidosis 

years  cigarette  smoking  his- 

Tell him  to  stop 

Pco2  65 

hypercarbia 

tory,  who  has  known  chronic 

smoking  again. 

P02  5 5 

hypoxia 

bronchitis  and  emphysema,  is 

Home  oxygen  may 

Bicarb  35 

increased 

in  the  office  for  routine 

be  indicated. 

Interpretation: 

Compensated 

followup  feeling  fairly  well 

Check  for  infection 

respiratory 

acidosis 

breathing  room  air. 

and  purulent  sputum. 

Case  #3 

pH  7.19 

acidosis 

19-year-old  juvenile  onset 

Fluids,  insulin,  bicarb. 

Pc02  1 5 

hypocarbia 

diabetes  mellitus  who  has 

In  other  words, 

P 02  95 

normal 

had  no  insulin  for  3 days. 

treat  the  DM.  No 

Bicarb  8 

decreased 

Patient  in  E.  R.  comatose,  dry; 

ventilatory  manipu- 

Interpretation: 

Metabolic 

Kussmaul  breathing,  glucose 

lations  are  indi- 

acidosis 

(Ketoacidosis) 

580,  serum  acetone  strongly 
positive  in  3:1  dilution. 

cated. 

Case  #4 

pH  7.33 

very  mild 

68-year-old  man  who  is  mod- 

Replace Bicarb  and 

acidosis 

erately  dehydrated.  BUN  is 

if  possible  treat 

PC02  26 

hypocarbia 

85. 

the  underlying 

P 02  93 
Bicarb  15 
Interpretation: 

normal 
decreased 
Compensated 
metabolic  acidosis 

renal  disease. 

Case  it5 

pH  7.70 

Alkalosis 

22-year-old  patient  who  is 

Evaluate.  Reassure. 

Pco2  20 

hypocarbia 

in  E.R.,  hysterical,  non- 

When  patient  is  calm, 

P02  91 

normal 

communicative;  breathing 

explain  the  danger- 

Bicarb 25 

normal 

deeply  and  rapidly. 

ous  effects  of  hyper- 

Interpretation: 

Respiratory 

alkalosis 

ventilation. 

Case  if  6 

pH  7.47 

very  mild 

71 -year-old  man  with  chronic 

Stop  the  lactate. 

alkalosis 

obstructive  pulmonary  dis- 

Give added  O2  and 

PC02  60 

hypercarbia 

ease  who  is  4 days  post 

IPPB. 

P 02  50 

hypoxia 

TUR  for  benign  prostatic 

Observe  carefully 

Bicarb  38 

increased 

hypertrophy  whose  fluid  re- 

and wait. 

Interpretation: 

Compensated 

metabolic 

alkalosis 

placement  has  been  with  lac- 
tated  ringers  of  3000  cc  qd. 
Pre-op  gases:  pH  7.4,  Pc02 
48,  P 02  63,  bicarb  28. 
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Summary 

This  paper  has  dealt  with  arterial  blood 
gases.  A method  to  insure  that  arterial  blood 
is  obtained  is  given.  Respiratory  acidosis, 
metabolic  acidosis,  respiratory  alkalosis, 
metabolic  alkalosis  and  use  of  oxygen  values 
were  discussed.  Clinical  settings  and  representa- 
tive values  were  given  for  programmed  practice 
and  to  give  emphasis  to  the  clinical  usefulness 
of  arterial  blood  gases.  It  is  my  hope  that  the 
material  in  this  paper  has  contributed  to  the 
reader’s  ability  to  react  equal  to  the  action  of 
obtaining  arterial  blood  gases. 


Letters  To  The  Editor 

— 


The  Letters  To  The  Editor  column  is  a means 
for  the  KMA  physicians  to  express  their  opinions 
and  viewpoints  on  varied  topics.  If  you  have  an 
item  you  would  like  brought  before  your  fellow 
practitioners,  please  submit  it  to  Letters  To  The 
Editor,  Kentucky  Medical  Association,  3532 
Ephraim  McDowell  Dr.,  Louisville,  Kentucky 
40205.  Communications  should  not  exceed  250 
words.  The  right  to  abstract  or  edit  is  reserved 
by  the  editors  of  The  Journal.  Names  will  be 
withheld  upon  request,  but  anonymous  letters 
will  not  be  accepted. 


Dear  Doctor  Rainey: 

Just  a short  note  to  say  hooray  and  amen 
to  your  incisive  article  on  “Medicaid — Time 
to  Fish  or  Cut  Bait?”  which  appeared  in  the 
September  1974  issue  of  The  Journal  of  the 
Kentucky  Medical  Association. 

Having  praticed  medicine  in  a university 
setting  in  Seattle,  Washington,  for  nearly  six 
years  prior  to  coming  to  the  University  of 
Kentucky  Medical  Center  in  1972,  I had  the 
opportunity  to  care  for  Medicaid  patients  in 
two  states  of  essentially  equal  population  but 
• with  vastly  different  commitments  to  the  care 
of  medically  indigent  people.  The  contrast  is 
that  of  night  and  day.  The  state  of  Washing- 
1 ton’s  well-funded  program  delivers  effective 
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care  and  the  state  of  Kentucky’s  program  is 
a disgrace  and  certainly  not  worthy  of  this 
fine  state’s  potential  to  do  much  better  by 
these  needy  people.  The  facts  you  list  in  your 
“Message  From  The  President”  speak  for 
themselves.  More  importantly,  I hope  that  in 
your  position  as  President  of  the  Kentucky 
Medical  Association  you  can  bring  these  facts 
to  the  attention  of  the  Governor  and  educate 
him  to  place  Medicaid  on  a much  higher 
funding  and  administrative  priority. 

J.  William  McRoberts,  M.D. 

Professor  of  Surgery 
Chief,  Division  of  Urology 
University  of  Kentucky  Medical  Center 
Lexington  40506 
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GRAND  ROUNDS 


The  University  of  Kentucky  College  of  Medicine 

This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Department 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practica 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  oftei 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 

Acute  Pancreatitis— A Continuing  Dilemma 


CASE  #1:  E.D.  #26-48-31-9.  This  was 
the  first  University  of  Kentucky  Medical 
Center  admission  for  this  41 -year-old 
black  male  alcoholic  who  was  referred  for  eval- 
uation of  abdominal  pain.  The  patient  disclosed 
a long  history  of  ethanol  abuse  and  had  been 
admitted  to  the  Kentucky  State  Hospital  on 
three  different  occasions  in  the  past  for  chronic 
alcoholism.  His  last  admission  to  the  Kentucky 
State  Hospital  was  approximately  two  weeks 
prior  to  admission,  at  which  time  he  began  hav- 
ing upper  abdominal  pain  which  persisted  up 
until  the  time  of  his  admission  to  the  Medical 
Center.  Although  vomiting  was  not  a prominent 
part  of  his  recent  history,  he  did  have  episodes 
of  periodic  hematemesis  in  the  past.  He  de- 
scribed the  pain  as  severe,  extending  through- 
out the  abdomen  and  into  his  left  chest  and 
aggravated  by  coughing  and  motion.  The  pain 
was  somewhat  alleviated  by  sitting  up  and 
bending  over.  His  past  medical  history  was 
unremarkable  except  for  mild,  lower  urinary 
tract  obstructive  symptoms. 

On  physical  examination  he  was  a well-de- 
veloped but  thin  Negro  male  appearing  older 
than  his  stated  age  of  40  years.  BP — 110/80, 
P — 124,  T — 99.6°.  The  sclerae  were  non- 
icteric.  The  heart  was  in  regular  rhythm  and 
not  enlarged  to  clinical  examination.  The  heart 
sounds  were  normal.  The  chest  showed  de- 
creased breath  sounds  at  the  left  base  with  dull- 
ness to  percussion.  The  abdomen  was  flat  with 
generalized  tenderness  and  marked  voluntary 
guarding  and  rebound.  Bowel  sounds  were  hy- 
poactive.  Rectal  examination  was  normal. 

Admission  laboratory  data  showed  HCT — 
37,  WBC — 27,000  with  69  segmented  neutro- 
phils and  16  stab  forms,  BUN — 14,  fasting 


From  the  Department  of  Surgery,  University  of  Ken- 
tucky Medical  Center,  Lexington. 
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blood  sugar — 130,  and  amylase — 5104  inter- 
national units  (normal  value  less  than  340C 
international  units);  serum  electrolytes,  calci- 
um, and  urinalysis  were  all  normal.  Chest  x-ra> 
showed  marked  atelectasis  of  the  left  lowei 
lobe.  There  were  multiple  air  fluid  levels  in  the 
colon  and  small  intestine  on  the  admission  ab- 
dominal film.  Arterial  blood  gas  determination 
showed  a p02  of  74.8,  pC02 — 35.3,  and  pH 
7.44. 

The  admitting  impression  was  that  of  chronic 
relapsing  pancreatitis  with  an  acute  exacerba- 
tion secondary  to  alcoholism.  The  patient  was 
initially  treated  with  intravenous  fluid  replace- 
ment, naso-gastric  decompression,  thiamine, 
and  intravenous  antibiotics.  The  patient  re- 
mained acutely  ill  for  approximately  72  hours 
but  his  amylase  returned  to  normal  on  the 
second  hospital  day  and  his  liver  function  tests 
were  never  elevated.  He  subsequently  improved 
on  conservative  management  and  was  dis- 
charged on  the  14th  hospital  day. 

CASE  #2:  P.  C.  #18-75-96-2.  This  was 
the  second  University  of  Kentucky  Medical 
Center  admission  for  this  57-year-old  Caucasi- 
an woman  who  was  well  until  24  hours  prior 
to  admission  when  she  developed  the  acute 
onset  of  severe  upper  abdominal  pain  unre- 
lieved by  analgesics  administered  by  her  local 
physician.  She  was  later  hospitalized  at  her  lo- 
cal hospital  on  the  evening  prior  to  admission 
because  of  progression  in  her  pain  and  the 
development  of  protracted  vomiting.  She  was 
then  transferred  to  the  University  of  Kentucky 
Medical  Center.  Past  history  revealed  that  she 
was  hospitalized  here  three  years  prior  to  ad- " 
mission  subsequent  to  an  automobile  accident, 
and  she  underwent  splenectomy  at  that  time.  < 
She  also  had  a history  of  hypertension  and  her 
medications  included  hydrochlorthiazide.  The 
remainder  of  her  past  history  was  unremark- 
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fcable.  On  physical  examination  she  was  an 
Bpcutely  ill,  pale,  slightly  diaphoretic  obese  wo- 
ylnan.  BP  was  palpated  at  75  mm  Hg,  P — 140, 
uT — 101°.  Examination  of  the  head  and  neck 
^jjwas  normal.  The  patient  was  not  jaundiced. 
«g{The  chest  was  clear  and  the  heart  was  in  regu- 
lar rhythm  with  an  S-4  gallop.  The  abdomen 
*was  silent,  diffusely  protuberant  with  tender- 
ness and  rebound  in  the  mid-abdomen.  A pre- 
vious  midline  surgical  scar  was  present.  Rectal 
^ examination  confirmed  tenderness  high  in  the 
pelvis  but  was  otherwise  non-revealing. 

Admission  laboratory  data  included  HCT  of 
50,  WBC— 9000,  glucose— 450,  BUN— 27, 
ef.iamylase — 10,688,  sodium — 132,  potassium — 
0C|3.4,  chloride— 102,  C02— 13,  Ca++— 3.8 
cjimeq/L,  p02 — 64,  pC02 — 24,  and  pH — 7.4. 
■at  The  urinalysis  showed  a large  amount  of  glu- 
eilcose  but  no  acetonuria.  The  cardiogram  and 
hefabdominal  films  were  normal.  A right  hilar 
tv  mass  was  suggested  on  admission  chest  film. 
J The  early  hospital  course  was  characterized 
- by  rapid  infusion  of  intravenous  fluids,  and 
plasmanate  with  replacement  of  potassium  loss- 
ii  es.  A transient  favorable  response,  as  evidenced 
).  by  stabilization  of  vital  signs  and  improvement 
i,  in  her  sensorium,  was  followed  by  deterioration 
in  these  parameters  as  well  as  a drop  in  urine 
: output  and  progression  of  clinical  shock.  A 
;.  diagnostic  peritoneal  lavage  was  performed 
3 with  the  findings  of  cloudy  peritoneal  fluid 
e containing  many  leukocytes.  Because  of  the 
s patient’s  rapid  deterioration,  an  exploratory 
j celiotomy  was  favored  to  exclude  an  occult 
. perforation  or  mesenteric  infarction.  At  oper- 
ation, acute  edematous  pancreatitis  was  noted. 

; The  peritoneal  cavity  was  irrigated  with  copi- 
ous amounts  of  saline  solution,  the  gastrocolic 
omentum  was  opened,  the  pancreas  inspected, 
and  no  hematoma  or  fluid  collection  discerned. 
Manipulation  of  the  pancreas  and  duodenum 
was  avoided  but  the  portal  triad  was  gently 
palpated.  No  stones  were  present.  It  was  elect- 
ed to  close  the  patient  without  drains  and  to 
control  further  fluid  accumulation  by  peritoneal 
dialysis  as  described  by  Bolooki.1 

In  the  initial  postoperative  period  the  patient 
developed  profound  respiratory  failure  requir- 
ing respirator  support,  a consumption  coagulo- 
pathy which  responded  to  heparinization,  and 
acute  renal  failure  which  was  treated  success- 
fully without  hemodialysis.  She  subsequently 
rallied  and  was  weaned  from  the  respirator  but 
progressed  to  develop  a Pseudomonas  pneu- 
monia which,  despite  vigorous  pulmonary 
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measures  including  tracheostomy,  developed  in- 
to an  overwhelming  septic  process  and  she  ex- 
pired on  the  38th  hospital  day.  A post-mortum 
examination  was  declined  by  the  family. 

Acute  pancreatitis  has  been  recognized  as  a 
distinct  clinical  entity  since  its  original  descrip- 
tion by  Reginald  Fitz  in  1889.  It  remains  a 
disease  of  incompletely  understood  pathophysi- 
ology and  multiple  apparent  etiologies.  It  is 
also  a poorly  understood  clinical  entity,  in  part 
due  to  difficulty  in  diagnosing  its  presence, 
and  to  a marked  variability  in  its  natural  his- 
tory. Acute  pancreatitis  pursues  an  extraordi- 
narily variable  course  ranging  from  mild 
edematous  pancreatitis,  mimmicking  biliary 
colic  or  acute  gastritis,  to  a fulminant  necrotiz- 
ing process  with  hemorrhage,  cardio-vascular 
collapse  and  a rapidly  fatal  course.  Many  pa- 
tients recover  with  naso-gastric  suction,  intra- 
venous fluid  therapy  and  general  supportive 
care;  in  others,  serious  or  lethal  respiratory, 
septic,  hypotensive  and  other  complications  de- 
velop. The  early  identification  of  those  patients 
with  more  serious  forms  of  pancreatitis  has 
usually  been  based  on  subjective  criteria  and, 
because  of  uncertainty  in  diagnosis  of  medical- 
ly treated  patients,  control  studies  are  difficult 
to  find. 

One  of  the  interesting  aspects  of  acute  pan- 
creatitis has  been  the  disparity  between  the 
etiology  of  this  disease  in  the  tax-supported 
hospitals  and  in  the  community  hospitals  (See 
Table  1).  Acute  pancreatitis,  regardless  of  eti- 
ology, can  simulate  almost  any  abdominal  ca- 
tastrophe. The  primary  diagnosis  rests  on  the 
findings  of  abdominal  pain,  usually  upper  ab- 
dominal in  location  with  radiation  to  the  back, 
usually  of  gradual  onset  and  associated  with 
vomiting  in  the  vast  majority  of  patients.  Phy- 
sical examination  may  not  be  helpful  in  exclud- 
ing other  acute  surgical  illnesses. 

Elevation  of  the  serum  amylase  is  the  time- 
honored  test  utilized  to  diagnose  acute  pan- 
creatitis. Amylase  enters  the  blood  by  disrup- 
tion of  pancreatic  acini  or  by  elevated  intra- 
ductal pressure  forcing  enzyme-rich  fluid 

TABLE  1 

INCIDENCE  OF  CAUSES  OF  ACUTE  PANCREATITIS 
(From  Baker2) 


Tax-Supported 

Hospitals 

Community 

Hospitals 

Alcoholic  pancreatitis 

65-80% 

10-20% 

Biliary  tract  disease 

10-15% 

45-65% 

Metabolic  derangements 

1 -2  % 

1-2% 

Post-operative 

1 -8  % 

2% 

Traumatic 

Vj-3% 

%-!%% 

Idiopathic 

3-15% 

10-30% 

617 


through  intercellular  clefts  where  it  is  picked  up 
by  peri-pancreatic  lymphatics  and  eventually 
finds  its  way  to  the  venous  blood.  During  a 
typical  attack,  the  amylase  will  peak  by  about 
48  hours  and  return  to  normal  by  the  fifth 
day.  Prolonged  hyperamylasemia  suggests  per- 
sistently elevated  intraductal  pressure  generated 
by  an  actively  secreting  gland  and  usually  im- 
plies ductal  obstruction.  Amylase  is  removed 
from  the  blood  by  the  kidneys  but  renal  clear- 
ance of  amylase  is  not  directly  related  to  serum 
concentration.  For  this  reason,  diagnostic  ele- 
vations of  urine  amylase  are  seen  when  serum 
levels  may  be  normal. 

How  useful  then  is  the  amylase  determina- 
tion? In  a study  from  Ohio  State  in  which  432 
consecutive  patients  with  hyperamylasemia 
were  evaluated3,  approximately  20%  had  non- 
pancreatic  disease,  and  two-thirds  of  these  suf- 
fered from  a disease  process  which  would  prob- 
ably not  be  confused  with  acute  pancreatitis, 
for  example,  mumps,  renal  failure,  hepatitis, 
etc.  However,  a significant  percentage  were  ill 
with  serious  conditions  such  as  acute  cholecys- 
titis, perforated  duodenal  ulcer,  intestinal 
strangulation,  mesenteric  arterial  occlusion, 
and  ruptured  abdominal  aortic  aneurysm.  This 
is  not  merely  an  academic  point.  Of  these  acute 
abdominal  conditions,  only  two,  acute  pan- 
creatitis and  possibly  cholecystitis,  can  be  ex- 
pected to  respond  to  non-operative  measures. 

Radiographic  studies  in  the  early  clinical 
course  are  limited.  The  acute  abdominal  series 
perhaps  has  its  greatest  usefulness  excluding 
free  perforation.  Yet  there  are  several  possible 
findings  on  plain  chest  and  abdominal  films 
which  support  the  diagnosis  of  pancreatitis.  The 
first  is  the  sentinel  loop,  classically  a trans- 
versely oriented  single  distended  loop  of  the 
duodenum  suggesting  an  adjacent  inflammatory 
process.  A left  pleural  effusion  is  suggestive. 
Findings  of  pancreatic  calcification  imply 
chronic  pancreatitis  and  support  the  possibility 
of  a recurrent  attack.  Present  may  be  the  colon 
cutoff  sign  in  which  the  distended  transverse 
colon  is  visible  to  about  its  midpoint  and  then 
the  remainder  of  the  transverse  colon,  descend- 
ing colon  and  sigmoid  are  free  of  gas.  To  ex- 
plain this  important  radiographic  sign,  it  is  im- 
portant to  recall  that  the  transverse  mesocolon 
is  close  and  invests  the  neck  and  body  of  the 
pancreas,  and  this  sign  develops  because  of 
transverse  colon  paralysis. 

The  generally  accepted  therapeutic  program 
of  acute  pancreatitis  has  undergone  evolution- 
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ary  development.  Emergency  operation  with 
direct  attack  upon  the  inflamed  gland  was  ad-! 
vocated  in  the  early  part  of  this  century  and 
attended  by  an  extraordinarily  high  mortality. 
A program  of  supportive  non-operative  therapy 
followed,  and  has  held  sway  virtually  unchal- 
lenged to  the  present  time.  However,  the  failure 
of  conservative  therapy  to  cope  successfully 
with  the  more  severe  forms  of  pancreatitis  has 
led  to  a recent  reappraisal  of  the  role  of  oper- 
ative therapy  in  the  management  of  acute  pan- 
creatitis. The  generally  accepted  and  conserva- 
tive approach  is  aimed  at  resuscitation  with  re- 
storation of  the  depleted  intra-vascular  volume, 
the  decrease  of  gastric  acidity  and  secretin  pro- 
duction by  the  passage  of  a naso-gastric  tube, 
the  decrease  of  acinar  cell  output  by  the  use  of 
vagolytic  agents  such  as  Atropine,  and  the  re- 
lief of  pain,  usually  requiring  narcotics.  Mor- 
phine, despite  its  effect  on  the  sphincter  of 
Oddi,  is  the  drug  of  choice  in  these  very  ill 
people.  However,  serum  amylase  determina- 
tions should  be  obtained  prior  to  the  adminis-  i 
tration  of  any  narcotic  because  morphine  alone 
has  been  shown  to  elevate  the  serum  amylase. 
The  use  of  antibiotics  is  generally  accepted  as 
standard  therapy. 

A recent  report  by  Ranson4  in  which  vari-  1 
ous  laboratory  and  clinical  parameters  were 
statistically  applied  to  treatment  programs  and 
prognosis  is  a valuable  contribution  to  this 
field.  In  this  report,  100  patients  were  studied 
with  acute  pancreatitis.  In  27  the  diagnosis  was 
proven  at  operation  or  autopsy.  The  remaining 
73  had  pain,  vomiting,  abdominal  tenderness, 
elevated  amylase  and  an  overall  clinical  course 
compatible  with  the  diagnosis.  Initial  conserva- 
tive management  was  as  previously  discussed, 
although  vagolytic  agents  were  not  consistently 
used.  After  the  first  40  patients  were  evaluated, 
a trend  developed  identifying  patients  with 
more  severe  pancreatitis  (Table  2).  Patients 

TABLE  2 

SIGNIFICANT  OBJECTIVE  PROGNOSTIC  SIGNS 
IN  ACUTE  PANCREATITIS  (from  Ransom4) 
ADMISSION 

Age  over  55  years 

Blood  glucose  > 200  mg.  % 

WBC  > 16,000 
LDH  > 700  IU 
SGOT  > 250  S-F  units 
INITIAL  48-HOUR  THERAPY 

Hematocrit  level  decreased  over  10  pts. 

Serum  calcium  < 8 mg.  % 

Base  deficit  }>  5 meq/l 
BUN  increase  5 mg.  % 

Fluid  retention  > 6 liters 
Arterial  p02  60  mm  Hg 

Presence  of  3 or  more  of  these  signs  suggests  poor  prog- 
nosis. 

November  1974  • The  Joun 


vere  then  grouped  into  those  who  recovered 
vithout  life-threatening  complications  and 
hose  who  either  died  or  were  seriously  ill,  that 
s,  required  more  than  seven  days  in  an  Inten- 
sive Care  Unit.  Of  patients  with  more  than 
hree  of  these  positive  prognostic  signs,  62% 
lied  and  an  additional  35%  were  seriously  ill. 
3f  patients  with  less  than  three  positive  prog- 
lostic  signs,  3%  died  and  11%  were  seriously 
11,  of  which  eight  had  operations. 

What,  then,  is  the  role  of  operative  therapy 
n acute  pancreatitis?  In  this  study,  a small 
group  of  patients  randomly  assigned  to  early 
operation  or  non-operative  management  re- 
vealed that,  in  the  operated  patients,  intra- 
abdominal sepsis  and  respiratory  complications 
were  more  severe  and  the  mean  Intensive  Care 
Unit  and  hospitalization  stay  was  significantly 
greater.  In  addition,  there  were  17  non-ran- 
domized  patients  managed  by  early  operation. 
Of  the  high  risk  patients  who  underwent  pan- 
creatic resection  or  common  duct  exploration, 
mortality  was  100%.  Three  patients  with  bilary 
tract  disease  and  low  risk  factors  survived  after 
cholecystectomy  and  local  drainage.  In  a simi- 
lar low  risk  group,  four  patients  underwent  ab- 
dominal exploration  with  the  insertion  of  a 
gastrostomy,  cholecystostomy,  and  feeding  je- 
junostomy.  Soft  sump  drains  were  employed 
to  drain  the  anterior  and  posterior  aspects  of 
the  pancreas  bilaterally.  Sub-hepatic  and  left 
sub-phrenic  drains  were  also  inserted.  Mor- 
tality from  this  procedure  was  25%. 

Operation,  however,  may  be  undertaken  to 
avoid  missing  a surgically-correctable  lesion 
and,  if  so,  an  appropriate  procedure  would  be 
to  irrigate  the  peritoneal  cavity  with  copious 
amounts  of  saline  solution,  open  the  gastro- 
colic omentum,  and  inspect  the  pancreas  but 
avoid  manipulation  of  the  pancreas  or  duo- 
denal C-loop.  The  portal  triad  should  be  pal- 
pated to  detect  choledocholithiasis,  if  present, 
and  a cholecystostomy  may  be  done,  not  so 
much  to  drain  the  biliary  tract  as  to  provide  an 
access  for  subsequent  cholangiography.  To 
drain  or  not  to  drain  acute  pancreatitis  is  a 
highly  controversial  subject  although  current 
thinking  seems  to  support  the  use  of  drains.5 
Drains  in  this  disease  accomplish  several  ob- 
jectives. First,  they  prevent  reaccumulation  of 
fluid  in  the  peritoneal  cavity.  Second,  they  al- 
low egress  of  grossly  necrotic  material  which 
may  later  slough.  Thirdly,  they  allow  rapid  de- 
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tection  of  fistula  formation  should  erosion  de- 
velop. The  major  criticism  of  draining  patients 
with  acute  pancreatitis  centers  about  secondary 
contamination  of  the  rich  culture  medium  of 
the  retroperitoneal  phlegmon.  In  a series  of 
324  cases  of  acute  pancreatitis  reported  by 
Trapnell6,  91  patients  underwent  exploration 
during  the  active  stage  of  the  disease.  There 
was  no  difference  in  morbidity  or  mortality 
between  the  operated  and  non-operated  groups. 
The  majority  were  not  drained. 

One  of  the  interesting  observations  to  come 
out  of  the  Ranson  study  was  the  correlation 
of  anatomic  pathologic  findings  with  the  clinical 
course  of  the  patients.  Edematous  pancreatitis 
appears  as  moderate  enlargement  of  the  gland 
with  edema  and  hyperemia  and  a variable 
amount  of  fat  necrosis.  Hemorrhagic  pancre- 
atitis is  defined  as  frank  bleeding  into  the  pan- 
creas and  retroperitoneal  tissues  with  dark  pur- 
ple-brown color  to  the  entire  area.  A phlegmon 
implies  an  inflammatory  mass  obscuring  the 
normal  landmarks  with  areas  of  ecchymosis 
and  fat  necrosis.  Ranson  found  that  of  the  nine 
patients  with  less  than  three  positive  prognostic 
signs  and  expected  to  do  well,  eight  of  the  nine 
had  edematous  pancreatitis.  Of  the  group  of 
ten  patients  with  four  to  eight  positive  signs 
and  a poor  prognosis,  eight  of  the  ten  had 
hemorrhagic  pancreatitis  and  one  had  a phleg- 
mon. 

Table  2 summarizes  those  factors  that  were 
felt  to  be  significant  in  predicting  serious  ill- 
ness. Most  of  these  are  self-explanatory.  The 
tendency  for  increased  age  to  be  associated 
with  poor  prognosis  has  been  recognized  for 
some  time.  Although  abnormalities  in  serum 
bilirubin  and  alkaline  phosphatase  transami- 
nase levels  have  been  reported  in  acute  pancre- 
atitis and  have  variously  been  attributed  to  bili- 
ary obstruction,  hepatic  parenchymal  necrosis, 
and  pericholangitis,  statistically,  elevations  in 
lactic  dehydrogenase  and  serum  glutamate  oxa- 
late transaminase  appeared  important.  Also 
note  that  a rise  in  the  blood  urea  nitrogen  value 
during  the  period  of  vigorous  volume  replace- 
ment, when  a fall  in  BUN  should  be  expected, 
was  a sensitive  prognostic  index. 

Opinion  regarding  early  exploration  for 
acute  pancreatitis  remains  sharply  divided. 
Where  doubt  exists  regarding  the  precise  na- 
ture of  the  underlying  disease,  it  is  safe  to  say 
that  if  the  patient  has  pancreatitis,  little  is  lost 
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MATERNAL  MORTALITY 


From  the  Files  of  the  KMA  Maternal 
Mortality  Study  Committee 


CASE  3-72.  This  20-year-old,  married 
white  Gravida  1,  Para  0,  was  admitted  to 
the  hospital  on  March  27,  1972,  with  a 
two  day  history  of  intermittent  right  flank  pain 
at  24  1 /2  weeks  gestation.  She  had  no  nausea 
or  anorexia.  The  impression  was  pyelonephritis 
with  possible  appendicitis  or  a ureteral  stone. 
An  IVP  was  obtained  which  was  normal.  A 
consultant  felt  that  she  had  appendicitis.  She 
was  operated  upon  and  an  acute  suppurative 
appendix  was  removed.  Her  post-operative 
course  was  unremarkable  and  she  was  dis- 
charged on  March  30th.  She  did  complain  of 
intermittent  right  lower  quadrant  pain  following 
discharge. 

She  was  readmitted  to  the  hospital  on  April 
6th  in  premature  labor  and  delivered  a 1 lb  1 1 
oz  female  at  7:44  a.m.  She  spiked  a fever  of 
101.6°  at  10:30  a.m.  She  was  pale  and  com- 
plained of  severe  gas  pains  substernally.  She 
also  had  marked  right  CVA  tenderness  and 
mild  left  CVA  tenderness.  She  continued  to  be 
short  of  breath  and  her  abdomen  gradually 
became  distended  with  decreasing  bowel 
sounds.  She  was  treated  with  intravenous  fluids. 
Chest  x-ray  was  reported  normal.  The  WBC 
was  4,000.  Blood  cultures  were  obtained  and 
she  was  started  on  Kantrex  on  April  6th.  She 
continued  vomiting  with  abdominal  distension. 
Fever  was  101-102°.  She  continued  on  intra- 
venous fluids  and  Levin  drainage. 

A consultant  was  called.  He  felt  there  had 
been  leakage  around  the  appendiceal  stump 
which  had  adhered  to  the  uterus  and,  with  la- 
bor, the  uterus  had  pulled  this  abscess  pocket 
open.  He  felt  the  conservative  treatment  should 
be  continued.  She  was  placed  on  Chloremy- 
cetin  and  seemed  to  improve  the  next  day  on 
April  8th.  The  blood  culture  grew  out  coagu- 
lase  negative  staph.  She  had  a bowel  movement 
the  9th  and  seemed  improving.  She  continued 
I to  spike  a temperature  elevation  intermittently. 
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— Edited  by  John  W.  Greene,  Jr.,  M.D. 

Kanamycin  was  discontinued  April  12th,  and 
she  was  started  on  gentamicin.  Her  general 
course  didn’t  improve  and  she  seemed  to  be 
deteriorating  April  14th.  An  exploratory  lapa- 
rotomy was  considered  mandatory.  Numerous 
intra-abdominal  abscesses  with  pus  in  both 
pelvic  areas  and  both  subdiaphragmatic  areas 
were  found.  On  mobilizing  the  cervix  and  ro- 
tating it,  the  previous  retroceal  appendiceal 
stump  was  noted  and  there  was  no  ligature 
upon  it.  It  was  assumed  that  the  ligatures 
slipped  off.  The  cecum  was  mobilized  and  at- 
tempt was  made  to  exteriorize  this;  however, 
due  to  the  marked  inflammatory  reaction,  this 
couldn’t  be  done.  The  stump  was  ligated  and 
the  cecum  pulled  up  to  the  old  appendictomy 
incision  and  sutured  to  the  peritoneum  and  to 
the  fascia.  A large  Foley  catheter  with  a 30  cc 
bag  was  inserted  into  the  cecum  creating  a tube 
cecostomy.  Multiple  drains  were  then  placed 
through  the  flank  incision  going  into  both  sub- 
phrenic  areas  and  the  pelvic  gutters.  The  in- 
cision was  closed  with  stay  sutures.  She  had 
good  urinary  output  and  her  vital  signs  were 
stable. 

The  morning  following  surgery  the  patient's 
fever  was  102°.  Her  intake  and  output  were 
good  and  she  was  responding.  HCT  was  40%, 
Na  130  mg%,  Potassium  4.7. 

The  following  day  temperature  was  still 
102°  in  the  morning.  Urine  output  was  3100 
cc  with  1100  from  the  Levin  tube.  She  had  re- 
ceived considerable  fluid  during  surgery  and  it 
was  felt  that  she  was  well  hydrated.  Intravenous 
intake  was  4700  cc,  including  two  units  of 
serum  albumin.  An  SMA-12  on  April  12th  had 
demonstrated  an  albumin  of  1.3  and  total  pro- 
tein of  3.9.  Otherwise  it  was  normal. 

Postoperatively  she  was  continued  on  her 
gentamicin  60  mg  intramuscularly  every  8 
hours.  On  April  17th  she  was  having,  due  to 
her  tremendous  protein  loss  and  infection,  an 
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inability  to  take  oral  food,  and  it  was  felt  that 
intravenous  elementation  should  be  implement- 
ed; on  April  17th  this  was  begun.  She  was 
started  with  one  unit  the  first  day,  through  the 
third,  and  from  thenceforth  continued  on  three 
units  of  FreAmine  a day,  without  any  great 
difficulty  with  loss  of  sugar  in  the  urine  or 
ketosis.  Periodic  blood  sugars  were  within  a 
normal  range,  and  she  handled  this  quite  well. 
By  April  18th  she  had  passed  flatus.  The  naso- 
gastric tube  was  clamped.  She  tolerated  this 
well  and  subsequently  it  was  removed.  During 
this  period  numerous  laboratory  studies  were 
obtained  to  follow  her  blood  picture.  Blood 
transfusions  were  given  as  needed  and  several 
units  of  albumin  were  given.  On  April  19th 
albumin  was  1.8  and  total  protein  was  5.3.  On 
April  25th  albumin  was  2,  total  protein  was 
6.3,  and  on  May  2nd  albumin  was  2.5  and  pro- 
tein 6.  Over  the  ensuring  day  she  seemed  to 
gradually  improve.  By  April  25th  it  was  noted 
that  she  had  a definite  wound  infection.  The 
cecostomy  was  draining  adequately  and  she  was 
taking  some  food.  On  April  27th  the  wound 
was  debrided  and  all  silk  sutures  were  removed. 

Over  the  next  4-5  days  she  was  maintained 
on  both  oral  intake  and  her  intravenous  intake. 
She  had  good  intake  and  output.  On  May  2nd 
her  Hgb  was  12.4,  Hct  38.0,  and  she  devel- 
oped a large  abscess  from  her  left  Penrose 
drain.  This  was  probed  with  a finger  and  the 
sinus  tract  opened  with  discharge  containing 
feces.  A barium  enema  which  was  performed 
that  afternoon  demonstrated  a draining  fistula 
from  the  cecum  across  the  abdomen  and  out  the 
left  flank  drain.  It  was  felt  that  since  she  had 
a definite  established  fistulous  tract  that  a pe- 
riod should  be  given  to  see  if  the  fever  would 
lyse  due  to  this  sudden  draining  of  what  was 
probably  a pre-existing  abscess;  however,  she 
continued  to  be  febrile  over  the  next  day  or  so 
and  continued  to  have  a fecal  discharge  from 
her  Penrose  drain.  She  was  transferred  to  a 
center  for  further  treatment. 

ADMISSION  LABORATORY  DATA: 
Hematocrit  38%;  White  count  18,600;  essen- 
tially normal  electrolytes;  BUN  was  13. 

Hospital  Course 

Draining  of  the  pelvis  and  right  and  left 
gutters  was  established  after  admission  by  in- 
sertion of  sump  drains.  This  resulted  in  drain- 
ing a large  amount  of  fecal  material.  Subse- 
quently the  patient  was  transfused,  hydrated, 


and  prepared  for  surgery.  On  May  7th  she 
underwent  exploratory  laparotomy  with  find- 
ings of  a pelvic,  right  subhepatic,  and  large 
left  subphrenic  abscesses.  The  cecostomy  site 
appeared  to  be  leaking  intra-abdominally  and 
the  site  of  the  old  appendicele  stump  appeared 
to  be  open  and  draining  into  the  abdominal 
cavity.  This  was  the  area  palpable  through  the 
cecostomy  site.  The  sump  drains  were  placed  i 
in  multiple  sites  and  both  gutters  were  drained. 
The  pelvis  drained  through  the  vagina.  Large  < 
subphrenic  abscesses  were  drained  with  multi- 
ple Penrose  drains  and  a sump  drain.  The  pa- 
tient initially  did  reasonably  well,  but  required 
postoperative  respiratory  assistance.  This  re- 
quired continued  tracheal  intubation  and  the 
patient  was  scheduled  for  an  elective  trachesto- 
my  on  May  9th.  On  May  12th,  a leak  was  de- 
tected of  gastric  fluid  into  the  left  subphrenic 
space  which  was  felt  to  be  attributable  to  the 
sump  tube  in  this  area.  This  was  withdrawn 
and  over  a period  of  several  days  this  fistula 
appeared  too  close.  The  patient  was  begun  on 
Vivinex  feedings  via  a Miller-Abbott  tube 
which  was  passed  to  the  ligament  of  Treitz.  She 
tolerated  these  feedings  well.  A persistent  fluc- 
tuating pneumonitis  required  meticulous  pul- 
monary toilet.  She  continued  to  require  venti- 
lator assistance.  The  patient  remained  in  satis- 
factory fluid  and  electrolyte  balance  and  was 
supported  by  periodic  transfusions  and  infu- 1 
sions  of  albumin.  On  May  28th,  the  patient 
had  an  episode  of  gram  negative  shock  and  a 
spontaneous  left  pneumothorax.  She  responded 
to  treatment  and  insertion  of  a chest  tube.  On 
June  2nd,  the  patient  developed  a fistula  just  j 
proximal  to  the  ileostomy  stoma.  She  was  taken 
to  the  operating  room  where  the  fistula  was 
closed  under  local  anesthesia.  On  June  3rd,  the  : 
patient  had  a right  spontaneous  pneumothorax 
with  a hypotensive  episode.  However,  she  re-  1 
sponded  to  tube  thoracostomy  and  appropriate  j 
supportive  measures.  The  respiratory  system  , 
continued  to  be  a most  persistently  bothersome 
problem  with  tracheal  aspirate  cultures  yielding 
Pseudomonas,  Serratia  and  Candida  species  on 
several  occasions.  On  June  7th,  the  patient  had 
a hypotensive  episode  and  her  temperature 
dropped  to  94°  rectally.  She  responded  to ' 
supportive  measures  and  warming,  but  there- 
after it  became  increasingly  difficult  to  main- 
tain reasonable  blood  gases.  She  developed  ren- 
al failure  which  did  not  respond  to  the  appro-  . 
priate  measures.  The  patient  expired  on  June  8, 1 
1972,  and  a postmortem  examination  was  ob- 
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tained.  The  provisional  anatomic  diagnosis 
i was: 

Fibrinous  and  fibrous  peritonitis  with  mul- 
tiple draining  sinuses. 

Bastro-peritoneal  fistula. 

Bilateral  fibrinous  pleuritis,  right  greater 
than  left. 

Acute  pneumonia  with  multiple  micro- 
abscesses, left  lung  and  right  lower  lobe. 

Large  hepatic  infarct  (19  X 13  X 7 cm) 
upper  right  lobe. 

Probable  bacterial  endocarditis,  tricuspid 
valve. 

Acute  hematogenous  pyelonephritis,  mild, 
bilateral. 

Pulmonary  thromboembolus,  solitary,  left 
lower  lobe  segmental  artery  with  small  sub- 
pleural  infarct  (2  cm). 

Hepatomegaly. 

Jaundice,  moderate. 

Multiple  small  wide-necked  diverticula  of 
duodenum. 

Multiple  surgical  stomata. 

Two  small  gastric  erosions,  superficial. 

Comments 

The  committee  on  maternal  mortality  con- 
sidered this  case  an  indirect  obstetrical  case, 

: with  possible  preventable  factors.  It  was  noted 
1 that  on  the  6th  of  April  she  was  readmitted  to 
the  hospital  and  the  possibility  of  a ruptured 
appendiceal  stump  was  entertained.  However, 

I she  was  not  operated  on  for  two  more  days, 
that  is,  until  the  8th  of  April.  It  was  felt  that 
as  soon  as  this  diagnosis  was  entertained,  re- 
exploration of  the  abdomen  with  appropriate 
treatment  was  in  order.  It  was  also  felt  that 
possibly  more  intensive  antibiotic  therapy  very 
early  in  the  course  of  her  second  admission 
might  have  played  a significant  role  in  helping 
her.  This  is  indeed  an  unfortunate  situation.  It 
is  to  be  emphasized  again  that  appendicitis  is 
still  the  leading  cause  of  acute  abdomen.  It 
should  also  be  noted  that  there  is  at  least  a 
90%  mortality  when  bilateral  subphrenic  ab- 
scesses are  present. 
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is  Gantanol 

(sulfamethoxazole) 
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ructeoiurmai 
infections? 


im 

Before  prescribing,  please  consult  complete 
uct  information,  a summary  of  which  follows: 

indications:  Acute,  recurrent  or  chronic  nonob- 
structed  urin • , -root  infections  (primar ily  pyelonephritis, 
pyelitis  and  cy.  • s)  due  to  susceptible  organisms.  Note: 
Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests 
with  bacteriologic  and  clinic,  ! response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increasing  frequency  of  re- 
sistant organisms  limits  the  usefulness  of  antibacterials  includ- 
ing sulfonamides,  especially  in  chronic  or  recurrent  urinary  tract 
infections.  Measure  sulfonamide  blood  levels  as  variations  may 
occur;  20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy  at 
term  and  during  nursing  period;  infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  established. 
Sulfonamides  should  not  be  used  for  group  A beta-hemolytic  strep- 


tococcal infections  and  will  not  eradii 
vent  sequelae  (rheumatic  fever,  glomen 
of  such  infections.  Deaths  from  hypersens 
tions,  agranulocytosis,  aplastic  anemia  and 
dyscrasias  have  been  reported  and  early  clinical 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indi 
blood  disorders.  Frequent  CBC  and  urinalysis  with  i 
examination  are  recommended  during  sulfonamide  ther 
cient  data  on  children  under  six  with  chronic  renal  dist 
Precautions:  Use  cautiously  in  patients  with  impai 
hepatic  function,  severe  allergy,  bronchial  asthma;  in 
phosphate  dehydrogenase-deficient  individuals  in  w 
related  hemolysis  may  occur.  Maintain  adequate  flui 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocyt 
tic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  a 
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Because  it  is  considered 
a good  choice... 

■ for  efficacy  in  nonobstructed  cystitis,  pyelonephritis 
and  pyelitis 

■ for  control  of  susceptible  £ coli,  Klebsiella- 
Aerobacter,  Staph,  aureus,  Proteus  mirabilis  and, 
less  frequently,  Proteus  vulgaris 

■ for  prompt  antibacterial  blood  and  urine  levels  in 
from  2 to  3 hours  after  initial  2-gram  adult  dose 

■ for  economical  around-the-clock  coverage 

■ for  maximum  patient  cooperation  with  easy-to- 
remember  B.I.D.  dosage 


Basic  Therapy 

Gantanof 

(sulfamethoxazole) 


Tablets/Suspension 
(0.5  Gm)  (0.5  Gm/teasp.) 


Iiypoprothrombinemia  and  methemoglobinemia);  allergic 
It'S  (erythema  multiforme,  skin  eruptions,  epidermal  necroly- 
Icaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
|Did  reactions,  periorbital  edema,  conjunctival  and  scleral 
Bi,  photosensitization,  arthralgia  and  allergic  myocarditis); 
intestinal  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
Errhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
i:he,  peripheral  neuritis,  mental  depression,  convulsions, 
Biallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneous 
hs  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
ii periarteritis  nodosa  and  L.E.  phenomenon).  Due  to  certain 
llal  similarities  with  some  goitrogens,  diuretics  (acetazola- 
Miazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
< rare  instances  of  goiter  production,  diuresis  and  hypogly- 
■ is  well  as  thyroid  malignancies  in  rats  following  long-term 
^tration.  Cross-sensitivity  with  these  agents  may  exist. 


Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm 
b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp. )/20  lbs  of  body 
weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose  should 
not  exceed  75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/teaspoonful. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Blue  Cross  and  Blue  Shield  Utilization  Review 


Q.:  What  are  individual  physician  fee  profiles? 

A.:  Individual  physician  fee  profiles  are  computerized  reports  which  identify  a physician’s  usual  charge  for  per- 
forming a particular  service. 

Q.:  How  will  Kentucky  Blue  Shield  use  individual  physician  fee  profiles? 

A.:  The  Blue  Shield  Board  of  Directors  has  directed  staff  to  develop  and  implement  profiles  in  the  administra- 
tion of  the  Usual,  Customary  and  Reasonable  Program. 

Q.:  Will  profiles  be  of  any  additional  benefit  to  physicians  participating  in  the  Usual,  Customary  and  Reasonable 
Program? 

A.:  Definitely  yes.  Through  the  use  of  individual  physician  fee  profiles,  physicians  will  know  in  advance  whatW 
payment  can  be  expected  from  Kentucky  Blue  Shield  for  covered  services  rendered  to  members  with  Usual, I 
Customary  and  Reasonable  benefits. 

Q.:  How  are  individual  physician  fee  profiles  developed? 

A.:  Profile  statistics  are  derived  from  Blue  Shield  paid  claims.  When  a claim  is  received  in  Blue  Shield’s  off  ice,  I 
the  fee  reported  by  the  physician  is  stored  in  the  computer,  and  used  to  develop  that  physician’s  individuals 
fee  profile.  This  places  even  more  importance  on  physicians  filing  their  USUAL  fees  when  reporting  services', 
to  Blue  Shield. 

Q.:  How  will  individual  physician  fee  profiles  be  implemented? 

A.:  It  is  anticipated  that  implementation  of  profiles  in  the  administration  of  the  Usual,  Customary  and  Reason- 
able Program  will  require  a personal  contact  with  most  physicians  in  Kentucky  to  arrive  at  an  agreement  on 
charges.  Prior  to  this,  Kentucky  Blue  Shield  will  contact  selected  physicians  to  discuss  profiles,  and  will  prob- 
ably test  the  profile  system  with  several  groups  of  physicians  who  agree  to  participate  in  a pilot  study  of  this 
nature. 

Q.:  Is  there  a projected  implementation  date  for  fee  profiles? 

A.:  The  target  date  for  implementing  individual  physician  fee  profiles  is  projected  for  July  1,  1975.  However, 
this  date  is  flexible  depending  upon  the  problems  encountered  during  the  testing  of  the  computer  program, ' 
and  the  changes  that  have  to  be  made  as  a result  of  the  pilot  studies  with  physicians. 

Q.:  How  is  Kentucky  Blue  Shield  working  with  the  Kentucky  Medical  Association  concerning  individual  physi-  j 
cian  profiles? 

A.:  The  Kentucky  Medical  Association  Advisory  Committee  to  Blue  Cross  and  Blue  Shield  initially  recoin-  |»j 
mended  the  development  of  individual  physician  fee  profiles,  and  that  Committee’s  report  to  the  1974  House  ... 
of  Delegates  further  recommended  that  profiles  be  implemented.  This  report  was  adopted  by  your  House, 
and  Kentucky  Blue  Shield  will  continue  to  work  very  closely  with  your  Advisory  Committee  during  the  im- 
plementation period. 

I w 
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If  questions  arise  regarding  the  Blue  Cross  and  Blue  Shield  Utilization  Review  Program,  please  contact 
the  Professional  Relations  Division,  Blue  Cross  Hospital  Plan,  Inc,,  3101  Bardstown  Road,  Louisville,  Ken- 
tucky 40205,  Phone  (502)  452-1511. 
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What  does  man  have  in  common  with  Samson? 


Neither  man  nor  the  gorilla  can  synthesize  vitamin  C. 
nterestingly,  the  slow  loris,  a primate  much  further 
own  the  evolutionary  scale,  can  convert  L-l,4-gu- 
molactone  to  ascorbic  acid  in  its  liver  and  presum- 
bly  does  not  require  an  exogenous  source  of  ascorbic 
cid. 

Because  man  can  neither  synthesize  vitamin  C nor 
tore  most  of  the  water  soluble  vitamins,  these  nu- 
rients  must  be  replenished  continuously  in  order  to 


maintain  normal  tissue  levels. 

Generally,  this  is  accomplished  in  his  daily  diet. 
But  under  conditions  of  illness,  stress,  in  convales- 
cence or  following  surgery,  vitamin  stores  may  be 
depleted  or  metabolic  demands  increased. 

In  such  cases,  Surbex-T  may  be  indicated. 
Surbex  T restores  the  water-soluble  vita- 
mins with  each  tablet  providing  500  mg.  of 
vitamin  C plus  high  potency  B-complex. 


SURBEX-r  500  mg.  of  Vitamin  C with  High  Potency  B-Complex 
Restores  what  the  body  cannot  effectively  store 
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When  diarrhea 
wrings  the 

wedding  belle.. 

It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies1  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

7.  Demeulenaere.  L:  Action  du  R 7732  sur  le  transit  gastro-intestinal.  Acta  Gastroent. 

Belg.  21:674-680  (Sept.-Oct.)  7958 


Lomotil 

TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  . . 2.5  mg. 

(Warning:  May  be  habit-forming) 
atropine  sulfate 0.025  mg. 

Saves  the  Day 


OUT  ANT  INFORMATION:  This  is  a Sched- 
/ substance  by  Federal  law ; diphenoxylate 
is  chemically  related  to  meperidine.  In 
■ of  overdosage  or  individual  hypersensitiv- 
eactions  similar  to  those  alter  meperidine 
orphine  overdosage  may  occur;  treatment 
milar  to  that  lor  meperidine  or  morphine 
tication  (prolonged  and  carelul  rhonitor- 
Respiratory  depression  may  recur  in  spite 
n initial  response  to  Nalline ® (nalorphine 
or  may  be  evidenced  as  late  as  30  hours 
ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
'S  DRUG  AND  DOSAGE  RECOMMENDA- 
VS  SHOULD  BE  STRICTLY  ADHERED  TO, 
ECIALLY  IN  CHILDREN.  THIS  MEDICA- 
V SHOULD  BE  KEPT  OUT  OF  REACH  OF 
-DREN. 


ions:  Lomotil  is  effective  as  adjunctive  ther- 
:he  management  of  diarrhea. 

Indications:  In  children  less  than  2 years,  due 
[decreased  safety  margin  in  younger  age 
and  in  patients  who  are  Jaundiced  or  hyper- 
'e  to  diphenoxylate  HCI  or  atropine. 

jgs:  Use  with  caution  in  young  children,  be- 
pf  variable  response,  and  with  extreme  cau- 
patients  with  cirrhosis  and  other  advanced 
[ disease  or  abnormal  liver  function  tests, 
e of  possible  hepatic  coma.  Diphenoxylate 


HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  Is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 


ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and.  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G D.  Searle  & Co. 

Medical  Department,  Box  5110, 
Chicago.  Illinois  60680 
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Sign  of  a cold  sufferei 
Time  for  Omade 


Each  Spansule®  capsule  contains  8 mg.  Teldrin® 
(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride; 
2.5  mg.  isopropamide,  as  the  iodide. 


* 


Fast  relief  of  upper  respiratory  congestion 

and  hypersecretion* 

with  convenient  b.i.d.  dosage. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or 
PDR.  The  following  is  a brief  summary. 


Contraindications:  Hypersensitivity  to  any  component;  concurrent  MAO  inhibitor 
therapy;  severe  hypertension;  bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children  under  6. 
Warnings:  Caution  patients  about  activities  requiring  alertness  (e  g.,  operating 
vehicles  or  machinery).  Warn  patients  of  possible  additive  effects  with  alcohol  and 
other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and  women  who  might  bear 
children,  weigh  potential  benefits  against  hazards.  Inhibition  of  lactation  may  occur. 
Effect  on  PBI  Determination  and  1,3>  Uptake  Isopropamide  iodide  may  alter  PB1 
test  results  and  will  suppress  I131  uptake.  Substitute  thyroid  tests  unaffected  by 
exogenous  iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovascular  disease,  glaucoma, 
prostatic  hypertrophy,  hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth; 
nervousness;  or  insomnia.  Also,  nausea,  vomiting,  epigastric  distress,  diarrhea,  rash, 
dizziness,  weakness,  chest  tightness,  angina  pain,  abdominal  pain,  irritability, 
palpitation,  headache,  incoordination,  tremor,  dysuria.  difficulty  in  urination, 
thrombocytopenia,  leukopenia,  convulsions,  hypertension,  hypotension,  anorexia, 
constipation,  visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules;  in  Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 


Smith  Kline  & French  Laboratories 

Division  of  SmithKIine  Corporation, 

Philadelphia,  Pa.  19101 


Indications 

Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences  — National 
Research  Council  and/or  other  information.  FDA  has  classified  the  indications 
as  follows: 

Possibly  effective:  For  relief  of  upper  respiratory  tract  congestion  and  hyper- 
secretion associated  with  vasomotor  rhinitis  and  allergic  rhinitis,  and  for 
prolonged  relief. 

Lacking  in  substantial  evidence  of  effectiveness.  For  relief  of  nasal  congestion 
and  hypersecretion  associated  with  the  common  cold  and  sinusitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Drs.  Hull,  Makk  Elected 
To  Top  KMA  Offices 

The  KMA  House  of  Delegates,  meeting  during  the 
KMA  Annual  Meeting,  elected  David  A.  Hull,  M.D., 
Lexington,  to  the  office  of  President-Elect  for  the 
1974-75  Associational  year.  Laszlo  Makk,  M.D., 
Louisville,  was  named  Vice-President. 

1974-75  KMA  President  Hoyt  D.  Gardner,  M.D., 
Louisville,  assumed  office  during  the  President’s 
Luncheon  on  September  25.  He  succeeds  Fred  C. 
Rainey,  M.D.,  Elizabethtown. 


DOCTOR  HULL  DOCTOR  MAKK 


Doctor  Hull,  a general  surgeon,  continues  his  ac- 
tive role  in  KMA,  having  been  Vice-President  (1969), 
Chairman  of  the  Board  of  Trustees  (1971),  and 
Trustee  of  the  10th  District  (1971-74).  He  has  served 
as  President  and  Vice-President  of  the  Fayette  Coun- 
ty Medical  Society  and,  from  1972-74,  was  President 
of  the  Kentucky  Foundation  for  Medical  Care. 

A pathologist  and  surgeon,  Doctor  Makk  is  the 
Director  of  Laboratories,  Chief  Pathologist,  and  Di- 
rector of  the  School  of  Medical  Technology  at  St. 
Anthony  Hospital,  Louisville.  He  is  currently  Presi- 
dent-Elect of  the  medical  staff  of  St.  Anthony,  and 
is  a Fellow  of  the  College  of  American  Pathologists 
and  the  American  Society  of  Clinical  Pathologists. 


Drs.  Parks,  Maxwell  Assume 
Leadership  of  KMA  Board 

Paul  J.  Parks,  M.D.,  Bowling  Green,  6th  District 
Trustee  since  1969  and  Vice-Chairman  of  the  Board 
in  1974,  was  elected  Chairman  of  the  KMA  Board 
of  Trustees  at  the  meeting  of  September  26.  Doctor 
Parks,  an  internist,  succeeds  Ballard  W.  Cassady, 
M.D.,  Pikeville,  in  this  office.  Elected  as  Vice-Chair- 
man was  Edward  N.  Maxwell,  M.D.,  Louisville. 

Doctor  Parks  is  a past  president  of  the  Madison 
County  and  Warren  County  medical  societies,  and  is 
a past  Chairman  of  the  KMA  Coordinating  Com- 
mission on  Governmental  Medical  Services. 


DOCTOR  PARKS  DOCTOR  MAXWELL 


Doctor  Maxwell,  a radiologist,  has  been  a Trustee 
from  the  5th  District  since  1972,  and  a KMA  Dele- 
gate. A Scientific  Exhibits  Award  Winner  in  1965, 
he  is  a Fellow  of  the  American  College  of  Radiology 
and  a past  president  ot  the  Greater  Louisville 
Radiology  Society. 

Newly-elected  members  of  the  Board  of  Trustees 
are:  Frank  R.  Pitzer,  M.D.,  Hopkinsville,  3rd  Dis- 
trict; Charles  B.  Spalding,  M.D.,  Bardstown,  4th  Dis- 
trict; Richard  J.  Menke,  M.D.,  Covington,  8th  Dis- 
trict; James  B.  Holloway,  M.D.,  Lexington,  10th 
District;  William  T.  Watkins,  M.D.,  Somerset,  12th 
District;  and  Jerry  D.  Fraim,  M.D.,  Paintsville,  14th 
District. 

Re-elected  for  another  three-year  term  is  W.  Eugene 
Sloan,  M.D.,  Paducah,  1st  District. 

Auxiliary  Installs  Mrs.  McElvein, 
Elects  Mrs.  Montgomery 

The  Woman’s  Auxiliary  to  KMA  installed  Mrs. 
Richard  B.  McElvein,  Lexington,  as  President,  and 
elected  Mrs.  Wally  O.  Montgomery,  Paducah,  to  the 
office  of  President-Elect  for  the  1974-75  Associa- 
tional year.  Mrs.  McElvein  succeeds  Mrs.  William 
Pearson,  Owensboro,  who  presided  over  the  Annual 
Convention  held  concurrently  with  the  KMA  Annual 
Meeting,  September  24-26  in  Louisville. 

Other  newly-elected  officers  of  the  WA-KMA  for 
this  year  included:  Mrs.  Robert  Taylor,  Elizabeth- 
town, First  Vice-President;  Mrs.  Frank  L.  Duncan, 
Monticello,  Second  Vice-President;  Mrs.  Edwin  Davis, 
Paducah,  Third  Vice-President;  Mrs.  William  Keller, 
Frankfort,  Fourth  Vice-President;  Mrs.  Charles  N. 
Nicholson,  Lexington,  Treasurer;  and  Mrs.  Robert 
Runge,  Fort  Thomas,  Recording  Secretary. 

The  primary  goal  of  the  Woman’s  Auxiliary  is 
to  assist  KMA  in  its  work  for  the  advancement  of 
health  care  in  Kentucky.  There  are  26  organized 
auxiliaries  with  a membership  of  over  1200,  and 
100  members-at-large. 

The  Conference  and  Board  Meeting  of  WA-KMA 
met  on  October  29-30  at  Rough  River  State  Park. 
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Dr.  Van  Meter,  Hasty  Riddle 
Honored  by  KMA 

J.  Farm  Van  Meter,  M.D.,  Lexington,  and  Hasty 
W.  Riddle,  Louisville,  received  the  1974 

KMA  awards  during  the  President’s  Luncheon, 
September  25,  at  the  Annual  Meeting.  Richard  F. 
Grise,  M.D.,  Chairman  of  the  Awards  Committee, 
presented  the  Distinguished  Service  Award  to  Doctor 
Van  Meter  and  the  Kentucky  Medical  Association 
Award  to  Mr.  Riddle. 

Doctor  Van  Meter,  a surgeon,  has  been  an  active 
member  of  KMA  since  1925.  He  served  as  a Delegate 
from  1936-47,  and  as  Vice-President  and  President 
of  the  Fayette  County  Medical  Society  in  1941-42. 
In  addition  to  holding  offices  on  the  staffs  of  Good 
Samaritan  and  St.  Joseph  Hospitals,  Doctor  Van 
Meter  was  President  of  the  Kentucky  Division  of 
the  American  Cancer  Society  in  1956,  and  in  1964 
was  appointed  to  the  State  Board  of  Health.  He  was 
made  an  emeritus  member  of  KMA  in  1973. 

Mr.  Riddle,  honored  for  his  accomplishments  as  a 
layman  in  the  field  of  health  care,  has  been  Execu- 
tive Vice  President  of  the  Kentucky  Hospital  As- 
sociation since  1960.  Involved  in  the  development  of 
Comprehensive  Health  Planning  in  Kentucky,  he  also 
serves  as  a member  of  the  Kentucky  Physicians’ 
Mutual  Board  (Blue  Shield)  in  Kentucky,  the  South- 
eastern Hospital  Conference  Board  of  Directors,  the 
American  Hospital  Association  Regional  Advisory 
Board,  and  the  American  College  of  Hospital  ad- 
ministrators. Mr.  Riddle  was  instrumental  in  the 
passage  of  the  Kentucky  Certificate  of  Need  legisla- 
tion, and  has  worked  closely  with  the  Kentucky 
Medical  Association  in  his  several  capacities  to  pro- 
mote communication  and  cooperation  among  state 
health  professionals. 

1975  Nominating  Committee 
Chosen  By  Delegates 

Five  physicians  were  elected  to  serve  on  the  1975 
Nominating  Committee  by  action  of  the  KMA  House 
of  Delegates  at  its  final  annual  session  September  25. 
Committee  members  are:  John  M.  Baird,  M.D.,  Dan- 
ville, Chairman;  Keith  M.  Coverdale,  M.D.,  Bowling 
Green;  A.  B.  Richards,  M.D.,  Louisa;  James  C. 
Salato,  M.D.,  Columbia;  and  James  C.  Seabury,  M.D., 
Paducah. 

The  Committee  is  responsible  for  presenting  a slate 
of  candidates  for  all  elective  offices  within  the  struc- 
ture of  the  Kentucky  Medical  Association  to  the 
House  of  Delegates  at  the  1975  Annual  Meeting. 


Construction  began  on  the  University  of  Louisville 
Hospital  Project  on  October  24th.  The  $51.8  million 
endeavor  includes:  a University  teaching  hospital; 
clinical  faculty  office  tower  and  ambulatory  care 
building;  parking  structure  and  institutional  services 
building;  and  renovation  of  “K”  building  at  the  back 
of  Louisville  General  Hospital. 


Fine  Words  From  Fine  People — 
Guests  Praise  Annual  Meeting 

“The  quality  of  the  meeting  was  excellent  in  ever; 
respect.  It  is  obvious  how  very  much  you  have  sacn 
ficed  over  many  years  to  the  success  of  your  organi 
zation.  Without  your  sacrifices  and  your  high  sense  o 
responsibility,  I doubt  that  it  could  be  done.” 

William  E.  Gilmore,  M.D 
President 

West  Virginia  State 
Medical  Association 
Parkersburg,  W.  Va. 

“I  wish  to  express  my  sincerest  appreciation  fo 
the  outstanding  hospitality  shown  my  wife  and  my 
self  on  our  recent  visit  to  Louisville.  I thoroughly  en 
joyed  participating  in  the  Annual  Meeting  of  th 
Kentucky  Medical  Association,  and  greatly  enjoyei 
the  people  we  met.” 

John  E.  Hoopes,  M.D. 
Professor  of  Plastic  Surger 
Johns  Hopkins  University 
School  of  Medicine 
Baltimore,  Maryland 

“I  enjoyed  participating  in  the  Annual  Meeting  o 
the  Kentucky  Medical  Association,  and  hope  that  ii 
some  small  part,  I helped  to  make  your  meeting  ; 
success.” 

Donald  G.  Vidt,  M.D. 

Head,  Clinical  Section 
Department  of  Hypertensioi 
and  Nephrology 
Cleveland  Clinic 
Cleveland,  Ohio 

“I  want  to  thank  you  for  Mrs.  Samitz  and  mysel 
for  the  many  courtesies  extended  to  us  at  the  KM/ 
Annual  Meeting.  It  was  a most  pleasant  visit  and  w> 
certainly  have  fallen  in  love  with  the  Bluegrass  State.’ 

M.  H.  Samitz,  M.D. 

Professor  and 

Director  of  Graduate  Dermatology 

University  of  Pennsylvania 

Philadelphia,  Pennsylvania 

Arthur  H.  Keeney,  M.D.,  Louisville,  has  beer 
named  to  the  AMA  National  Committee  for  Researcl 
in  Ophthalmology  and  Blindness,  and  the  AM/ 
Joint  Commission  on  Allied  Health  Personnel  ir 
Ophthalmology. 

The  U.S.  Naval  Reserve  Medical  Program  in  Louis 
ville  is  enlisting  members  from  among  any  formei 
medical  officer,  medical  service  officer  or  nurse  whc 
served  on  active  duty  in  the  Navy  or  another  service 
The  program  provides  task-  performing  units  foi 
phased  mobilization  during  national  emergencies  oi 
when  otherwise  authorized  by  law.  Further  details 
can  be  obtained  from  the  Louisville  Naval  Reserve 
Center,  5401  Southside  Drive,  Louisville  40214,  (502) 
368-1405. 
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Summary  Of  Delegates’  Actions  On  Reports  And  Resolutions 
For  1974  KMA  Annual  Meeting 


The  House  of  Delegates  of  KMA  reviewed  and 
J!ook  action  on  41  reports  and  26  resolutions  sub- 
-nitted  to  them  at  this  year’s  Annual  Meeting  Septem- 
ber 24-26.  Reference  committees  heard  testimony  on 
he  reports  and  resolutions  on  Monday,  September 
r 23,  and  the  House  took  final  action  on  Wednesday, 
September  25.  Some  of  the  actions  taken  are  as 
'ollows: 


1)  Continuing  Education  Requirements 
The  reference  committee  studied  a resolution  from 
he  KMA  Medical  Education  Committee  regarding 
:ontinuing  education  requirements  for  Kentucky 
physicians.  The  resolution  stated  that  the  KMA  en- 
lorse  and  call  upon  staff  to  administratively  estab- 
ish  a system  for  insuring  systematic  participation  of 
ill  physicians  in  continuing  education.  Each  physician 
s to  be  allotted  a period  of  three  years  from  July  1, 
1975,  to  furnish  evidence  of  compliance  with  the  con- 
inuing  education  requirements  of  his  specialty  and 
” provide  continuing  compliance  after  the  initial  three 
/ears.  The  resolution  also  addressed  itself  to  the  fact 
hat  the  Kentucky  Board  of  Medical  Licensure  should 
pe  requested  to  require  by  regulation  satisfactory 
participation  in  continuing  education  for  reregistration 
o;  pf  license  to  practice  medicine. 


12)  Professional  Standards  Review  Organization 

After  lengthy  discussion  and  several  resolutions 
from  various  county  medical  societies  and  the  KMA 
Board  of  Trustees,  it  was  determined  that  KMA 
should  reaffirm  its  previously  stated  policy  regarding 
PSRO.  The  policy  on  PSRO  was  established  at  the 
1973  KMA  Annual  Meeting  in  a substitute  resolution 
idopted  by  the  House  which  established  a single, 
>tate-wide  PSRO  for  Kentucky  and  also  recognized 
that  repeal  or  modification  of  PSRO  legislation  ulti- 
; mately  may  be  required  to  preserve  high  quality  pa- 
[;  tient  care. 


3)  Chiropractic  Involvement  with  Medicare 
The  Board  of  Trustees  introduced  a resolution  re- 
garding the  fact  that  Metropolitan  Life  Insurance 
Company  has  retained  chiropractors  in  the  review 
mechanism,  and  pointed  out  that,  although  this  action 
H is  legal,  it  could  possibly  jeopardize  the  relationship 
of  the  physicians  of  Kentucky  with  Metropolitan.  It 
was  resolved  that  KMA  petition  Metropolitan  to  re- 
consider the  use  of  chiropractors  in  the  claims  re- 
view system  and  instate  scientifically  accepted  sys- 
tems to  reasonably  process  legitimate  claims.  Further, 
it  was  resolved  that  if  these  negotiations  prove  futile, 
the  Board  of  Trustees  would  be  empowered  to  in- 
form the  membership  and  advise  all  Kentucky  phy- 
sicians of  actions  regarding  the  Metropolitan  Insur- 
ance Company.  This  resolution  also  states  that  all 
KMA  members  should  be  informed  of  the  unalter- 
able opposition  of  the  House  of  Delegates  to  the 
inclusion  of  chiropractors  in  any  review  mechanism. 


4)  Medicaid 

The  KMA  Board  of  Trustees  introduced  a resolu- 
tion regarding  the  Medicaid  Program  in  Kentucky, 
which  set  forth  the  problems  which  have  been  deeply 
ingrained  in  the  Program  regarding  physicians  who 
have  participated  in  the  Medicaid  Program.  The 
resolution  points  out  that  physician  profiles  have 
not  been  updated  to  bring  them  in  line  with  normal 
medical  charges  or  even  with  Medicare  and  other 
government  medical  programs.  The  resolution  did 
point  out  that  following  many  conferences  with  the 
Governor  of  the  Commonwealth,  he  has  shown  in- 
terest by  authorizing  increased  Medicaid  funds  from 
twelve  to  twenty  million  dollars  during  the  next  fiscal 
year.  The  resolution  further  pointed  out  that  the 
Board  of  Trustees  continues  to  urge  physicians  to 
participate  in  the  Medicaid  Program  and  stated  that 
the  Board  will  attempt  to  pursue  the  goal  of  full 
reimbursement  of  the  usual,  customary  and  reason- 
able charges  within  the  structure  of  Medicaid  in 
Kentucky. 

5)  A Non-discovery  Statute 

It  was  pointed  out  that  during  the  1974  General 
Assembly  in  Kentucky  there  had  been  a decision 
reached  to  attempt  to  have  a non-discovery  statute 
introduced  in  the  Kentucky  House  of  Representatives. 
The  Jefferson  County  Medical  Society,  in  its  resolu- 
tion, requested  that  the  House  of  Delegates  instruct 
the  KMA  Legislative  Committee  to  begin  at  once 
to  work  with  allied  groups  to  plan  for  the  introduc- 
tion and  passage  of  a Non-discovery  statute  of  qual- 
ity review  minutes,  records,  testimony  and  proceed- 
ings at  the  next  session  of  the  Kentucky  General  As- 
sembly. 

6)  Other  Matters 

Some  of  the  other  matters  taken  up  included  ac- 
ceptance of  students,  interns  and  residents  as  voting 
members  of  the  House  of  Delegates;  set  in  motion 
revision  of  the  Legislative  Activities  Committee  so 
that  there  would  be  separate  and  distinct  committees 
for  both  national  and  state  legislative  matters;  recom- 
mended passage  of  a resolution  from  Campbell-Ken- 
ton  County  Medical  Society  regarding  HMO’s  and 
private  insurance  coverage;  recommended  that  the 
portion  of  the  report  of  the  Chairman  of  the  Board 
of  Trustees  dealing  with  the  Ad  Hoc  Committee  on 
Mental  Health-Mental  Retardation  be  made  available 
to  all  county  medical  societies,  with  the  request  that 
the  societies  distribute  such  report  to  comprehensive 
care  center  board  members  in  their  area. 

This  is  a very  brief  summary  of  a few  of  the  actions 
taken  during  the  1974  Annual  Meeting.  As  in  the 
past,  all  reports  and  resolutions  acted  upon  by  the 
House  of  Delegates  will  be  published  in  their  entirety 
in  the  December  issue  of  the  Journal  of  KMA. 
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Was  Your  Delegate  Present? 
ROLL  CALL  — 

1974  House  of  Delegates 
KMA  Annual  Meeting 


OFFICERS 


Firs}  Second 
Session  Session 


Speaker 
Vice-Speaker 
President 
President-Elect 
Vice-President 
Secretary 
Treasurer 
Delegate  to  AMA 
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Delegate  to  AMA 
Alternate  Delegate 
to  AMA 

Alternate  Delegate 
to  AMA 


Richard  F.  Greathouse 
Carl  Cooper,  Jr. 

Fred  C.  Rainey 
Hoyt  D.  Gardner 
Gabe  A.  Payne 
S.  Randolph  Scheen 
Keith  P.  Smith 
J.  Thomas  Giannini 
John  C.  Quertermous 
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to  AMA 

Thomas  L.  Heavern,  Jr.  Present 

Present 
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Ben  L.  Crowder 
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Present 

District 

First 

TRUSTEES 

W.  Eugene  Sloan 

Present 

Present 

Second 

Charles  C.  Kissinger 
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Present 

Third 

Ralph  L.  Cash 

Fourth 

W.  Bruce  Hamilton 
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Fifth 

Edward  N.  Maxwell 
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Paul  J.  Parks 
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John  P.  Stewart 
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James  L.  Ferrell 

Present 
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David  A.  Hull 

Present 

Present 
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Robert  N.  McLeod,  Jr. 
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J.  Wesley  Johnson 
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Fourteenth 

Ballard  W.  Cassady 
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Fifteenth 

Harold  L.  Bushey 
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Present 
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ALTERNATE  TRUSTEES 

Keith  E.  Ellis 
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Kenneth  M.  Eblen 
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Emmett  W.  Wood 
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Present 
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Present 
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Don  R.  Stephens 
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Eleventh 
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Jerry  D.  Fraim 
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C.  Douglas  LeNeave 

Present 

HICKMAN 

C.  J.  Mills 

LIVINGSTON 

Stephen  Burkhart 

McCRACKEN 

Charles  H.  Bohle 

Present 

Present 

Wm.  E.  Jackson  (Alt.) 

Present 

Present 

Wally  Montgomery 

Present 

Present 

MARSHALL 

Keith  Ellis 

Present 

Present 

DAVIESS 

Second  District 

James  H.  Callis 

Present 

Present 

Glen  Richards 

Present 

Present 

Marilyn  S.  Sanders 

Present 

Present 

HANCOCK 

HENDERSON 

Kenneth  Eblen 

Present 

Present 

John  McClellan 

Present 

McLEAN 

E.  S.  Coleman 

OHIO 

Robert  E.  Norsworthy 

Present 

Present 

UNION 

Darrel  L.  Vaughn 

Present 

WEBSTER 
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Third  District 


CRITTENDEN  R.  M.  Brandon 

HOPKINS  James  Gulley 

Wallace  R.  Alexander 
LYON  Mort  H.  Moseley 

PENNYRILE  MULTI-COUNTY  SOCIETY 


CALDWELL 

CHRISTIAN 


MUHLENBERG 

TODD 

TRIGG 


Nathaniel  H.  Talley 
Frank  Pitzer 
Carl  B.  Caplinger 
Delmas  Clardy  (Alt.) 
Gary  Givens 
Henry  R.  Bell 
William  N.  Richardson 


BRECKINRIDGE 

BULLITT 

GRAYSON 

GREEN 

HARDIN 

HART 

LARUE 

MARION 

MEADE 

NELSON 

TAYLOR 

WASHINGTON 


JEFFERSON 


Fourth  District 

William  D.  Hatfield 
J.  W.  Roney 
Victor  F.  Duvall 
William  L.  Shuffett 
Terrell  D.  Mays 
Thomas  Ferriell,  Jr. 
Keene  M.  Hill 


Charles  B.  Spalding 
Forest  F.  Shely 


Fifth  District 

John  D.  Allen 
Joseph  C.  Babey 
McHenry  S.  Brewer 
Glenn  W.  Bryant 
Peter  C.  Campbell,  Jr. 
W.  Neville  Caudill 
Samuel  H.  Cheng 
Normal  G.  Collier 
Charles  E.  Dobbs 
John  H.  Doyle 
Rudy  J.  Ellis 
Will  S.  Foster 
Darius  Ghazi 
John  N.  Hafner 
Edward  Haick 
Harold  D.  Haller,  Sr. 
R.  Brooks  Howard 
Arthur  H.  Keeney 
Laszlo  Makk 
Robert  L.  McClendon 
Clyde  T.  Moore 
Charles  R.  Oberst 
William  J.  Oliver 
C.  Kenneth  Peters 
Anne  C.  D.  Richman 
R.  Parnell  Rollings 
W.  Fielding  Rubel 
Robert  P.  Schiavone 
Robert  M.  Senese 
Charles  B.  Severs 
David  C.  Shipp 
Charles  Smith  (Alt.) 
David  L.  Stewart 
Walter  L.  Thompson 
Robert  S.  Tillett 
Lloyd  G.  Yopp 


Present 

Present 


Present 

Present 


Present 

Present 

Present 

Present 


Present 

Present 

Present 


Present 


Present 

Present 


Present 


Present 

Present 

Present 

Present 

Present 


Present 


Present 

Present 

Present 

Present 

Present 

Present 


Present 

Present 

Present 


Present 


Present 

Present 


Present 

Present 


Present 

Present 

Present 


III 

|0L 


Present 

Present 

Present 


ICC 


Present  . 

Present 

Present 

Present 

Present 

Present 


Present 

Present 


Present 

Present 

Present 

Present  i IE' 

Present  I W( 

Present 

Present 

• Cl 

Present  py 
Present  j ji 


Present 
Present  | \([ 
Present  I j|i 
Present  i gv 
Present  n 
Present 
Present 
Present 
Present 
Present  ? 
Present 
Present  Cl 
Present  ' 
Present  “ 
Present 
Present  ; 
Present  ! 
Present 
Present  *! 
Present  ; 
Present 
Present 
Present  pi 
Present 


ADAIR 

ALLEN 

BARREN 

BUTLER 

CUMBERLAND 

EDMONSON 

LOGAN 

METCALFE 

MONROE 

SIMPSON 

WARREN 


Sixth  District 

James  C.  Salato 
Earl  P.  Oliver 
Daryl  P.  Harvey 
Richard  T.  C.  Wan 
Joseph  Schickel 
Sidney  E.  Farmer 
C.  V.  Dodson 
Lewis  Martin  (Alt.) 
L.  P.  Emberton 
James  E.  Carter 
J.  Michael  Pulliam 
Keith  Coverdale 
Nelson  B.  Rue 
Gerald  E.  Sullivan 


C 

E 


Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

ANDERSON 

CARROLL 

FRANKLIN 

GALLATIN 

GRANT 

HENRY 

OLDHAM 

OWEN 

SHELBY 

SPENCER 

TRIMBLE 


BOONE 

CAMPBELL- 

KENTON 


Seventh  District 

H.  Boyd  Caudill 
Cecil  Martin 
J.  Myron  Lord 
W.  Snyder,  Jr. 

John  D.  Fielding 
Laurence  M.  Quill 
Wyatt  Norvell 
E.  G.  Houchin 
Maurice  Bowling 
Willis  P.  McKee 
W.  K.  Skaggs 
Carl  Cooper,  Jr. 

Eighth  District 

William  R.  Yates 
Joseph  G.  Braun 
Howard  Heringer,  Jr. 
Paul  Klingenberg 
Robert  C.  Smith  (Alt. 
Robert  E.  Smith 


Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present  Present 


Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 
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Fred  C.  Stine 

Present 

Present 

Jerry  C.  Sutkamp 

Present 

Present 

R.  J.  Timmerman 

Present 

Present 

Ninth  District 

BATH 

Robert  A.  Byron 

BOURBON 

Harry  L.  Galloway 

Present 

Present 

BRACKEN 

J.  M.  Stevenson 

Present 

Present 

FLEMING 

R.  W.  Fidler 

Present 

Present 

HARRISON 

Don  R.  Stephens 

Present 

Present 

MASON 

Harry  C.  Denham 

Present 

Present 

NICHOLAS 

Andrew  R.  Hamon 

PENDLETON 

William  Townsend 

Present 

ROBERTSON 

SCOTT 

R.  Kendall  Brown 

Present 

Present 

Tenth  District 

FAYETTE 

Leslie  W.  Blakey 

Present 

Present 

M.  Cary  Blaydes 

Present 

Present 

Peter  P.  Bosomworth 

Present 

Present 

Thomson  R.  Bryant.  Jr. 

Present 

Present 

Colby  N.  Cowherd 

Present 

Present 

Glenn  U.  Dorroh 

Present 

Present 

Richard  D.  Floyd 

Present 

Present 

Ward  O.  Griffen 

Present 

Allen  E.  Grimes,  Jr. 

Present 

Present 

Richard  F.  Hench 

Present 

Present 

C.  Nicholas  Kavanaugh 

Present 

Present 

Richard  B McElvein 

Present 

Present 

Carl  H.  Scott 

Present 

Present 

John  M.  Stoeckinger 

Present 

Present 

John  E.  Trevev 

Present 

Present 

James  G.  Wilhite 

Present 

Present 

JESSAMINE 

J.  Sankey  Williams 

Present 

Present 

WOODFORD 

William  J.  Graul 

Present 

Eleventh  District 

CLARK 

ESTILL 

JACKSON 

Donald  L.  Peterson 

LEE 

Arnold  L.  Taulbee 

Present 

MADISON 

Don  E.  Cloys 

Present 

Present 

Linda  S.  Fagan 

Present 

Present 

MENIFEE 

MONTGOMERY 

William  McKenna 

Present 

Present 

OWSLEY 

Mildred  B Gabbard 

POWELL 

Charles  Noss 

WOLFE 

Paul  F.  Maddox 

Twelfth  District 

BOYLE 

John  M.  Baird 

Present 

Present 

CASEY 

Garnett  J.  Sweeney 

Present 

CLTNTON 

Floyd  B.  Hay 

Present 

Present 

GARRARD 

B.  Glenn  Hicks 

Present 

LINCOLN 

McCreary 

Hoover  A.  Perry 

MERCER 

E.  H.  John 

PULASKI 

Danny  Clark 

Present 

Present 

Veryl  Frye 

Present 

ROCKCASTLE 

RUSSELL 

James  E.  Monin 

WAYNE 

Thirteenth  District 

BOYD 

Larry  B.  Craycraft 

Present 

Present 

J.  E.  Moore 

Present 

Present 

Garner  E.  Robinson 

Present 

Present 

CARTER 

ELLIOTT 

GREENUP 

Thomas  E.  Stevens 

Present 

Present 

LAWRENCE 

A.  B.  Richards 

Present 

LEWIS 

MORGAN 

Alec  Spencer 

Present 

ROWAN 

Patrick  J.  Serey 

Present 

Present 

Fourteenth  District 

BREATHITT 

Robert  E.  Cornett 

FLOYD 

W.  Grady  Stumbo 

Present 

Present 

JOHNSON 

Franklin  K.  Belhasen 

Present 

Present 

KNOTT 

Gene  T.  Watts 

Present 

LETCHER 

James  B.  Tolliver 

Present 

Present 

MAGOFFIN 

MARTIN 

Raymond  D.  Wells 

Present 

PERRY 

Keith  Cameron 

PIKE 

Max  P.  Jones 

Present 

Harvey  Page  (Alt.) 

Present 

James  B.  Zimmerman 

Present 

Present 

Fifteenth  District 

BELL 

Francis  Forde 

Present 

Present 

Emanuel  Rader 

Present 

Present 

CLAY 

William  E.  Becknell 

Present 

Present 

HARLAN 

R.  Smith  Howard 

Present 

Loyal  K.  Wilson 

Present 

Present 

KNOX 

Rogelio  A.  Acosta 

(Alt.) 

Present 

Rufino  Crisostomo 

Present 

LAUREL 

Ed  Lauber 

Present 

LESLIE 

Frank  Lepreau 

Present 

WHITLEY 

R.  D.  Pitman 

Present 

Present 

The  information  in  the  Roll  Call  was  taken  from  the 
attendance  record  cards  signed  by  the  delegates  prior 
to  the  meetings  of  the  House,  September  23  and  25. 


Preschool  Immunization  Campaign 
Urged  Nationwide 

KMA,  the  Kentucky  Department  for  Human  Re- 
sources, AMA,  and  numerous  other  agencies  are  join- 
ing in  a nationwide  campaign  to  raise  the  immuniza- 
tion level  of  pre-school  children.  The  objective  is  to 
immunize  a minimum  of  90%  of  the  estimated  5 
million  susceptible  children  between  the  ages  of  1 
and  4 against  polio,  measles,  rubella,  diptheria,  tetanus 
and  whooping  cough  by  the  time  they  enter  first 
grade. 

KMA  officials  are  encouraging  all  physicians  to 
initiate  an  ongoing  audit  of  patient  records  and  par- 
ents should  be  encouraged  to  determine  the  immuni- 
zation status  of  their  children. 


Ada  R.  Gaskill,  M.D,,  is  the  new  Chief  of  Medical 
Services  for  the  Green  River  Comprehensive  Care 
Center,  Owensboro.  Doctor  Gaskill  has  been  a general 
practitioner  for  20  years  in  Des  Moines,  Iowa. 


STATEMENT  OF  OWNERSHIP 
MANAGEMENT  AND  CIRCULATION 

(Act  of  August  12,  1970;  Section  3685. 

Title  39,  United  States  Code) 

1.  Title  of  Publication:  The  JOURNAL  OF  THE  KEN- 
TUCKY MEDICAL  ASSOCIATION. 

2.  Date  of  filing:  October  1,  1974. 

3.  Frequency  of  issue:  Monthly. 

4.  Location  of  known  office  of  publication:  3532  Ephraim 
McDowell  Drive,  Louisville,  Jefferson  County,  Kentucky 
40205. 

5.  Location  of  the  headquarters  or  general  offices  of  the 

publishers:  3532  Ephraim  McDowell  Drive,  Louisville, 

Kentucky  40205. 

6.  Names  and  addresses  of  publisher,  editor,  and  managing 

editor:  Publisher — Kentucky  Medical  Association,  3532 

Ephraim  McDowell  Drive,  Louisville,  Kentucky  40205. 
Editor — Walter  I.  Hume,  Jr.,  M.D.,  768  Medical  Towers 
South,  Louisville,  Kentucky  40202.  Managing  Editor — 
Robert  G.  Cox,  3532  Ephraim  McDowell  Drive,  Louis- 
ville, Kentucky  40205. 

7.  Owner:  Kentucky  Medical  Association,  3532  Ephraim 

McDowell  Drive,  Louisville,  Kentucky  40205. 

8.  Known  bondholders,  mortgagees,  and  other  security  hold- 
ers owning  or  holding  1 percent  or  more  of  total  amount 
of  bonds,  mortgages  or  other  securities:  Citizens  Fidelity 
Bank  and  Trust  Company,  P.O.  Box  1140,  Louisville, 
Kentucky  40201. 

10.  Nonprofit  organizations  authorized  to  mail  at  special  rates: 
The  purpose,  function,  and  nonprofit  status  of  this  organ- 
ization and  the  exempt  status  for  Federal  income  tax 
purposes  have  not  changed  during  the  preceeding  12 
months. 


Extent  and  nature  of  circulation: 

Average 

Single 

no.  copies 

issue 

each  issue 

published 

during 

nearest 

preceeding 

to  filing 

12  months 

date 

A.  Total  no.  copies  printed: 

B.  Paid  circulation: 

1.  Sales  through  dealers  and 
carriers,  street  vendors  and 
counter  sales: 

3431 

3450 

0 

0 

2.  Mail  subscriptions: 

3103 

3110 

C.  Total  paid  circulation: 

3103 

3110 

D.  Free  distribution  by  mail,  carrier 

or  other  means: 

1.  Samples,  complimentary,  and 
other  free  copies: 

285 

305 

2.  Copies  distributed  to  news 

agents  but  not  sold: 

0 

0 

E.  Total  distribution 

3388 

3415 

F.  Office  use,  left-over,  unaccounted. 

spoiled  after  printing: 

43 

35 

G.  Total: 

3431 

3450 

I certify  that  the  statements  made  by  me  above  are  correct 
and  complete.  Robert  G.  Cox,  Managing  Editor. 
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COMPARATIVE  REGISTRATION  FIGURES 

KMA  Annual  Meetings 


Louisville 

Louisville 

Louisville 

Louisville 

Louisville 

Louisville 

Louisville 

Louisville 

Louisville 

Louisville 

1965 

1966 

1967 

1968 

1969 

1970 

1971 

1972 

1973 

1974 

KMA  Members 

1172 

1016 

957 

1009 

1056 

1013 

1186 

940 

929 

918 

Guest  Physicians 

138 

195 

152 

153 

149 

130 

149 

142 

138 

116 

Interns-Residents 

132 

121 

94 

103 

95 

101 

70 

119 

103 

81 

Medical  Students 

193 

209 

222 

185 

218 

245 

233 

234 

234 

150 

Registered  Nurses 

27 

33 

24 

42 

27 

48 

30 

41 

61 

38 

Exhibitors 

297 

312 

272 

256 

305 

280 

269 

241 

240 

251 

Guests 

172 

126 

115 

324 

339 

379 

356 

364 

405 

335 

Technicians  — 
Office  Assistants 

55 

46 

31 

29 

39 

32 

36 

34 

30 

31 

TOTAL  ATTENDANCE 

2186 

2058 

1867 

2111 

2228 

2228 

2329 

2115 

2140 

1920 

Itt  iintuirtam 


GEORGE  M.  ASHER,  JR.,  M.D. 

Pineville 

1906-1974 

George  M.  Asher,  Jr.,  M.D.,  a general  practitioner 
with  a special  interest  in  surgery,  died  September  24  at 
the  age  of  67.  Doctor  Asher  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  1933.  He 
was  a member  of  the  Kentucky  Medical  Association 
and  the  Bell  County  Medical  Society. 

THOMAS  T.  BRACKIN,  JR.,  M.D. 

Bardwell 

1915-1974 

Thomas  T.  Brackin,  Jr.,  M.D.,  58,  died  July  31. 
A 1944  graduate  of  the  University  of  Tennessee  Col- 
lege of  Medicine,  Doctor  Brackin  was  a general  prac- 
titioner. He  was  a member  of  the  Kentucky  Medical 
Association  and  the  Carlisle  County  Medical  Society. 

MARVIN  A.  LUCAS,  M.D. 

Louisville 

1909-1974 

Marvin  A.  Lucas,  M.D.,  died  September  28  at  the 
age  of  65.  Doctor  Lucas,  a proctologist,  graduated 
from  the  University  of  Louisville  School  of  Medicine 
in  1936.  He  was  a member  of  the  Kentucky  Medical 
Association,  the  American  Medical  Association,  and 
the  Jefferson  County  Medical  Society. 


INTERNIST  or  Board  Certified 
Family  Practitioner 

Tired  of  long  hours?  Want  to  spend  more  time 
with  your  family,  and  still  practice  high-quality 
medicine?  University  of  Kentucky  Student  Health 
Service  is  looking  for  conscientious  clinicians, 
dedicated  to  top  quality  patient  care.  Faculty 
appointment,  teaching,  excellent  fringe  benefits. 
Contact  Robert  E.  French,  M.D.,  Annex  4,  Uni- 
versity of  Kentucky  Medical  Center,  Lexington, 
Kentucky  (606)  233-6471. 


“Feeling  Good”,  a new  TV  series  on  health  for 
adults  from  the  makers  of  “Sesame  Street”,  will  be 
aired  on  local  PBS  stations  beginning  November  20. 
Some  300  health  experts  developed  the  11  topics  of 
the  series,  to  include  the  health  care  delivery  system, 
child  care  and  mental  health. 


Pending  retirement  of  two  full-time  physicians 
creates  a need  for  two  internists,  surgeons,  or 
family  practitioners  to  deliver  primary  occupa- 
tional health  care  in  two  Cincinnati  locations. 
Industrial  practice  experience  is  desirable,  but 
not  a prerequisite.  You  would  be  joining  a com- 
pany noted  for  its  stability  and  advanced  in- 
dustrial medical  practices  and  would  be  eligible 
for  the  program  of  employee  benefits,  ranking 
among  the  top  5%  of  all  U.S.  Companies,  in- 
cluding profit  sharing,  and  low  cost  insurance. 
To  investigate  these  opportunities,  send  resume 
and  salary  requirement  to: 

Box  101,  Journal  of  KMA 
An  Equal  Opportunity  Employer 


CORRECTIONS 

Drug  Blood  Concentrations  and  Doses.  — In 

the  article,  “Neurotoxic  Reactions  To  Local  Anes- 
thetic Drugs,”  published  in  the  October  issue 
(10:543-547),  the  following  measurements  were 
incorrect: 

Page  544,  right  column,  1st  paragraph,  9th  line 
should  read  “10  ^g/ml,”  instead  of  “10  mg/ml.” 
Page  544,  right  column,  3rd  paragraph,  8th  line 
should  read  “5-10  /xg/ml,”  instead  of  “5-10  mg/ml.” 
Page  547,  left  column,  3rd  paragraph,  4th  line 
should  read  “0.1  mg/kg,”  instead  of  “1  mg/kg.” 
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EYES  RIGHT! 

.to  SOUTHERN  OPTICAL 


LOUISVILLE 


ST.  MATTHEWS 
NEW  ALBANY 
BOWLING  GREEN 
OWENSBORO 


Southern  Optical  Bldg.  — 640  River  City  Mall 
Contact  Lenses  — 640  River  City  Mall 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
Medix  Bldg.  — Adj.  S.S.  Mary  & Elizabeth  Hosp. 
313  Wallace  Center  and  108  McArthur  Drive 
Professional  Arts  Bldg.,  1919  State  Street 
524  East  Main  Street 
Doctors  Bldg.,  1001  Center  Street 


Urgently  desired  the  following  items  to  re- 
furnish a Civil  War  Physician’s  Office  and 
Waiting  Room:  a small  rolltop  desk  with  a 
brass  base  or  other  light  and  physician’s  chair, 
glass-faced  medicine  cabinet,  glass-faced  in- 
strument cabinet,  old  medical  jars  of  that  era, 
medical  chest  (small)  with  drawers  for  tab- 
lets, pills,  etc.,  non-metal  tub  for  Sitz  Baths, 
old  chairs,  curtains,  scales,  rag  carpeting  or 
rugs,  old  saddle  bag,  old  lights  for  office  and 
waiting  room,  old  patient’s  chairs  and  settee, 
two  old  “Shaker”  stoves  about  three  feet  tall 
and  wood  burning  of  cast  iron,  old  stethe- 
scope,  old  brass  microscope,  etc.  Any  sugges- 
tions will  be  greatly  appreciated.  The  Acad- 
emy of  Medicine  of  Cincinnati  believes  this 
offers  us  a unique  opportunity  to  present  all 
visiting  groups  to  this  historic  village  which 
will  reflect  medicine’s  interest.  Please  address 
all  responses  to  Clyde  S.  Roof,  M.D.,  Chairman, 
Committee  on  History,  Academy  of  Medicine 
of  Cincinnati,  320  Broadway,  Cincinnati,  Ohio 
45202. 
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PEDIATRICIAN 

Opportunity  to  gain  valuable  and  in- 
teresting experience.  Employment 
in  a wide-range  program  for  ma- 
ternal child  care  and  crippled  chil- 
drens' services  for  the  Kentucky  Hu- 
man Resources  Department. 

Must  be  licensed  to  practice  medi- 
cine in  Kentucky.  Must  be  board 
eligible,  prefer  board  certified. 

Salary  negotiable;  liberal  fringe 
benefits. 

Write:  Patricia  K.  Nicol,  M.D. 
Manager,  Growth  & Dev.  Branch 
Room  257 

275  East  Main  Street 
Frankfort,  Kentucky 

Or  Call:  502-564-4830 

An  Equal  Opportunity  Employer  M/F 
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Breast  Cancer: 
earlier  warning  system 


o» 

«r 


t; 


Futility  and  frustration  beset  the  phy- 
sician confronted  with  breast  cancer. 
For  the  last  35  years,  the  survival  rate 
has  not  significantly  changed  despite 
intensive  educational  programs  aimed 
at  earlier  detection,  and  improvement 
in  treatment  techniques. 

What  is  the  outlook?  We  know  the 
key  to  reducing  mor- 
tality from  breast  can- 
cer is  in  the  earliest 
possible  diagnosis. 

The  stage  at  which 
breast  cancer  is  de- 
tected is  crucial  to  the 
outcome  of  treatment. 

By  the  time  a lump  is 
discovered  through 
BSE  or  clinical  exam- 
ination, critical  time 
may  have  been  lost. 

And  we  do  have  the 
means  to  achieve  ear- 
lier diagnosis.  We  do 
have  an  earlier  warn- 
ing system.  Mammog- 
raphy and  thermogra- 
phy can  detect  breast 
cancer  before  a lump  Thermography 
is  discernible  by  palpation.  To  demon- 
strate that  it  is  practical  and  feasible 
to  detect  breast  cancer  earlier  by  using 
these  modalities,  the  American  Can- 
cer Society  and  the  National  Cancer 
Institute  are  funding  a network  of 
breast  cancer  demonstration  projects. 
Supported  by  grants  of  $2-mil  I ion  from  ® 


the  ACS  and  $4-million  from  the 
20  such  centers  are  expected  to  be 
erative  across  the  country  by  the  er 
the  year.  Each  will  screen  at  no  cha 
approximately  5,000  women  annu 
in  what  is  considered  to  be  the  idea 
tection  program— to  include  clinica 
amination,  mammography  and  t 
mography.  Eacl 
these  detection  m 
ods  contributes  ir 
pendentlytothede 
tion  of  breast  can 
and  none  can  be 
pensed  with  in 
search  for  early 
ease. 

At  present  we  < 
not  prevent  bre 
cancer,  but  the  po 
tial  for  saving  rr 
lives  is  immense, 
five-year  survival 
surges  dramatic 
from  53%  when  f 
lary  nodes  are  p 
tive,  to  approxima 
85%  when  the  dise 
is  localized,  to  ne 
100%  for  in-situ  cancer. 

We  have  an  earlier  warning  sys 


Si 


Let’s  use  it. 


amerlcan  cancer  socii 


Before  prescribing,  please  consult 
lete  product  information,  a summary 
ich  follows: 

Indications:  Relief  of  anxiety  and 
in  occurring  alone  or  accompanying 
js  disease  states. 

Contraindications:  Patients  with  known 
j sensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
Die  combined  effects  with  alcohol  and 
CNS  depressants.  As  with  all 
jcting  drugs,  caution  patients 
st  hazardous  occupations  requiring 
lete  mental  alertness  (e.g.,  oper- 
machinery,  driving).  Though  physi- 
id  psychological  dependence  have 
been  reported  on  recommended 
, use  caution  in  administering  to 
- tion-prone  individuals  or  those  who 
increase  dosage;  withdrawal  symp- 
i:(including  convulsions),  following 
91  ntinuation  of  the  drug  and  similar 
>se  seen  with  barbiturates,  have  been 
ll<  ted.  Use  of  any  drug  in  pregnancy, 
ion,  or  in  women  of  childbearing 
L equires  that  its  potential  benefits 
lighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  de- 
Jjj  ed,  and  in  children  over  six,  limit  to 
est  effective  dosage  (initially  10 
• less  per  day)  to  preclude  ataxia  or 
edation,  increasing  gradually  as 
5d  and  tolerated.  Not  recommended 
(j  Idren  under  six.  Though  generally 
■commended,  if  combination  therapy 
Dther  psychotropics  seems  indicated, 
i ully  consider  individual  pharmaco- 
: effects,  particularly  in  use  of  poten- 
ir  g drugs  such  as  MAO  inhibitors 
ihenothiazines.  Observe  usual  precau- 
in  presence  of  impaired  renal 
patic  function.  Paradoxical  reac- 
(e.g.,  excitement,  stimulation  and 
■ rage)  have  been  reported  in  psychi- 
patients  and  hyperactive  aggressive 
-en.  Employ  usual  precautions  in  treat- 
of  anxiety  states  with  evidence  of 
nding  depression;  suicidal  tendencies 
De  present  and  protective  measures 
;sary.  Variable  effects  on  blood 
jlation  have  been  reported  very  rarely 
tients  receiving  the  drug  and  oral 
oagulants;  causal  relationship  has 
een  established  clinically. 

Adverse  Reactions:  Drowsiness, 
i and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients.- 
5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®1  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  N J 07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

up  to  100  mg  daily  in 
severe  anxiety 


Librium 


(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  phy 
patient  rapport  and,  on  occasio 
making  it  easierforthe  patient 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

Librium  10  mg  capsiip 

(chlordiazepoxide  HCI) 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; ad.iunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  fre 
and/or  severity  of  grand  mal  seizur 
require  increased  dosage  of  standa 
convulsant  medication;  abrupt  with 
may  be  associated  with  temporary  i : 
crease  in  frequency  and/or  severity 
seizures.  Advise  against  simultanec 
gestion  of  alcohol  and  other  CNS  de 
sants.  Withdrawal  symptoms  (simil 
those  with  barbiturates  and  alcohol 
occurred  following  abrupt  discontir 
(convulsions,  tremor,  abdominal  ar 
cle  cramps,  vomiting  and  sweating! 
addiction-prone  individuals  under  c 


wording  to  her  major 
>ms,  she  is  a psychoneu- 
atient  with  severe 
/.  But  according  to  the 
)tion  she  gives  of  her 
s,  part  of  the  problem 
'und  like  depression, 
because  her  problem, 
gh  primarily  one  of  ex- 
anxiety, is  often  accom- 
t by  depressive  symptom- 

I/.  Valium  (diazepam) 
wide  relief  for  both— as 
essive  anxiety  is  re- 
s the  depressive  symp- 
> isociated  with  it  are  also 
i ;lieved. 

1 ere  are  other  advan- 
s l using  Valium  for  the 
« ement  of  psychoneu- 
; lxiety  with  secondary 
■(five  symptoms:  the 
1 therapeutic  effect  of 
1 l is  pronounced  and 
c This  means  that  im- 
'i  lent  is  usually  apparent 
i<  >atient  within  a few 
» ther  than  in  a week  or 
I 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  B W,  et  al:  Dis  Nerv 
Syst  30:61 5-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-27 8,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


eunce  because  of  their  predisposi- 
fc  abituation  and  dependence.  In 
icy,  lactation  or  women  of  child- 
f age,  weigh  potential  benefit 
|i possible  hazard. 

1 ions:  If  combined  with  other  psy- 
t cs  or  anticonvulsants,  consider 
1/  pharmacology  of  agents  em- 
it drugs  such  as  phenothiazines, 

Is,  barbiturates,  MAO  inhibitors 
•hr  antidepressants  may  potentiate 
li.  Usual  precautions  indicated  in 
k severely  depressed,  or  with  latent 

2 ion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


The  MUDRANES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 
Phenobarbital  (to  lessen  cardiac  stimulation) . 
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INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS : Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmi? 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-formin 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  ras 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiU 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nause 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cau 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephe 
rine:  In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  ner 
ousness,  tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  ui 
nary  retention,  especially  in  the  presence  of  partial  prostatic  obstructio 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggr 
vated.  Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  i 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrit, 
tion,  eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail 
able  in  bottles  of  100  and  1000  tablets;  Mudrane-2  am 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons 


Federal  law  prohibits  dispensing  without  prescription. 
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10th  JAMES  B.  HOLLOWAY,  JR.,  1517  Nicholasville  Rd.,  Lexington  40503  (606)  278-2334 

1976 

11th  R.  EUGENE  BOWLING,  527  W.  Main,  Richmond  40475  (606)  623-3754  1975 

12th  WILLIAM  T.  WATKINS,  500  Bourne  Ave.,  Somerset  42501  (606)  678-8155  1977 

13th  J.  WESLEY  JOHNSON,  2301  Lexington  Ave.,  Ashland  41 1 01  (606)  325-1151 1976 

14th  JERRY  D.  FRAIM,  Euclid  Avenue,  Paintsville  41240  (606)  789-3578  1977 

15th  HAROLD  L.  BUSHEY,  406  Knox  St.,  Box  770,  Barbourville  40906  (606)  546-3024  .1975 


BUYERS  GUIDE 

DECEMBER  BUYERS  GUIDE  FOR  JOURNAL  OF  KMA  1974 


Blue  Cross  and  Blue  Shield  of  Kentucky  650 

Burroughs  Wellcome  Company  651 

D rsey  Laboratories  760 

General  Leasing  Corporation  649 

Eli  Lilly  and  Company  654 


Medical  Protective  Company  678 

Pharmaceutical  Manufacturers  Association  652-653 

William  P.  Poythress  and  Company  644 

Roche  Laboratories  642-643,  761-762 

Southern  Optical  678 


MESSAGE 
FROM  THE 
PRESIDENT 


Mai- Who? 


Hopefully  this  will  not  be  coal  to  Newcastle  or  coke  to  Canterbury — whatever  we  are  in  crisis 
with,  there  are  at  best  only  obfuscated  waves  of  answers  to  the  problem. 

What  is  malpractice?  A pure  example  is  a patient  who  has  been  rendered  care  below  an  acceptable 
level  prevalent  in  the  community.  From  that  point  on,  it’s  all  conjecture,  judgment  and  rights — 
the  rights  being  legal,  medical,  patient  and  moral. 

What  are  the  truths?  1.  There  are  more  such  suits  than  before.  2.  The  settlements  average  larger. 

3.  There  is  more  legal  expertise  (both  sides)  than  ever  before.  4.  There  are  more  medical  pro- 

cedures, techniques,  and  remedies.  5.  Plaintiff  and  defendant  costs  are  up.  6.  There  are  fewer 
companies  issuing  liability  insurance.  7.  It  is  much  more  difficult  for  beginning  physicians  to  be 
covered  and  much  more  costly  premiums  for  all.  8.  People  are  more  “suit  conscious”.  9.  Medical 
practice  is  better  but  more  complicated  and  people  expect  more  infallibility  as  a consequence 

Anything  less  than  perfect  may  be  inferred  by  a patient  to  be  faulty.  10.  Consumerism  has  educated 

patients  to  think  that  a lawsuit  is  a good  means  of  redress  of  grievances  real  or  imaginary. 

Why  do  patients  sue?  At  a recent  meeting  between  American  Medical  Association  and  American 
Bar  Association  representatives,  these  reasons  were  found  to  be  the  most  common:  1.  Patients 
become  angry  or  dislike  their  doctor.  2.  Patients  feel  they  have  lost  the  ability  to  communicate 
their  dissatisfaction  to  the  physician.  3.  The  remark  of  another  physician  or  ancillary  medical  person 
to  the  patient.  4.  The  patient  reads  or  hears  from  another  patient  what  he  then  interprets  as  poor 
care  to  himself.  5.  Patients’  over-expectation  of  what  is  medically  possible.  6.  Patients  feeling  that 
great  monetary  gain  may  be  possible.  7.  Patients’  basic  personal  antagonisms  strike  out  at  all,  even  those 
trying  to  help  them.  8.  Refusal  of  patient  or  family  to  accept  medical  inevitabilities.  9.  Efforts  to 
collect  medical  bills.  10.  Calamities  in  the  medical  environment  not  controllable  by  the  physician 
(heating  pads,  wrong  medication,  burst  steam  pipes,  etc.).  You  will  notice  that  none  of  these  10 
common  causes  have  anything  specific  to  do  with  a physician’s  scientific  expertise. 

What  are  some  other  truths  (can  you  stand  more?)?  1.  It  is  not  possible  to  eliminate  contingency 
fees.  2.  Anyone  can  bring  suit  against  anyone  else.  3.  Even  the  very  best  doctors  get  sued.  4.  Under 
current  structure  and  financing,  the  American  Medical  Association  cannot  build  its  own  medical 
liability  company.  5.  Organized  medicine  (if  we  will  become  at  all  levels  organized)  can  supply  answers. 
These  answers  are  mostly  legislative  as  are  the  legalities  that  make  possible  more  such  suits.  Such 
remedial  legislation  is:  1.  Strengthening  locality  laws.  Limit  the  ability  of  “outside  experts”  to  testify 
in  regard  to  local  medical  standards.  2.  Reduce  statute  of  limitation  rules.  This  was  recently  done 
in  Canada  from  30  to  1 years.  3.  Legislation  to  protect  peer  review  groups  from  legal  action  and 
also  to  protect  their  confidentiality.  4.  Arbitration  laws.  5.  Reasonable  standards  legislatively  drawn 
around  the  doctrine  of  informed  consent.  6.  State  standards  drawn  limiting  by  fiat  the  maximum 
permissible  dollar  liability.  7.  More  effective  statutes  for  capricious  or  nuisance  suits  to  be  in  turn 
subject  to  legal  redress.  8.  National  legislation  drawn  to  prevent  the  complete  collapse  of  legal 
defenses  and  to  draw  perimeters  of  maximum  dollar  liability. 

Considering  all  the  above  it  is  evident  that  many  things  are  possible  and  we  can  do  them  if  we 
work  together — all  physicians.  Our  Kentucky  Medical  Association  is  hard  at  work  now.  The  American 
Medical  Association  is  poised  to  submit  multiple  responses  to  this  crisis. 

Let  this  disturbing  and  tearing  issue  become  by  our  effort  and  solutions  another  product  of  a 
dedicated  professional  organization  bringing  creditable  and  appropriate  answers. 

Hoyt  D.  Gardner,  M.D. 
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Breast  Cancer: 
earlier  warning  system 


Futility  and  frustration  beset  the  phy- 
sician confronted  with  breast  cancer. 
For  the  last  35  years,  the  survival  rate 
has  not  significantly  changed  despite 
intensive  educational  programs  aimed 
at  earlier  detection,  and  improvement 
in  treatment  techniques. 

What  is  the  outlook?  We  know  the 
key  to  reducing  mor- 
tality from  breast  can- 
cer is  in  the  earliest 
possible  diagnosis. 

The  stage  at  which 
breast  cancer  is  de- 
tected is  crucial  to  the 
outcome  of  treatment. 

By  the  time  a lump  is 
discovered  through 
BSE  or  clinical  exam- 
ination,  critical  time 
may  have  been  lost. 

And  we  do  have  the 
means  to  achieve  ear- 
lier diagnosis.  We  do 
have  an  earlier  warn- 
ing system.  Mammog- 
raphy and  thermogra- 
phy can  detect  breast 
cancer  before  a lump  Thermography 

is  discernible  by  palpation.  To  demon- 
strate that  it  is  practical  and  feasible 
to  detect  breast  cancer  earlier  by  using 
these  modalities,  the  American  Can- 
cer Society  and  the  National  Cancer 
Institute  are  funding  a network  of 
breast  cancer  demonstration  projects. 
Supported  bygrantsof$2-millionfrom  ® 


the  ACS  and  $4-million  from  the 
20  such  centers  are  expected  to  I 
erative  across  the  country  by  the  < 
the  year.  Each  will  screen  at  no  cl 
approximately  5,000  women  anr 
in  what  is  considered  to  be  the  ide 
tection  program— to  include  clinic 
amination,  mammography  and 
mography.  Eai 
these  detection 
ods  contributes 
pendentlytothec 
tion  of  breast  ca 
and  none  can  b< 
pensed  with  ir 
search  for  earl} 
ease. 

At  present  we 
not  prevent  bi 
cancer,  but  the  p 
tial  for  saving 
lives  is  immense 
five-year  surviva 
surges  dramati 
from  53%  when 
lary  nodes  are 
tive,  to  approxirr 
85%  when  the  di; 
is  localized,  to  r 
100%  for  in-situ  cancer. 

We  have  an  earlier  warning  sy 
Let’s  use  it. 


•famerican  cancer  soc: 


/ 


Continuing  Educational 
Opportunities 

From  The 

KMA  Postgraduate  Medical 
Education  Office 


IN  KENTUCKY 

DECEMBER 

20-21  “Endocrinology  for  the  Practicing  Physician,”* 
University  of  Kentucky  Medical  Center,  Lex- 
ington. Fee:  $75 

JANUARY  1975 

15-16  KAFP  Northern  Kentucky  Scientific  Seminar, 
Rowntowner  Motor  Inn,  Fort  Mitchell 

FEBRUARY 

12-13  “Family  Planning  in  a Rural  Community,”** 
Mountain  Maternal  Health  League,  Inc.,  Train- 
ing Program,  Berea 

IN  SURROUNDING  STATES 
JANUARY  1975 

1 15-16  “Controversies  in  Surgery,”  sponsored  by  the 
Cleveland  Clinic  Educational  Foundation, 
9500  Euclid  Ave.,  Cleveland,  O.  44106.  Fee: 
$100 

25  Ventilatory  Problems  Workshop,***  sponsored 
by  Oak  Ridge  Hospital,  at  Holiday  Inn,  Oak 
Ridge,  Tennessee 

FEBRUARY 

3-7  “Current  Concepts  in  Oncology,”  sponsored 
by  the  American  College  of  Physicians  with 
the  University  of  Michigan  Medical  Center, 
Ann  Arbor. 


*For  further  information,  contact:  Frank  R.  Lemon, 
M.D.,  Continuing  Education,  College  of  Medicine, 
University  of  Kentucky,  Lexington  40506 
**For  further  information,  contact:  Judy  Keith, 
Mountain  Maternal  Health  League,  Inc.,  211  Munici- 
pal Bldg.,  Berea  40403 

***For  further  information,  contact:  Doris  Croley, 
Oak  Ridge  Hospital,  125  W.  Tennessee  Avenue,  Oak 
Ridge,  Tenn.  37830 


General 

LEASING 

Doctor!  This  is  Your  Own  Plan 
ENDORSED  BY  THE 

Kentucky  Medical 
Association 

for  the  leasing  of 

Cars — All  makes  & models, 
Medical,  Surgical  & Laboratory 

Equipment 

and  Office  Furnishings. 

16  YEARS  EXPERIENCE 
IN  THIS  FIELD 

General  Leasing 

CORPORATION 

121  Bauer  Ave.  St.  Matthews 

(so2)  896-0383 
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is  the  month  for  you  and  your  employees  to 

join  the  KMA  endorsed  Group  Health  Care  Program. 


All  member  doctors  and  their 
employees  are  eligible  for  this 
special  Kentucky  Medical 
Association  Program.  Benefits 
include  comprehensive 
coverage  for  hospitilization, 
surgical-medical  expenses  and 
Major  Medical  benefits. 

If  your  office  has  this 
Special  Group  Program, 
present  employees  not  covered 
by  your  program  may  join  during 
January.  New  employees  may 
enroll  within  60  days  after  they 
become  eligible. 

For  more  information,  contact 
the  Enrollment  Department: 

3101  Bardstown  Road 
Louisville,  Kentucky  40205 
(502)  452-1511 


Blue  Cross 
Blue  Shield 

of  Kentucky 


® Reg  Mark  Blue  Cross  Assn  ®'  National  Association  ol  Blue  Shield  Plans 


WHEN  FLU  HITS  AND 


#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


The  Role 
of  the 

Detail  Man 


“I  may  be  prejudiced,  r 
very  much  in  favor  of  the  do 
I meet.  Most  of  them  are  kn  If 
able  about  the  drugs  they  p i 
and  can  be  a great  help  in  ai 
ing  me  with  new  medicatioi" 


Family  Physician's  Percept  r 

I think  that  most  geneji 
practitioners  in  this  area  fe  < 
do  about  the  detail  man.  0\ f 
years  I have  gotten  to  know  11 
the  men  who  visit  me  regul  I 
they  in  turn  have  become  a a 
my  particular  interests  anc | 
ture  of  my  practice.  They,  1 31 
fore,  limit  their  discussion 
as  possible  to  the  areas  of  i I 
to  me.  Since  I usually  see  t!  ■ j 
representative  again  in  fut  e 
visits,  it  is  in  his  best  interen 
supply  me  with  the  most  hnfi 
factual,  as  well  as  up-to-da 
information  about  his  prod:' 


“In  the  total  picture  c Jj 
with  health  problems  in  th  q 
there  is  a potential  for  deta  !l 
to  play  a meaningful  role.”I 


Dialogue 


The  Positive  Influence 

My  contact  with  reprei 
tives  and  salesmen  of  the  \'i 
ceutical  industry  is  the  typ  of 
tact  that  people  in  a medic  d 
research  people,  and  acadni 
people  have  and  that’s  in  c\\ 
on  a somewhat  different  le;P 
that  of  the  practicing  phys 

Let  me  touch  on  how 
ally  perceive  the  role  of  thca1 
representative.  These  mere; 
large  numbers  of  health  pif9 
sionals.  Thus  they  could  b + 
attimes  actually  are  — dis:IT 
tors  of  useful  information,  hi 
could  consistently  serve  a tl 
cational  function  in  theiraw 
discuss  their  products. 

At  present  they  do  diri* 
printed  material,  brochures 
pamphlets  — some  of  it  sew 
ally  sound  and  therefore  tn| 
ful  — as  well  assomeexce. 
produced  by  the  pharmaol 
industry.  When  theyfunctl 


a Source  of  Information? 

Yes,  with  certain  reservations, 
verage  sales  representative 
great  fund  of  information 
ejt  the  drug  products  he  is  re- 
i iible  for.  He  is  usually  able  to 
)>er  most  questions  fully  and 
a igently.  He  can  alsosupply 
jjjits  of  articles  that  contain  a 
deal  of  information.  Here, 
''exercise  some  caution.  I usu- 
'e,:cept  most  of  the  statements 
Pinions  that  I find  in  the 
)visand  studies  which  come 
11  .he  largerteachingfacilities. 

5 without  saying  that  a physi- 
hould  also  rely  on  other 
es  for  his  information  on 
lacology. 

ng  of  Sales  Representatives 

deally,  a candidate  for  the 
)n  as  a sales  representative 
larmaceutical  company 
i be  a graduate  pharmacist 
3S  a questioning  mind.  I don’t 
his  is  possible  in  every  case, 
i it  becomes  the  responsibility 


>1 


ity  they  are  indeed  useful; 
jlarly  in  the  fact  that  they 
linate  broadly  based  educa- 
riaterial  and  serve  not  just 
shers”  of  their  drugs. 

her  Side  of  the  Coin 

bviously,  the  pharmaceuti- 
ipanies  are  not  producing  all 
aterial  as  a labor  of  love— 

Je  in  the  business  of  selling 
ts  for  profit.  In  this  regard 
i bitious  and  improperly  moti- 
ales  representative  can 
negative  influence  on  the 
: ing  physician,  both  by  pre- 
i ;a  one-sided  picture  of  his 
t,  and  by  encouraging  the 
oner  to  depend  too  heavily 
j’s  for  his  total  therapy.  In 
'ays,  the  salesman  has  often 
nd  objective  reality  and 
lined  his  potential  role  as  an 

lod Pr- 

ustry  Responsibility 

nee  the  detail  man  must  be 
I mation  resource  as  well  as 
>i  tentative  of  his  particular 
nceutical  company,  he 
I be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce— information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


in the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


tion  must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D C.  20005 


Kefzol 

cefazolin  sodium 

Ampoules,  equivalent  to  1 Cm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
400380 
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Ampicillin-Resistant  Hemophilus  Influenzae: 

Complacency  Ends 


Garrett  Adams,  M.D.* 
Louisville,  Kentucky 


Ampicillin-resistant  strains  of  Hemo- 
philus influenzae  have  been  reported  re- 
cently in  the  United  States.  Anticipating 
their  emergence  in  Kentucky,  recommen- 
lations  are  made  for  their  identification 
and  on  the  clinical  management  of  Hem- 
pphilus  infections. 

A MPICILLIN  came  to  us  by  way  of 
f\  Great  Britain,  where  it  was  heralded  as  a 
penicillin  that  was  active  against  gram- 
legative  organisms.  Its  arrival  on  the  clinical 
icene  in  the  United  States  was  greeted  with 
»reat  enthusiasm,  and  justifiably  so,  because  of 
ts  many  unique  properties.  It  was  particularly 
velcomed  by  physicians  who  treat  children,  be- 
cause, for  the  first  time,  they  had  a bactericidal 
mtibiotic  which  was  effective  in  treating  Hemo- 
ohilus  influenzae  infections  without  risking  seri- 
ous side  effects.  Unfortunately,  strains  of  H. 
nfluenzae  have  been  reported  recently  that  are 
lighly  resistant  to  ampicillin.  This  new  de- 
velopment in  regard  to  ampicillin  is  important 
o any  Kentucky  physician  who  uses  antibiotics. 

Because  ampicillin  as  a single  drug  was  ef- 
ective  against  the  three  common  offenders  in 
bacterial  meningitis:  H.  influenzae,  pneumo- 
:occi,  and  meningococci,  it  was  submitted  to 
dinical  trials  for  the  treatment  of  bacterial 

[ Assistant  Professor  of  Pediatrics  and  Microbiology 
ind  Director,  Infectious  Disease  Section,  Depart- 
nent  of  Pediatrics,  University  of  Louisville  School 
' >/  Medicine,  Louisville 
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meningitis  in  the  United  States  soon  after  it  was 
introduced  here.1 2 These  studies  demonstrated 
that  ampicillin  therapy  alone  was  comparable 
in  safety  and  efficacy  to  the  traditional  triple 
therapy:  penicillin,  sulfa  and  chlorampheni- 
col,2 or  double  therapy:  penicillin  and  chlo- 
ramphenicol.1 This  work  was  accepted  by  the 
medical  community,  and  the  switch  to  ampi- 
cillin as  initial  therapy  for  bacterial  meningitis 
began  in  1966  and  was  virtually  complete  in 
the  United  States  by  1968.  The  dosages  used 
were  around  150  mg/kg/ 24  hrs. 

However,  by  1968  reports  of  ampicillin 
treatment  “failure”  began  to  be  published.4'7 
When  scrutinized,  it  was  concluded  that  these 
“failures”  occurred  as  a result  of  either  low 
dosage,  improper  route  of  administration,  in- 
adequate duration  of  therapy,  or  other  deficien- 
cies in  administration  of  a still  effective  antibi- 
otic, because  when  the  strains  of  H.  influenzae 
involved  in  the  “failures”  could  be  tested  in  the 
laboratory,  they  were  found  to  still  be  sensi- 
tive.89 It  was  then  that  most  centers  began  to 
adopt  the  high  dosage  levels  of  ampicillin  cur- 
rently being  used  to  treat  serious  H.  influenzae 
infections,  400  mg/kg/24  hrs.  Most  centers  in- 
sisted that  these  patients  be  treated  for  at  least 
10  days  intravenously,  and  various  other  rules 
and  regulations  were  suggested  to  avoid  treat- 
ment failures.10 

Adherence  to  these  suggestions  seemed  to 
have  a beneficial  effect,  since  there  has  been 
little  talk  of  treatment  failures  for  the  past  four 
years.  Then,  last  winter,  what  we  had  all  been 
afraid  would  happen,  happened.  It  was  re- 
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ported  almost  immediately  in  The  Lancet .n 
An  18-month-old  child  was  treated  at  a pedi- 
atric unit  in  Maryland  for  H.  influenzae  type  B 
meningitis  with  ampicillin  (400  mg/ kg/24 
hrs)  intravenously  every  four  hours  and  failed 
to  respond.  Unfortunately,  he  died  half-way  in- 
to the  second  day  of  treatment.  The  organism 
involved  was  found  to  be  highly  resistant  to 
ampicillin.12  The  minimal  inhibitory  concen- 
tration (MIC)  of  ampicillin  required  for  this 
organism  was  400  mcg/ml,  whereas  sensitive 
strains  usually  have  an  MIC  of  1.25  mcg/ml  or 
less.  Epidemiologic  investigation  revealed  other 
ampicillin-resistant  strains  of  H.  influenzae  type 
B at  the  same  day  care  center  from  which  the 
child  was  referred.  Subsequent  reports  of  other 
bona  fide  ampicillin-resistant  strains  of  H.  in- 
fluenzae have  been  received  from  Washington, 
D.C.;13  Atlanta;14  Austin,  Texas;15  Germa- 
ny,16 and  England.17-18  Fortunately,  all  of 
these  strains  have  been  sensitive  to  chloram- 
phenicol, and  most  of  the  patients  have  re- 
sponded to  it  when  lack  of  clinical  improve- 
ment on  ampicillin  was  recognized  and  therapy 
was  changed.  John  Nelson,  M.D.,  from  Dallas 
has  written  an  excellent  critique  of  this  subject 
in  a recent  editorial,16  and  an  ad  hoc  com- 
mittee of  the  American  Academy  of  Pediatrics 
Committee  on  Infectious  Diseases  has  issued 
a statement  of  ampicillin-resistant  strains  of 
Hemophilus  influenzae .19 

To  my  knowledge,  no  ampicillin-resistant 
strains  of  Hemophilus  influenzae  have  been  re- 
covered in  Kentucky  at  the  time  of  this  writing, 
but  in  this  age  of  great  individual  mobility,  we 
can  predict  that  this  problem  will  affect  us  di- 
rectly in  the  future;  it  is  only  a question  of 
“when”.  It  is  in  this  perspective  that  the  follow- 
ing suggestions  are  made  for  physicians  in  our 
state: 

1.  Laboratory  Testing  of  Hemophilus  In- 
fluenzae: 

a.  All  strains  of  H.  influenzae  isolated  from 
patients  with  systemic  infections,  such  as  men- 
ingitis, arthritis,  cellulitis,  epiglotitis,  or  septi- 
cemia, should  be  screened  for  sensitivity  to 
ampicillin  and  chloramphenicol  in  the  labora- 
tory. Current  recommendations  for  disc  sensi- 
tivity testing  methods  for  Hemophilus  have 
been  reviewed  and  published  by  the  Center  for 
Disease  Control  in  their  Morbidity  and  Mortali- 
ty Weekly  Report.20  New  cases  of  ampicillin- 
resistant  H.  influenzae  infections  will  also  be 


published  there. 

b.  Strains  that  show  resistance,  i.e.,  less 
than  a 21  mm  clear  zone  around  the  1 meg 
ampicillin  disc20  should  be  forwarded  to  CDC 
through  the  State  Health  Laboratory  at  Frank- 
fort for  further  testing. 

c.  Routine  Hemophilus  isolates  could  also  be 
monitored  for  sensitivity  to  ampicillin  and 
chloramphenicol  from  time  to  time  so  that  the 
existence  of  ampicillin-resistant  strains  in  the 
community  would  be  known  as  soon  as  possi- 
ble. 

2.  Clinical  Management  of  Suspected  or 
Proven  Hemophilus  Infections: 

a.  Until  ampicillin-resistant  strains  of  H.  in- 
fluenzae are  detected  in  Kentucky  it  seems 
reasonable  to  continue  to  use  ampicillin  as 
initial  therapy  in  bacterial  meningitis  of  chil- 
dren or  other  serious  systemic  illnesses  in  which 
H.  influenzae  is  suspected  (150-400  mg/kg/ 24 
hrs.) 

b.  Repeat  the  lumbar  puncture.  Although 
there  are  certainly  some  children  who  do  ex- 
tremely well  on  ampicillin  who  do  not  require 
repeat  taps,  because  of  the  recent  threat  of  re- 
sistance we  have  now  adopted  a policy  of  re- 
peating the  lumbar  puncture  at  24  hours  rou- 
tinely in  children  with  meningitis  due  to  Hemo- 
philus influenzae.  At  this  time,  Gram  stain  of 
the  direct  smear  of  the  CSF  should  show  a 
definite  decrease  in  the  numbers  or  organisms 
present,  regardless  of  the  cellular  and  chemical 
changes.  One  should  feel  free  to  repeat  the 
lumbar  puncture  at  any  time  that  there  is  a 
clinical  indication  that  the  patient  is  not  doing 
well. 

c.  If  ampicillin  resistance,  or  treatment  fail- 
ure, is  discovered,  the  drug  of  choice  would  be 
chloramphenicol  (100  mg/kg/24  hrs). 

d.  Some  may  elect  to  use  combinations  of 
penicillin  and  chloramphenicol  or  ampicillin 
and  chloramphenicol  as  initial  therapy  of  bac- 
terial meningitis,  subsequently  dropping  the  an- 
tibiotic which  is  not  required  as  shown  by  cul- 
ture and  sensitivity  testing.  This  approach  has 
both  advantages  and  disadvantages  which  have 
been  treated  elsewhere.1619 

A final  general  comment  should  be  made 
about  antibiotic  usage.  It  seems  that  resistant 
strains  of  organisms  usually  appear  during  con- 
ditions in  which  the  use  of  the  antibiotic  in 
question  is  very  heavy,  even  to  the  point  of 
misuse.  Many  physicians  and  pharmaceutical 
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firms  have  thought  of  ampicillin  as  an  all-pur- 
pose antibiotic.  Unfortunately,  the  truth  is  that 
there  is  no  “all-purpose”  antibiotic.  We  should 
all  be  enjoined  to  use  antibiotics  selectively, 
trying  to  choose  specific  agents  to  treat  specific 
organisms  whose  presence  we  have  good  rea- 
son to  suspect  either  by  culture  or  other  con- 
vincing evidence.  The  days  that  ampicillin  will 
continue  to  be  effective  against  Hemophilus  in- 
fluenzae now  appear  to  be  numbered.  We 
should  all  ask  ourselves,  how  much  have  we 
each  contributed  to  shortening  the  effective 
clinical  life  of  this  agent  by  using  it  inappro- 
priately or  unnecessarily? 
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It  has  become  common  practice  to  screen 
for  hyperlipidemia  (Hyperlipoprotein- 
emia) by  determination  of  the  plasma 
cholesterol  and  triglyceride  level.  Once 
abnormalities  are  detected,  they  should 
be  clarified  as  to  type,  and  following  this, 
managed  with  appropriate  diet  and  in 
some  instances  with  drugs. 

KANNEL,  in  the  Framingham  study,  has 
demonstrated  that  cholesterol  elevation 
is  a risk  factor  in  coronary  artery  dis- 
ease and  peripheral  arterial  atherosclerosis.1 
The  risk  of  hypertriglyceridemia  has  been  less 
easily  established,  but  recently  Carlson  has  also 
shown  this  relationship  in  a Scandanavian  pop- 
ulation.2 Although  it  is  conceded  that  an 
abnormality  in  lipid  metabolism  may  represent 
only  one  phase  of  this  complicated  vascular 
disease,  it  is  believed  that  present  evidence  of 
an  epidemiological  nature  supports  attempts  to 
restore  blood  lipid  levels  to  physiological  nor- 
malcy. 

Hyperlipoproteinemia  is  a metabolic  disor- 
der characterized  by  an  elevation  in  plasma 
cholesterol  or  triglycerides,  or  both.  Classes  of 
lipoproteins  (packages  of  triglycerides,  phos- 
pholipids, cholesterol,  carbohydrate,  and  pro- 
tein) may  be  separated  by  either  centrifugation 
or  by  electrophoresis.  It  is  a convenient  fact  of 
nature  that  the  separation  of  lipoproteins  by 
centrifugation  is  comparable  to  that  by  elec- 
trophoresis in  most  clinical  situations.  Thus  the 
chylomicrons  from  ultracentrifugation  correlate 
well  with  the  non-migrant  fraction  on  elec- 
trophoresis, Low  Density  Lipoproteins  (LDL) 
with  the  beta  fraction,  Very  Low  Density 
Lipoproteins  (VLDL)  with  the  pre-beta  band, 
while  the  High  Density  Lipoproteins  (HDL) 
occupy  the  alpha  migrant  band.  The  various 
classes  of  hyperlipoproteinemia  are  more  easily 
understood  if  the  lipoprotein  package  which  is 
abnormally  elevated  is  identified. 

* Resident,  Internal  Medicine,  and  **  Associate  Pro- 
fessor of  Medicine,  Department  of  Internal  Medicine, 
University  of  Kentucky  Medical  School,  Lexington 
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In  the  now  standard  classification  system  of 
Fredrickson  and  Levy,  there  are  five  types  of  1 
hyperlipoproteinemia  with  Type  II  being  di- 
vided into  an  “a”  and  “b”  subclassification.3  , 
The  type  is  defined  by  its  electrophoretic  i 
pattern  which  is  in  turn  dependent  upon  its  j 
composition  of  LDL,  VLDL,  and  Chylomi- 
crons. 


The  diagnosis  of  hyperlipoproteinemia  be- 
gins with  a screen  for  elevated  plasma  choles- 
terol and  triglycerides.  Secondary  forms  of 
hyperlipoproteinemia  must  be  differentiated 
from  primary  forms.  A number  of  metabolic 
abnormalities  involving  the  liver,  kidneys,  pan- 
creas, and  thyroid,  as  well  as  alcoholic  intake, 
stress,  and  improper  diet  may  cause  elevation 
of  the  lipoproteins.  In  most  instances  treatment 
of  the  underlying  condition  results  in  normali- 
zation of  the  lipid  level.  Once  the  secondary 
forms  are  excluded  and  an  elevation  is  found, 
this  should  be  translated  into  the  specific  lipo- 
protein moiety  abnormality  and  finally  into  one 
of  the  five  phenotypic  patterns.  Plasma  or 
serum  to  be  tested  is  usually  obtained  during 
a period  of  stable  weight  on  a “usual  American 
diet”  after  a 12  to  14  hour  fast.  If  at  all  pos- 
sible,  all  hypolipidemic  drugs,  steroids,  oral 
diabetic  compounds,  estrogens,  and  birth  con- 
trol pills  should  be  stopped  three  to  four  weeks 
before  obtaining  the  screening  test.  In  addition 
to  electrophoresis,  examination  of  the  chilled 
serum  may  be  of  help.  This  takes  advantage  of 
the  finding  that  LDL  in  chilled  solution  is 
clear,  elevations  of  VLDL  are  turbid  and  that 
chylomicrons,  like  cream,  will  float  to  the  top.* 

Type  I,  or  chylomicronemia,  may  be  sus- 
pected by  finding  a normal  to  slightly  elevated 
cholesterol  with  a triglyceride  of  greater  than 
1000  in  the  presence  of  a sample  of  serum 
containing  a cream  layer  over  clear  serum. 
The  electrophoretic  pattern  shows  a marked 
chylomicron  band. 

Type  Ila,  or  familial  hypercholesterolemia, 
is  suggested  by  a markedly  elevated  cholesterol 
of  the  LDL  class  with  clear  serum.  The  trigly- 


*Keep  at  4°C  for  18  to  24  hours. 


658 


December  1974  • The  Jour 


The  Primary  Hyperlipoproteinemias — Bybee  and  Hamilton 


cerides  are  not  elevated.  On  electrophoresis  the 
beta  band  is  prominent. 

In  Type  lib,  however,  the  triglycerides  are 
modestly  elevated  and  the  serum  is  clear  to 
cloudy.  The  electrophoretic  pattern  is  similar 
to  Ha  except  that  there  is  often  “smearing” 
between  the  beta  and  the  pre-beta  bands  at 
higher  triglyceride  levels. 

Type  III  is  referred  to  as  Broad  Beta  Dis- 
ease. The  finding  of  normal  to  elevated  cho- 
lesterol and  elevated  triglycerides  to  1000  in 
a clear  to  cloudy  serum  containing  an  abnormal 
VLDL-like  lipoprotein  suggests  this  disease. 
The  electrophoretic  pattern  shows,  as  the  name 
implies,  a broad  beta  band.  A Type  III  ab- 
normality should  also  be  suspected  when  the 
cholesterol  and  triglyceride  concentrations  vary 
greatly  from  time  to  time  but  the  ratio  stays 
close  to  1:1.  A definitive  diagnosis  of  this  par- 
ticular abnormality  depends  on  finding  an  ab- 
normal lipoprotein  in  plasma  (VLDL)  with 
beta  mobility  on  electrophoresis.  There  is  also 
a much  higher  content  of  cholesterol  than  is 
normal  in  these  lipoproteins. 

Type  IV  is  commonly  called  endogenous 
hypertriglyceridemia.  The  cholesterol  may  be 
somewhat  elevated,  but  the  triglycerides,  as 
VLDL,  are  markedly  elevated  in  a turbid 
serum.  The  electrophoretic  pattern  shows 
marked  increase  in  the  pre-beta  band  and  less 
so  in  the  beta  band. 

Type  V is  mixed  hyperlipidemia  and  is  a 
mixture  of  the  findings  of  I and  IV.  The  cho- 
lesterol is  elevated,  as  are  the  triglycerides,  but 
this  level  is  usually  not  so  high  as  it  is  in  Type 
I.  Upon  refrigeration  there  is  a cream  layer 
over  a cloudy  serum  and  the  electrophoretic 
contains  both  a prominent  chylomicron  band 
and  a pre-beta  band. 

Metabolism 

In  order  to  use  diet  and  drugs  rationally,  the 
metabolism  of  cholesterol  and  triglycerides 
should  be  considered. 

The  metabolism  of  cholesterol  is  the  balance 
of  input,  storage  pools  and  excretion.  Input 
may  occur  by  synthesis  or  absorption.  Excre- 
tion is  by  either  neutral  sterols  (cholesterol) 
or  by  acidic  sterols  (bile  acids).  The  size  of 
the  storage  pools  is  dependent  upon  the  rate 
of  input  and  the  rate  of  excretion. 

Synthesis  occurs  in  all  tissues  with  the  liver, 
terminal  ileum,  and  skin  accounting  for  well 


over  95%.  The  pathway  begins  with  acetate 
which  is  converted  stepwise  to  beta-hydroxy, 
beta-methyl  glutaryl-CoA.  This  is  reduced  by 
a reductase  (HMG-CoA  reductase)  to  meval- 
onate  and  eventually  to  cholesterol.  This 
reductase  is  the  rate-limiting  step  and  is  in- 
hibited by  an  increase  in  the  level  of  dietary 
intake  and  by  increases  in  the  size  of  the  bile 
acid  pool.4 

Absorption  occurs  for  both  dietary  and  re- 
cycled cholesterol  esters.  These  are  first  broken 
down  intralumenally  into  free  cholesterol  by 
pancreatic  cholesterol  esterases  and  formed  in 
to  micelles  in  the  presence  of  bile  acids.  The 
micelles  are  taken  into  the  cell  in  which  the 
cholesterol  is  re-esterified  into  chylomicrons 
and  excreted  into  the  lymphatics.  The  rate- 
limiting  step  appears  to  be  the  movement  of 
chylomicrons  from  the  cell  into  the  intestinal 
lymphatics.  In  man,  absorption  is  about  10% 
of  the  ingested  load  of  cholesterol. 

Excretion  of  cholesterol,  as  neutral  sterol, 
occurs  by  turnover  of  intestinal  luminal  cells, 
cholesterol  in  bile,  and  an  unknown  quantity 
via  the  skin.  Cholesterol  is  also  metabolized 
in  the  liver  to  form  bile  acids,  and  although 
these  are  largely  re-cycled,  there  is  a definite 
daily  loss.  The  net  effects  tend  to  maintain  a 
steady  state.  Any  depletion  of  cholesterol  or 
bile  acids  increases  synthesis.  Therefore,  any 
therapy  directed  at  reducing  cholesterol  by  re- 
ducing intake  or  diverting  the  bile  acids  must 
remove  more  cholesterol  than  the  increased 
production  supplies. 

Dietary  triglycerides  are  absorbed  by  two 
different  routes  depending  upon  the  length  of 
the  fatty  acid  side  chains.3  If  the  fatty  acid 
is  c-12  or  longer,  it  is  packaged  in  the  luminal 
cell  into  chylomicrons  and  transported  to  the 
blood  stream  via  the  thoracic  duct.  Triglyc- 
erides which  have  shorter  side  chains  are  ab- 
sorbed directly  into  the  circulation  as  they  are 
by  the  portal  circulation.  These  dietary  triglyc- 
erides are  normally  completely  cleared  from 
the  plasma  in  8 to  12  hours  after  a meal.  Fast- 
ing chylomicronemia  is  then  a deficit  of  clear- 
ing. Those  triglycerides  formed  in  the  liver 
from  glucose  and  free  fatty  acids  are  called 
endogenous  triglycerides  and  are  distributed  in 
the  blood  stream  as  VLDL.  An  elevated 
VLDL  fraction  may  indicate  an  overproduc- 
tion, or  an  inability,  to  clear  these  “endogen- 
ous” triglycerides. 
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Dietary  Considerations 

The  basic  maneuvers  of  dietary  manipula- 
tion include:  1)  caloric  restriction,  2)  cho- 
lesterol restriction,  3)  modification  of  the 
unsaturated/saturated  fat  ratio,  and  4)  mod- 
ification of  the  alcohol  intake.3  Caloric  re- 
striction seems  to  enhance  liver  and  peripheral 
tissue  catabolism  of  Free  Fatty  Acids  and  to 
promote  the  removal  of  VLDL  from  the  cir- 
culation. Cholesterol  is  absorbed  in  amounts 
proportional  to  the  ingested  amount  and  does 
not  have  a fixed  upper  limit  as  previously 
thought.  It  is  then  reasonable  to  restrict 
cholesterol.  In  practice  a dietary  restriction  of 
less  than  300  mg  per  day  can  result  in  a 15% 
to  25%  reduction  in  serum  cholesterol  in  some 
patients.  Dietary  alteration  of  the  saturated 
fats  to  polyunsaturates  (from  the  “usual  Amer- 
ican diet”  ratio  of  0.2  to  one  with  a ratio  of 
3)  seems  to  lower  plasma  cholesterol.  The 
addition  of  oils  of  grains,  seeds,  and  nuts  to 
the  diet  is  advocated  by  some,  but  its  efficacy 
is  controversial.  It  is  a rule  of  thumb  that  sat- 
urated fats  and  cholesterol  keep  company  in 
the  same  foods,  that  is,  dairy  fats  and  meat. 
Alcohol  is  known  to  increase  the  synthesis  of 
fatty  acids,  to  decrease  their  oxidation,  to  in- 
crease the  hepatic  and  intestinal  production  of 
VLDL  into  the  circulation  and  decrease  their 
clearance.  The  effect  of  alcohol  is  more  strik- 
ing upon  patients  with  hyperlipoproteinemias 
than  upon  the  normal  patient.  It  should  be 
mentioned  that  a positive  correlation  exists 
between  the  above  dietary  restrictions  and  an 
increased  incidence  of  gall  stones.6 

The  Major  Hypolipidemic  Drugs 

There  are  no  ideal  drugs  for  use  in  the  treat- 
ment of  hyperlipoproteinemia.  These  drugs 
may  be  classified  according  to  effect;  that  is, 
drugs  which  lower  cholesterol  and  drugs  which 
reduce  VLDL.  No  good  drug  is  available  for 
chylomicronemia.  The  “key”  drugs  are  gen- 
erally considered  to  be  cholestyramine, 
d- thyroxine,  nicotinic  acid,  and  clofibrate.7 

Cholestyramine  acts  as  a resin  which  binds 
bile  acids  in  the  gut,  releasing  sodium.  This 
depletes  the  bile  acid  pool,  which  interferes 
with  the  absorption  of  cholesterol,  promotes 
neutral  sterol  excretion,  and  although  this 
promotes  the  increased  liver  synthesis  of  cho- 
lesterol, it  shunts  cholesterol  into  the  formation 


of  bile  acids.  Initial  dosage  of  cholestyramine  j 
is  4 gm  four  times  daily,  and  a maintenance  of 
4-8  gm  four  times  daily  is  recommended. 
Cholestyramine  has  been  shown  to  decrease 
the  absorption  of  phenylbutazone,  phenobar- 
bital,  thyroid,  digitalis,  warfarin,  and  thiazide 
if  concomitantly  administered  orally.  Although 
there  has  been  considerable  improvement  of 
the  older  formulation,  cholestyramine  is  toler- 
ated by  only  the  most  motivated  of  patients. 
The  remainder  of  patients  complain  of  con- 
stipation, bloating,  nausea,  and  malodor  and 
taste  of  the  medication.  In  high  dosages  there 
may  be  symptoms  of  fat  malabsorption. 

A second  hypocholesterolemic  drug  is 
d-thyroxine.  This  dextro-form  of  the  naturally- 
occurring  thyroxine  increases  cholesterol  syn- 
thesis in  the  liver  but  promotes  its  use  in  the 
production  of  bile  acids  as  well  as  promoting 
excretion  of  neutral  sterols.  Therapy  is  init- 
iated with  1 mg  daily  and  cautiously  advanced 
to  a level  of  4-8  mg  daily.  This  drug  causes 
hypermetabolism  which  is  its  major  side  effect. 
Angina  is  common  in  patients  with  coronary 
artery  disease  on  this  medication.  For  this 
reason  d-thyroxine  has  found  limited  use  in 
the  management  of  lipid  abnormalities. 

The  oldest  antihyperlipidemic  drug  is 
nicotinic  acid.  Although  the  action  is  unknown, 
nicotinic  acid  may  work  by  blocking  the  epi- 
nephrine-dependent release  of  free  fatty  acids 
(FFA)  by  inhibition  of  cyclic  3'-5'  amp  ac- 
cumulation. This  reduces  FFA  as  substrate  for 
liver  synthesis  of  VLDL.  The  initial  dose  is: 
100  mg  orally  three  times  daily,  and  this  is 
increased  to  1-3  gm  three  times  daily  with 
meals.  About  85%  of  the  patients  on  nicotinic 
acid  have  some  gastric  irritation,  while  Peptic 
Ulcer  disease  is  considered  a relative  contra- 
indication  to  the  administration  of  this  product. 
In  addition,  flushing,  itching,  hyperuricemia, 
glucose  intolerance,  and  a reversible  hepatotox- 
icity  may  occur. 

Clofibrate  is  a drug  which  decreases  the 
synthesis  of  the  VLDL  fraction.  It  is  absorbed 
from  the  gut  and  circulates  as  chlorophenoxy- 
isobutyric  acid  strongly  bound  to  albumen 
where  fatty  acids  and  thyroxine  are  bound. 
Its  action  is  also  unknown  but  it  is  postulated 
to  increase  the  excretion  of  neutral  sterols  and 
to  inhibit  cholesterol  synthesis,  block  lipo- 
protein release  from  the  liver  and  may  ac- 
celerate VLDL  removal.  The  initial  dose  is 
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0.5  gm  to  1 gm  orally  twice  daily  and  main- 
tenance requires  1 gm  twice  daily.  This  drug 
potentiates  warfarin  and  thyroxine.  It  prob- 
ably has  a similar  displacing  action  on  other 
protein-bound  drugs  like  diphenylhydantoins 
from  albumen-binding  sights.  It  causes  nausea 
in  some  instances  and  weight  gain  has  been 
observed.  In  some  patients  this  drug  may  cause 
agranulocytosis,  myositis,  alopecia,  and  hepato- 
toxicity,  but  these  are  not  commonly  observed 
side  effects. 

The  other  drugs  which  have  been  used  and 
may  still  be  considered  adjunct  therapy  include 
neomycin  and  other  exchange  resins  (colestipol 
or  beta  sitosterol).  Other  drugs  used  but  gen- 
erally unsatisfactory  include  estrogens,  pro- 
gestins  and  heparin.  Halofenate  is  a product 
which  shows  some  promise  but  is  not  yet  avail- 
able for  clinical  use.8 

The  Clinical  Management 

Each  of  the  five  phenotypic  groups  of 
hyperlipoproteinemias  can  often  be  recognized 
by  its  clinical  setting  which  may  point  to  the 
selection  of  the  therapy  regimen  chosen.  All 
patients  should  be  first  instructed  in  the  ap- 
propriate diet  and  allowed  to  follow  this  for 
four  to  six  weeks  before  initiating  drug  therapy. 
If  diet  alone  does  not  result  in  lowering  the 
cholesterol  below  275  mg  or  the  triglyceride 
below  250  mg,  a hypolipidemic  agent  should 
be  considered.  (See  Table  I for  summary.) 

Type  I is  the  rarest  of  the  various  hyper- 
lipidemias.  Its  genetic  pattern  seems  to  be 
Mendelian  recessive.  In  infants  there  may  be 
eruptive  xanthomas,  hepatosplenomegaly,  lipe- 
mia  retinalis,  foam  cells  in  the  bone  marrow 
and  colic.  Adults  also  have  abdominal  pain 
which  often  suggests  pancreatitis,  hepatic  or 
splenic  infarct,  or  peritonitis.  There  can  be 
fever,  leukocytosis,  anorexia,  nausea,  vomiting 
and  occassionally  diarrhea.  The  whole  blood 
may  have  the  appearance  of  “Cream  of  Tomato 
Soup”  even  in  the  fasting  state.  Lipoprotein 
lipase  levels  are  low  even  post  heparin  admin- 
istration. The  dietary  treatment  is  aimed  at 
reduction  of  dietary  fats,  particularly  those  with 
long  chains.  The  usual  prescription  is  25-35 
gm  of  fat  daily.*  There  is  no  available  effective 
drug  therapy.3 

*A  more  detailed  description  of  the  various  diets 
with  sample  menu  plans  is  available  on  request  from 
the  office  of  Heart  and  Lung  Informations,  Depart- 
ment of  Health,  Education  and  Welfare,  U.S.  Public 
Health  Service,  Washington,  D.C. 
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Type  II  is  also  known  as  familial  hyper- 
cholesterolemia and  as  familial  hyperbetalipo- 
proteinemia.  It  is  inherited  as  a dominant  trait. 
Heterozygotes  often  have  an  increased  risk  of 
coronary  artery  disease  and  may  also  be  present 
with  tendon  xanthomas,  xanthelasma  and  arcus 
cornae. 

The  homozygous  patient  is  indeed  unfortunate 
with  xanthomas  often  being  present  at  birth, 
large  pendulous  xanthomas  in  older  children 
and  often  an  arthritis  may  be  present.  Glucose 
intolerance  is  no  more  prevalent  than  in  the 
population  at  large.  Dietary  therapy  is  aimed 
at  reducing  cholesterol  and  includes  low  cho- 
lesterol foods  with  increased  polyunsaturated 
fats.  The  goal  is  to  limit  cholesterol  to  less  than 
300  mg  per  day.  Drug  therapy  usually  begins 
with  cholestyramine  or  other  exchange  resins 
as  tolerated.  If  VLDL’s  are  also  elevated, 
clofibrate  may  be  beneficial.  A multiple  drug 
regimen  may  be  necessary  to  get  the  desired 
result.  Ileal  bypass  has  been  utilized,  but  it  is 
difficult  to  generate  enthusiasm  for  this  mode 
of  therapy. 

Type  III  is  an  uncommon  disorder  that  is 
apparently  recessively  inherited.  Atherosclero- 
tic vascular  disease  is  generally  increased,  and 
the  association  is  marked  with  regard  to 
peripheral  vascular  disease.  The  diagnosis  is 
almost  certain  by  the  finding  of  planar  xantho- 
mas of  the  palms  and  digital  creases  or  tubo- 
eruptive  xanthomas  at  the  elbow.  These  pa- 
tients may  also  have  tendon  xanthomas,  tuber- 
ous xanthomas  of  the  buttocks,  and  arcus 
cornae.  This  disorder  is  associated  with  elevat- 
ed uric  acid  levels.  The  diet  is  aimed  at  ideal 
body  weight  and  low  cholesterol  intake.  Often 
a recommendation  for  20%  protein,  40%  fat, 
and  40%  carbohydrates  by  calories  is  made. 
Polyunsaturated  fats  are  preferred,  and  alcohol 
and  concentrated  sweets  are  limited.  The  pri- 
mary drug  used  in  this  disorder  is  clofibrate; 
however,  d-thyroxine  and  nicotinic  acid  are 
also  used. 

Type  IV  is  a relatively  common  abnormality 
and  may  be  found  in  families  (as  dominantly 
inherited),  in  relatives  of  patients  with  Type 
III  and  Type  V,  and  sporadically.  It  also  is 
seen  in  association  with  alcoholism  and  other 
metabolic  diseases.  Xanthomata  are  unusual; 
but  arcus  cornae,  xanthelasma  and  rarely 
eruptive  or  tuberous  xanthomata  may  be  seen. 
This  disorder  is  often  associated  with  obesity. 
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TABLE  I 

Summary  of  Diets  and  Medications  for  Hyperlipoproteinemia 


Phenotype 

Chemical  Observations 

Clinical  Associations 

Diet 

Drugs 

1 Chylomicronemia 

Elevated  chylomicrons 
cholesterol,  triglyc- 
erides, chilled  serum 
has  cream  over  clear, 
post  heparin  lipase 
activity  is  low 

Lipemia  retinalis, 
eruptive  xanthomata, 
hepatosplenomegaly, 
abdominal  pain, 
occurence  rare, 
usually  familial 

Fat  restricted 
to  25-35  gm 
daily.  Type 
of  fat  not 
important. 
Alcohol  is  not 
recommended 

None 

effective 

II  Familial 

a)  Elevated  LDL, 
cholesterol,  serum 
is  clear 

b)  As  above  with  addi- 
tional elevation 

in  VLDL 

Tendon  and  tuberous 
xanthomata,  arcus, 
accelerated  athero- 
sclerosis, familial 
with  milder  hetero- 
zygous and  more 
severe  homozygous 
types — the  latter  is 
often  expressed  at 
birth 

Cholesterol 
restricted  to 
less  than  300 
mg/day,  in- 
creased poly- 
unsaturated 
fats,  decreased 
saturated  fats. 
Caloric  restric- 
tion in  lib  with 
obesity.  Alchol 
is  not  restricted. 

1)  Choles- 
tyramine, 

2)  D-T, 

3)  Nicotinic 
Acid  may 
be  used 

III  Broad  Beta 
Disease 

Cholesterol  and 
triglyceride  are  ele- 
vated via  increased 
levels  of  an  abnormal 
VLDL,  plasma  is  dear 
to  cloudy 

Usually  familial  in 
association  with 
other  lipoprotein 
types,  accelerated 
atherosclerosis 
usually  peripheral 
vascular  disease 
xanthomas  of  palms, 
tuboeruptive  and 
tendon  types,  arcus, 
rare  phenotype 

Low  cholesterol 
in  a diet  parti- 
tioned into  20% 
protein,  40%  fat 
and  40%  CHO  by 
calories.  Alcohol 
limited.  Ideal 
body  weight  desired 

1 ) Clofibrate 

2)  Nicotinic 
Acid 

3)  D-T4 

IV  Endogenous 
Hyperlipo- 
proteinemia 

Elevated  VLDL’s  with 
triglycerides,  plasma 
is  clear  to  cloudy, 
uric  acid  is  often 
abnormal  as  is  GTT 

Often  familial, 
eruptive  xanthomas, 
hepatosplenomegaly, 
accelerated  athero- 
sclerosis 

Controlled  CHO, 
calories.  Alcohol 
is  limited. 

Ideal  body  weight 
desired. 

1 ) Clofibrate 

2)  Nicotinic 
Acid 

V Mixed  Hyper- 
lipoprotein- 
emia 

Elevated  VLDL's  and 
chylomicrons,  low  to 
normal  post  heparin 

As  in  1 and  IV  to- 
gether, often  with 
severe  symptomology 

Restricted  fat, 
CHO,  with  moder- 
ate restriction 

1 ) Clofibrate 
2)  Nicotinic 
Acid 

lipase  activity,  other 
abnormalities  as  in  I 
and  IV 


of  cholesterol. 
Alcohol  is  not 
recommended. 


Dietary  therapy  is  directed  toward  weight  re- 
duction in  most  cases  and  the  avoidance  of 
saturated  fats.  Carbohydrate  intake  should  be 
controlled  and  alcohol  limited.  The  drug  pri- 
marily useful  in  Type  IV  is  clofibrate;  however, 
nicotinic  acid  may  also  be  used. 

Type  V is  a genetically  heterogenous  dis- 
order and  is  fairly  common.  Clinical  diseases 
occur  apparently  in  those  with  recessively  in- 
herited traits.  The  patient  is  usually  obese,  and 
eruptive  xanthomas,  hepatosplenomegaly,  and 
acute  abdominal  crises  similar  to  that  in  Type 
I may  occur.  As  age  advances  glucose  intol- 
erance becomes  more  marked.  The  patient 
should  restrict  calories  and  maintain-ideal  body 
weight.  Fats  and  carbohydrates  are  restricted, 
and  alcohol  is  to  be  avoided.  Drug  treatment 
is  by  clofibrate  and  nicotinic  acid,  but  neither 
is  very  beneficial. 
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The  Hirsute  Female 

James  R.  Dzur,  M.D.,*  and  Ronald  D.  Hamilton,  M.D.** 


THE  complaint  of  excessive  or  abnormal 
hair  growth  is  not  an  unfamiliar  one  to 
the  practicing  physician.  A significant 
number  of  females  will  present  with  this  prob- 
lem when  their  hair  growth  seems  coarser, 
darker  or  more  noticeable  than  that  of  their  as- 
1 sociates.  From  the  very  onset  it  must  be  stated 
that  a certain  percentage  of  these  patients  will 
appear  normal  to  the  experienced  examiner. 
However,  occasionally  it  is  somewhat  difficult 
to  persuade  these  patients  to  believe  this,  when 
they  are  convinced  that  there  is  an  abnormal 
appearance  to  the  hair. 

McKnight  reported  a 9%  prevalence  of 
hirsutism  among  female  students  attending  the 
University  of  Wales.1  All  of  these  students 
were  either  Welsh  or  English,  were  detected  on 
routine  examination,  and  were  personally 
aware  of  their  problem  on  direct  questioning. 
The  non-European  students  were  not  included 
because  it  has  been  recognized  for  many  years 
that  there  are  marked  racial  and  familial  dif- 
ferences in  body  hair  growth.  In  general  the 
Mediterranean  and  Semitic  peoples  are  hairier 
than  those  of  Nordic  or  Anglo-Saxon  heritage. 
Caucasians  are  usually  hairier  than  Negroes  and 
the  Mongolian  races  are  the  least  hairy.  In 
order  to  systematically  evaluate  the  hirsute 
female  it  is  important  to  be  aware  of  these 
generalities  and  to  have  some  basic  understand- 
ing regarding  the  types  and  distribution  of  body 
hair. 

Types  And  Distribution  Of  Hair 

Males  and  females  of  all  races  are  born  with 
the  same  number  of  hair  follicles  that  they 
will  have  in  adult  life.  Perhaps  one  of  the  few 
exceptions  to  this  is  an  increase  which  may 
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occur  after  severe  or  prolonged  trauma  which 
is  usually  localized.  The  follicles  are  formed 
between  the  second  and  fifth  months  of  fetal 
life  as  epithelial  downgrowths.  Since  the  num- 
ber of  follicles  is  constant,  the  wide  range  of 
hair  patterns  is  thought  to  be  dependent  on  the 
type  of  hair  present  and  the  density  of  the 
follicles.2 

There  are  three  basic  types  of  hair:  1) 
lanugo  or  baby  hair;  2)  vellus  hair,  which  is 
soft,  unmedullated  and  usually  not  pigmented; 
and  3)  terminal  hair,  which  is  long,  coarse, 
medullated  and  pigmented.  Hair  in  man  goes 
through  cycles  of  growth,  molting  and  resting 
stages  in  an  asynchronous  fashion.  These 
growth  stages  are  known  as  telegen,  the  resting 
stage;  anagen,  the  growth  stage;  and  catagen, 
the  stage  of  regression.  As  puberty  and  adult- 
hood are  reached,  vellus  hair  is  replaced  by 
terminal  hair  which  is  usually  pigmented.  The 
usual  sequence  of  this  conversion  is  the  pubic 
region,  axillae,  legs,  thighs,  forearms,  abdomen, 
buttocks,  chest,  arms  and  shoulders.  Once 
terminal  hair  growth  has  been  established,  it  is 
not  likely  to  change  in  the  normal  individual. 
An  exception  to  this  is  some  replacement  of 
terminal  hair  by  vellus  in  males  causing  frontal 
recession  and  the  characteristic  change  in  the 
facial  outline. 

Hair  patterns  may  be  classified  as:  1)  non- 
sexual  hair  (eyebrows,  eyelashes,  forearm  and 
lower  leg  hair  which  is  not  hormone  depend- 
ent); 2)  ambosexual  hair  which  is  dependent 
on  female  levels  of  hormones  (lower  pubic 
triangle,  some  extremity  and  axillary  hair);  and 
3)  male  sexual  hair  which  is  dependent  on 
male  levels  of  hormone  (upper  pubic  triangle, 
beard,  ears,  body  hair  and  nasal  tip).  In  the 
male,  hair  in  the  pubic  region  in  the  majority 
of  patients  will  have  an  acuminate  upper  border 
and  in  the  female  a horizontal  border.  In  sum- 
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mary,  there  is  a wide  variation  of  hair  patterns 
in  both  males  and  females  depending  on  genetic 
and  ethnic  factors,  the  ability  of  the  hair  folli- 
cles to  respond  to  hormones,  and  the  age  of  the 
patient.3 

Hair  growth  in  females  depends  on  the 
amount  of  biologically  active  androgen  and  the 
sensitivity  of  the  end  organ  (hair  follicle).  The 
adrenal  glands  and  the  ovaries  are  considered 
to  be  the  usual  source  of  androgens.  The  ad- 
renal glands  produce  a greater  quantity  of 
androgens  than  the  ovary  in  most  circum- 
stances. However,  ovarian  androgens  generally 
contain  a larger  proportion  of  active  com- 
pounds. Similar  to  other  hormones,  androgens 
circulate  in  the  blood  mostly  bound  to  beta- 
globulin  and  to  a lesser  degree  albumin.  Here 
also  it  is  thought  that  the  relatively  small  “free” 
fraction  is  the  physiologically  active  compo- 
nent. In  addition  to  this,  the  liver  and  skin  are 
capable  of  producing  active  androgens  from 
precursors.  Therefore,  in  the  skin,  androgen 
excretion  products  might  appear  that  are  not 
represented  in  the  circulating  active  andro- 
gens.4-7 In  the  hirsute  female  the  androgens 
which  promote  growth  of  the  hair  follicle  in- 
clude dehydroisoandrosterone,  dihydrotestos- 
terone, and  androstenediol  (and  perhaps  oth- 
ers not  yet  identified)  which  are  similar  to 
those  in  normal  men.8  Because  of  this  certain 
women  may  be  predisposed  to  increased  hair 
growth. 

To  avoid  further  confusion,  mention  should 
be  made  of  the  differentiation  between  hyper- 
trichosis, which  is  increased  hair  growth  in 
appropriate  places  (pubic  region,  head,  ex- 
tremities, and  back)  and  hirsutism,  which  is 
hair  growth  in  inappropriate  places  (face, 
chest,  and  upper  abdomen).  Both  terms  have 
been  used  in  the  literature,  oftentimes  inter- 
changeably. The  term  virilization  is  generally 
reserved  for  hirsutism  associated  with  other 
features  of  masculinization  such  as  deepening 
of  the  voice,  temporal  balding,  clitoral  hyper- 
trophy, acne,  thick  and  oily  skin  and  amenor- 
rhea (or  oligomenorrhea). 

Evaluation 

A careful  history  and  physical  examination 
should  be  performed  on  all  patients  with  ob- 
vious hirsutism  or  virilization.  Constitutional 
or  genetic  hirsutism  can  often  be  suspected 
from  this  alone.  From  the  history  it  is  extremely 
important  to  establish  the  age  of  onset  of  the 


hirsutism.  If  it  occurred  coincident  with  puber- 
ty, hypothalamic,  adrenal  and  ovarian  sources 
should  be  considered  since  they  are  greatly  y 
augmented  at  this  time.  Concomitant  men- 
strual irregularities  might  suggest  an  ovarian 
defect.  If  the  condition  has  been  present  for  a 
number  of  years,  a tumor  would  be  less  like- 
ly.9 Some  changes  in  hair  growth  may  occur 
during  pregnancy10  and  in  certain  other  non- 
endocrine  disturbances  such  as  porphyria. 
Diphenylhydantoin,11  diazoxide,12  hexachlor- 
obenzene,  cobalt  (roncovite)13  and  androgen  0j 
containing  medications  will  increase  hair 
growth  in  some  individuals. 

The  differential  diagnosis  of  hirsutism  should  r 
include  at  least  the  following: 

a)  adrenal  causes — congenital  adrenal  hy-  K1 
perplasia,  benign  and  malignant  tumors  Oi 
of  the  adrenal  gland  and  adrenal  hyper- 
plasia. 

b)  ovarian  causes — Stein-Leventhal  Syn-  ;j; 
drome  (polycystic  ovary  syndrome)  & 
ovarian  tumors  (arrhenoblastomas,  ad- 
renal rests  and  hilar  cell  tumors). 

c)  variance  of  the  polycystic  ovary  syn-  - 
drome  (hyperthecosis  ovarii,  Achard- 
Thiers  Syndrome). 

d)  drugs  a) 

e)  “idiopathic” 

Adrenal  adenomas,  carcinomas  and  cases  of 
adrenal  hyperplasia  can  usually  be  suspected  in 
patients  with  hirsutism,  thin  skin,  easy  bruis- 
ability,  “moon  faces”,  superclavicular  fat  pads, 
truncal  obesity,  muscle  wasting,  hypertension 
and  diabetes.  A marked  degree  of  virilization  is 
more  commonly  associated  with  carcinoma  of 
the  adrenal  gland.  Congenital  adrenal  hyper- 
plasia is  primarily  a condition  seen  in  infants  i 
and  children.  Pubertal  onset  of  congenital  ad- 
renal hyperplasia  is  supported  by  only  a few 
well-documented  cases  in  the  literature  and 
these  patients  have  been  very  short  and  severely 
virilized.14-15 

The  Stein-Leventhal  Syndrome  is  the  most 
frequent  cause  of  hirsutism  of  ovarian  origin. 
This  syndrome  is  characterized  by  enlarged 
polycystic  ovaries,  menstrual  irregularities  and,  ! 
in  over  60%  of  cases,  there  is  some  virilization 
or  hirsutism.  This  diagnosis  can  often  be  con- 
sidered as  a possibility  from  the  findings  on 
pelvic  examination.  Patients  with  arrheno- 
blastomas are  often  young  and  have  a male 
habitus,  hirsutism  and  other  features  of  virili- 
zation. Hypertrichosis  ovarii  is  a condition  of 
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undetermined  etiology  characterized  clinically 
by  virilization  and  sometimes  amenorrhea. 
Achard-Thiers  Syndrome  is  the  name  given  to 
the  combination  of  hirsutism  associated  with 
diabetes  mellitus  and  occasionally  obesity  and 
hypertension.16  It  is  a rare  entity  with  each  of 
these  problems  having  an  onset  at  a different 
time  in  life.  There  is  no  demonstrable  defect  in 
androgen  metabolism  and  no  effective  treat- 
ment is  known  at  the  present  time. 

Over  the  last  several  years  a successive  series 
of  stimulation  and  suppressive  tests  have  been 
developed  in  an  attempt  to  differentiate  adrenal 
from  ovarian  androgen  production.17  Appro- 
priate base  line  studies  usually  include  a 24 
hour  urine  collection  for  17-ketosteroids  (17- 
KS)  and  17-hydroxycorticosteroids  (17- 
OHCS),  plasma  testosterone,  plasma  cortisol 
levels  (8:00  a.m.  and  4:00  p.m.),  and  thyroid 
function  studies.  Plasma  cortisol  values  are 
usually  elevated  and  the  diurnal  rhythm  disap- 
pears in  adrenal  hyperplasia  and  adrenal  tu- 
mors (also  occurs  with  ectopic  ACTH  syn- 
drome). If  congenital  adrenal  hyperplasia  is 
being  considered,  the  urine  collection  should 
include  pregnanetriol  and  tetrahydrodeoxycorti- 
sol  (THS)  determinations.  If  these  results  are 
abnormal  the  standard  ACTH  stimulation  and 
dexamethasone  suppression  tests  should  be 
performed.  These  tests  are  usually  quite  ade- 
quate in  excluding  adrenal  abnormalities  in 
obese  and  hirsute  individuals.  In  response  to 
the  standard  ACTH  test  normal  individuals  will 
show  a three-  to  five-fold  rise  in  17-OHCS.  Ap- 
proximately 50%  of  patients  with  benign  ad- 
renal tumors  and  90%  of  adrenal  carcinomas 
are  unresponsive  to  ACTH  infusions.  Patients 
with  adrenal  tumors  show  essentially  no  sup- 
pression with  dexamethasone,  whereas  normal 
individuals  have  almost  a complete  suppres- 
sion. Those  patients  with  hyperplasia  show  a 
partial  suppression  on  low  dose  and  most  of 
them  decrease  by  50%  of  their  control  value  on 
the  high  dose. 

Ovarian  stimulation  tests  using  human 
chorionic  gonadotropic  (HCG)  while  continu- 
ing dexamethasone  suppression  of  the  adrenal 
gland  has  given  inconsistent  results  and  is  of 
little  value  in  predicting  the  source  of  the 
androgen.  Analysis  of  testosterone  values  be- 
fore and  during  the  above  stimulation  and  sup- 
pression tests  does  not  seem  to  contribute  any 
additional  information  of  differential  impor- 
tance. 
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If  an  adrenal  source  of  androgen  production 
is  suspected  an  attempt  should  be  made  to 
visualize  the  adrenal  glands  by  radiological 
techniques  (IVP,  tomograms,  angiography  or 
scan).  In  situations  where  the  ovaries  are  being 
considered,  gynecography,  laporoscopy  or 
laparotomy  should  be  considered.  A recent 
technique  of  obtaining  blood  for  testosterone 
levels  from  the  adrenal  and  ovarian  veins  by  a 
percutaneous  catheter  shows  promise  as  a dif- 
ferential method.  Follow-up  studies  are  now  in 
progress  for  further  evaluation  of  this  proce- 
dure. In  a recent  study,  one-third  of  hirsute  fe- 
males which  showed  a good  suppression  by 
dexamethasone  were  demonstrated  by  percu- 
taneous catheterization  of  the  ovarian  and  ad- 
renal veins  to  have  overproduction  of  ovarian 
androgens  only.  Therefore,  it  can  be  concluded 
that  dexamethasone  can  also  suppress  ovarian 
androgens  in  some  instances.18 

It  is  now  recognized  that  testosterone  and 
17-KS  excretions  do  not  measure  all  of  the  ac- 
tive androgen  products.  Equally  important  they 
do  not  measure  turnover  rates,  peripheral  con- 
version rates,  or  the  sensitivity  to  androgens  or 
androgen  precursors.  Additional  tests  are  now 
being  developed  and  will  undoubtedly  contri- 
bute in  the  differential  diagnosis  of  this  difficult 
problem. 

Treatment 

If  a virilizing  tumor,  or  surgically  remedial 
source  of  the  excess  androgen  is  found,  marked 
regression  of  hair  growth  will  occur  in  most 
cases  following  surgery.  The  problem  of 
congenital  adrenal  hyperplasia  can,  in  most 
cases,  be  managed  satisfactorily  with  p.o. 
cortisone  preparations  which  are  directed  at 
suppressing  ACTH  levels.  This  results  in  a de- 
crease of  1 7-hydroxyprogesterone  (and  its 
precursors),  preventing  them  from  being  con- 
verted to  androstenedione  and  other  andro- 
genic products. 

As  was  implied  earlier,  a significant  number 
of  cases  will  have  to  eventually  be  labeled 
“idiopathic”  in  that  no  definite  pathological 
entity  can  be  demonstrated  to  explain  the  basis 
for  the  hair  growth.  If  the  historic  pattern  sug- 
gests the  polycystic  ovary  syndrome,  a trial  of 
hormonal  therapy  should  be  given.  Estrogens 
and  progestogens  are  employed  individually  or 
as  one  of  the  sequential  combinations.  Estro- 
gens may  produce  a beneficial  effect  by  increas- 
ing androgen  binding  (due  to  an  increase  in 

665 


beta-globulin),  by  inhibiting  gonadotrophins 
(resulting  in  indirectly  inhibiting  the  ovary) 
and  by  directly  affecting  the  metabolism  of  the 
hair  follicle.  Progestogens  may  displace  active 
androgens  at  the  skin  binding  site.  They  also 
have  some  gonadotropic  suppressing  activi- 
ty.919 There  is  an  occasional  patient  that  will 
develop  increased  hair  growth  on  this  treat- 
ment program.  However,  it  does  warrant  a 
trial  and  the  results  may  not  be  apparent  for 
several  months.  There  are  now  available  sev- 
eral anti-androgen  compounds  (cyproterone 
acetate  and  17-alpha-methyl  beta-nortestos- 
terone),  but  these  are  still  considered  to  be  in- 
vestigational drugs.20 

If  reassurance  and  support  are  not  adequate, 
and  the  patient  does  not  have  a beneficial  re- 
sult from  other  treatment  programs,  local 
modalities  of  treatment  should  be  tried.  Bleach- 
ing is  oftentimes  the  most  satisfactory  treatment 
for  vellus  hair  growth  on  the  face  and  else- 
where. Commercial  preparations  are  available 
and  they  are  harmless  to  the  average  skin.  Re- 
peated bleaching  also  tends  to  damage  the  hair 
to  some  extent,  thus  causing  it  to  break  off. 
Shaving  is  oftentimes  quite  satisfactory  and 
there  is  no  scientific  evidence  that  it  affects  the 
rate  of  hair  growth.  Once  started  it  usually  has 
to  be  carried  out  frequently  in  order  to  avoid 
the  bristly  feeling.  Where  the  growth  is  not  ex- 
tensive, plucking  with  tweezers  may  be  the 
method  of  preference.  Some  beauty  salons  of- 
fer a waxing  procedure  where  a layer  of  wax  is 
applied  to  the  skin,  allowed  to  cool,  then 
stripped  off  in  the  direction  of  hair  growth. 
Since  the  hairs  are  plucked  out  below  the  sur- 
face the  results  are  sometimes  longer  lasting. 
Local  abrasives  such  as  pumice  may  be  used  for 
control  of  localized  hair  growth.  There  are  now 
a number  of  chemical  depilatories  on  the  mar- 
ket most  of  which  contain  alkaline  agents  which 
break  down  the  structure  of  hair.  Caution  must 
be  taken  in  order  to  avoid  skin  irritation. 

Electrolysis  probably  provides  the  best  long- 
term results  when  carried  out  by  an  experienced 


professional  operator.  A great  deal  of  tech- 
nique is  necessary  in  order  to  locate  the  papil- 
la, and  the  direction  of  the  hair  follicle.  The 
amount  of  current  to  be  used  is  also  a critical 
factor  and  oftentimes  more  than  one  treatment 
will  be  required  for  permanent  destruction. 
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This  Journal  feature  will  be  presented  alternately  by  tho  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  hanre  these  features  revolve  around  subjects  of  Immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


Acute  Bacterial  Diarrhea 


ACUTE  diarrheal  disease  of  bacterial 
origin  is  a major  cause  of  morbidity  and 
mortality  throughout  the  world,  especial- 
ly in  underdeveloped  countries.13  One  has 
only  to  recall  the  hundreds  of  thousands  of 
deaths  due  to  cholera  and  shigellosis  that  have 
occurred  in  India,  Pakistan,  and  in  Central 
America  to  appreciate  the  importance  of  these 
diseases. 

While  we  are  more  fortunate,  acute  diarrheal 
disease  is  still  a significant  cause  of  morbidity 
and  mortality  in  the  U.S.  In  fact,  acute  diar- 
rheal disease  is  second  only  to  the  common  cold 
as  a cause  of  man/days  lost  from  work.2'3 
As  a specific  example  of  the  impact  of  diarrheal 
disease  in  the  U.S.,  the  reported  incidence  of 
non-typhoidal  salmonellosis  is  approximately 
10  cases  per  100,000  population,  and  this  is 
thought  to  represent  only  approximately  1 % of 
the  total.  Therefore,  it  has  been  estimated  that 
approximately  2 million  cases  occur  each  year 
in  the  U.S.4  The  mortality  rate  of  hospitalized 
cases  is  approximately  1-2%  but  is  consider- 
ably higher  in  infants  (6%)  and  in  patients 
over  the  age  of  50  (10-15%) 4.  Thus,  the  acute 
bacterial  diarrheas  remain  a significant  problem 
in  the  U.S. 

Causes  of  Acute  Diarrhea  in  the  U.S. 

Statistics  as  to  the  incidence  of  various 
causes  of  diarrhea  are  very  meager  and  diffi- 
cult to  obtain.  However,  when  foodborne 
outbreaks  of  diarrhea  are  intensively  investi- 
gated, the  following  pattern  emerges.  In  1969, 
371  outbreaks  of  foodborne  disease  involving 
23,563  persons  were  reported  to  the  C.D.C. 
in  Atlanta,  Georgia.  Bacterial  agents  accounted 
for  66%  of  cases,  chemicals  7%,  parasitic  3%, 
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viral  2%,  and  unknown  causes  for  22%.  Of 
those  caused  by  bacteria  Staphylococcus  aureus 
accounted  for  25%  of  the  total,  Clostridia 
perfringens  18%,  salmonella  13%,  shigella 
3%,  Clostridia  botulinum  3%,  and  other  bac- 
teria 4%  .5 

Since  these  statistics  are  for  foodborne  out- 
breaks which  were  intensively  studied  and  do 
not  include  sporadic  cases,  these  figures  may 
not  represent  the  pattern  of  acute  diarrhea 
occurring  in  the  population  at  large.  It  has  been 
well  documented  that  with  currently  available 
laboratory  tests,  a specific  cause  of  pathogen 
can  be  found  in  only  20%  of  cases  of  acute 
diarrhea  entering  the  hospital.1'3  Thus  80% 
of  patients  remain  undiagnosed.  Fortunately, 
in  most  of  these  cases  the  disease  is  self-limited 
and  spontaneously  remits  in  a short  period  of 
time.  It  is  thought  that  the  bulk  of  these  un- 
diagnosed cases  are  either  due  to  viruses  and/ 
or  to  bacteria  which  we  cannot  distinguish 
from  normal  enteric  flora,  i.e.  the  enterotoxin 
producing  E.  coli.  In  fact,  in  one  recent  study 
of  infants  with  diarrhea  entering  a Chicago 
hospital,  approximately  70%  of  cases  were 
caused  by  toxigenic  E.  coli.  These  cases  were 
diagnosed  with  the  use  of  various  animal 
tests.6 

Since  significant  advances  have  been  made 
in  our  understanding  of  the  acute  bacterial 
diarrheas — especially  those  caused  by  E.  coli, 
salmonella,  and  shigella — the  rest  of  this  dis- 
cussion will  be  concerned  with  these  disease 
entities. 

Normal  Intestinal  Fluid  Balance  and 
General  Mechanisms  of  Diarrhea 

In  a 24-hour  period,  the  GI  tract  is  exposed 
to  approximately  8-10  1 of  isotonic  fluid  from 
the  diet  and  the  GI  secretions.  The  source  of 
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this  fluid  is:  diet,  2 1,  saliva,  1 1,  gastric  juice, 
2 1,  bile,  1 1,  pancreatic  juice,  2 1,  and  small 
intestinal  fluid,  1 1.  Of  this  8-10  1 entering  the 
small  bowel  only  approximately  1-2  1 enters 
the  colon  and  only  100-200  ml  appears  as 
feces.2  The  bulk  of  the  fluid,  90-95%,  is  ab- 
sorbed in  the  small  intestine  and  the  remainder 
by  the  colon,  this  latter  organ  serving  as  a final 
volume  regulator.  By  colonic  perfusion  studies 
in  man,  it  has  been  estimated  that  the  colon 
can  absorb  a maximum  of  approximately  2 1 
per  day.2 

Theoretically,  diarrhea  can  result  from  any 
one  or  a combination  of  these  mechanisms: 

a)  decreased  fluid  and  electrolyte  absorption, 

b)  increased  fluid  and  electrolyte  secretion, 

c)  abnormal  intestinal  permeability,  d)  large 
amounts  of  nonabsorbable,  osmotically  active 
substances  in  the  lumen  of  the  bowel  exerting 
an  osmotic  effect  on  water,  and  e)  abnormal 
intestinal  motility. 

The  volume  and  composition  of  the  resultant 
diarrhea  depends  on  which  of  these  factors  are 
involved  and  in  which  region  of  the  intestine, 
small  or  large  intestine.2’3 

Pathogenesis  of  Acute  Bacterial  Diarrhea 

The  acute  bacterial  diarrheal  disorders  can 
be  divided  into  two  categories  on  the  basis  of 
the  mechanisms  by  which  they  cause  diarrhea. 
These  categories  are  the  so-called  “toxigenic” 
and  “invasive”  diarrheas.2’3  A general  un- 
derstanding of  the  mechanisms  involved  helps 
to  clarify  the  various  clinical  pictures  and 
presentations.  Furthermore,  knowledge  of  the 
mechanisms  allows  us  to  explain  the  presence 
or  absence  of  various  historical,  physical,  and 
laboratory  features  and  helps  the  clinician  to 
assign  a particular  case  to  the  “toxigenic”  or 
“invasive”  category  and  help  make  a specific 
diagnosis. 

In  the  so-called  “toxigenic”  diarrheas,  diar- 
rhea is  the  result  of  a toxin,  called  enterotoxin, 
elaborated  by  the  bacterium  which  interferes 
with  fluid  and  electrolyte  transport  in  the  small 
intestine.  The  prototype  of  this  category  is 
cholera  but  others  causing  disease  by  this 
mechanism  include  some  strains  of  E.  coli, 
Staphylococcus  aureus,  and  Clostridia  perfrin- 
gens.3 

In  the  “invasive”  diarrheas,  the  bacteria  ac- 
tually invade  the  intestinal  mucosa  and  this 
invasive  process  somehow  causes  the  loss  of 
fluid.  The  prototypes  of  this  mechanism  are 
the  shigellae  and  salmonellae.13 


In  the  “toxigenic  category,”  the  organisms 
colonize  and  proliferate  within  the  small  in- 
testine and  elaborate  an  enterotoxin.  They  do 
not  invade  the  mucosa  and  cause  little,  if  any, 
morphologic  damage.  The  enterotoxin  is  ab- 
sorbed to  the  small  intestinal  epithelial  cells 
stimulating  a mucosal  enzyme,  adenyl  cyclase, 
which  leads  to  the  accumulation  of  intracellular 
cyclic  AMP.  The  increased  levels  of  cyclic 
AMP  somehow  result  in  the  active  secretion  of 
fluid  and  electrolytes  by  the  epithelium.  Colon- 
ic function  is  normal.  In  the  cases  of  staphylo- 
coccal diarrhea,  the  enterotoxin,  not  the  organ- 
ism, is  ingested  and  the  same  sequence  occurs. 
Thus,  in  the  “toxigenic”  category,  the  diarrhea 
is  due  to  small  intestinal  secretion  of  salt  and 
water,  the  volume  of  which  overwhelms  the 
absorptive  capacity  of  the  colon.2’3  Since  the 
organisms  do  not  invade  the  intestine  and  only 
involve  the  small  intestine,  one  would  not  ex- 
pect the  patients  to  manifest  fever,  bloody 
stools,  tenesmus,  significant  leukocytosis,  or 
polymorphonuclear  leukocytes  in  the  stool 
smear.  Furthermore,  sigmoidoscopic  findings 
should  be  normal. 

In  the  “invasive”  category — salmonellae, 
shigellae,  and  some  E.  coli — enterotoxins  have 
not  been  described  (with  the  single  exception 
of  Shigella  dysenteriae  type  1 and  the  physio- 
logic significance  of  this  toxin  is  in  doubt). 
These  organisms  colonize  the  colon  and  per- 
haps the  small  intestine  as  well.  The  organisms 
invade  the  mucosa,  causing  acute  inflammation 
and  sometimes  ulceration,  and  somehow  fluid 
production  ensues.  The  site  of  fluid  production 
is  primarily  the  colon,  but  in  severe  cases  the 
small  intestine  may  also  be  involved.  The  bio- 
chemical mechanisms  of  diarrhea  are  unclear 
but  preliminary  evidence  suggests  that  the 
mucosal  adenyl  cyclase-cyclic  AMP  system — 
as  in  the  “toxigenic”  diarrheas — may  be  in- 
volved. Thus,  in  the  “invasive”  category,  the 
diarrhea  is  primarily  a colonic  diarrhea  and 
since  the  organisms  invade  the  mucosa  and 
cause  an  acute  inflammatory  reaction,  one 
would  expect  such  patients  to  manifest  fever, 
cramps,  tenesmus,  leukocytosis,  and  many 
polymorphonuclear  leukocytes  in  the  stool 
smear.  The  patient  may  or  may  not  have 
bloody  stools  or  positive  sigmoidoscopic  find- 
ings depending  upon  the  severity  of  the  colonic 
process. 

One  final  point  worthy  of  emphasis:  it  is 
possible  that  the  mucosal  adenyl  cyclase- 
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cyclic  AMP  system  may  be  the  final  common 
biochemical  pathway  for  many  diarrheal  dis- 
orders. If  specific  agents  can  be  found  to  pre- 
vent activation  of  this  system  or  turn  it  off 
after  it  has  been  activated,  rational  therapy 
would  be  at  hand  to  prevent  or  control  the 
diarrhea. 

Shigellosis 

In  the  U.S.,  shigellosis  is  primarily  a disease 
of  children,  but  certainly  occurs  in  adults  as 
well.  The  only  natural  hosts  for  this  disease 
! are  man  and  monkeys.  Thus,  animal  reservoirs 
j are  not  important  in  the  chain  of  contagion 
and  transmission  occurs  from  person  to  person 
or  via  contaminated  water  supplies. 

The  classical  picture  of  shigellosis  is  a pa- 
tient who  presents  with  fever,  bloody  diarrhea, 
abdominal  cramps,  and  tenesmus.  While  this 
is  the  typical  picture,  a sizable  percentage  of 
patients,  approximately  30%,  will  not  have 
bloody  diarrhea  or  dysentery  but  watery  diar- 
rhea alone.7  In  one  recent  outbreak  among 
! adults  involving  700  cases,  all  patients  had 
i only  watery  diarrhea  without  dysentery.8 
Thus,  the  absence  of  dysentery  or  a bloody 
stool  certainly  does  not  rule  out  the  possibility 
of  shigellosis. 

In  the  usual  case  of  shigellosis,  therapy  is 
merely  supportive.  Intravenous  fluids  are  not 
usually  required  since  the  volume  lost  is  usually 
small  and  oral  fluid  therapy  is  generally  ade- 
quate. However,  in  the  infant  or  unusually 
severe  case,  IV  fluids  may  be  required.  Use 
of  agents  like  Kaopectate,  Lomotil,  and  nar- 
cotics are  unnecessary  and  usually  ineffective. 
The  rationale  for  using  Lomotil  and  other 
narcotic  agents  is  to  slow  down  intestinal 
motility  and  hopefully  increase  fluid  absorp- 
tion. Evidence  to  support  this  rationale  is  very 
meager.  It  must  be  remembered  that  with  in- 
vasive bacteria,  if  one  paralyzes  intestinal 
motility,  one  might  enhance  mucosal  invasion 
and  worsen  the  disease.  In  fact,  there  is  some 
evidence  that  this  does  indeed  occur  with 
Lomotil  therapy  of  shigellosis.9  However,  if 
abdominal  cramps  and  tenesmus  are  severe, 
narcotics  might  be  helpful.  Since  the  disease  is 
usually  self-limited  and  clears  in  48-72  hours, 
this  kind  of  therapy  is  usually  not  required. 

The  use  of  antibiotics  in  shigellosis  is  con- 
troversial.1011 Although  a number  of  double 
blind  studies  have  demonstrated  that  antibiotics 
shorten  the  clinical  course  and  the  period  of 
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fecal  excretion  of  the  organism,  most  authori- 
ties do  not  use  antibiotics  in  the  usual  case. 
The  reasons  for  this  include  the  increasing 
evidence  of  multiple  antibiotic-resistant  strains, 
the  likelihood  that  the  use  of  antibiotics  in- 
creases the  incidence  of  such  strains,  and  the 
fact  that  the  disease  is  usually  self-limited.  An 
excellent  discussion  of  the  pros  and  cons  of 
antibiotic  usage  in  shigellosis  has  recently  been 
published.11 

Salmonellosis 

As  stated  above,  salmonellosis  is  endemic  in 
the  U.S.  because  of  the  ubiquitous  occurrence 
of  this  organism.  The  vehicle  of  infection  is 
usually  contaminated  animal  products,  i.e., 
poultry,  swine,  eggs,  milk,  etc.  The  following 
data  emphasizes  the  magnitude  of  the  problem. 
In  a survey  done  a few  years  ago  in  Massachu- 
setts, public  health  officials  purchased  frozen 
chicken  in  a variety  of  supermarkets  and  found 
40%  of  the  chicken  to  be  contaminated  with 
salmonella.12  Thus,  the  problem  facing  us 
is  immense,  and  salmonellosis  is  likely  to  re- 
main a major  problem. 

There  are  various  clinical  pictures  of  sal- 
monellosis: enteric  fever,  septicemia,  and 

gastroenteritis.  Approximately  two-thirds  of  all 
cases  occurring  in  the  U.S.  are  manifest  as 
gastroenteritis  with  fever,  abdominal  cramps, 
and  diarrhea.  The  usual  course  of  illness  lasts 
3-5  days  with  spontaneous  recovery.  The  com- 
monest organism  is  S.  typhimurium ,13 

Of  interest  in  salmonellosis  is  the  asympto- 
matic or  chronic  carrier  state.  The  mean  dura- 
tion of  fecal  excretion  of  the  organism  is  7-10 
days  with  some  cases  shedding  salmonellae  for 
up  to  one  month.  Approximately  1 % will  shed 
the  organism  for  a year  or  more,  and  antibiotic 
therapy  is  ineffective  in  curing  this  carrier  state. 

A number  of  disease  conditions  are  known 
to  predispose  to  salmonellosis.  These  include 
the  following:  a)  any  condition  with  reduced 
gastric  acidity,  b)  alteration  of  normal  intes- 
tinal flora  especially  after  antibiotic  therapy, 
c)  hemolytic  anemias,  especially  sickle  cell 
disease  and  d)  disorders  of  immunity,  especial- 
ly leukemias,  lymphomas,  carcinomatosis,  and 
immuno-suppressive  therapy.14 

As  far  as  the  therapy  of  salmonellosis  is 
concerned,  the  role  of  antibiotics  is  much  more 
clear  cut  than  in  shigellosis.  Most  authorities 
agree  that  the  usual  case  of  salmonellosis  with 
uncomplicated  gastroenteritis  should  not  be 
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treated  with  antibiotics.  This  opinion  is  based 
on  data  gathered  from  a number  of  controlled 
studies  which  demonstrate  that  antibiotic  ther- 
apy of  salmonella  gastroenteritis  a)  does  not 
shorten  the  course  of  the  disease,  b)  significant- 
ly prolongs  the  fecal  excretion  of  the  organ- 
isms, and  c)  increases  the  number  of  antibiotic 
resistant  strains.15  In  practice,  antibiotic 
therapy  of  salmonellosis  is  reserved  for  patients 
with  enteric  fever,  septicemia  or  focal  lesions. 
In  addition,  in  the  patient  with  salmonella  gas- 
troenteritis with  severe  diarrhea,  spiking  fever 
and  leukopenia,  who  looks  quite  sick,  stool 
and  blood  cultures  should  be  taken  and  anti- 
biotics begun  pending  the  culture  results. 

E.  coli  Diarrhea 

Pathogenic  E.  coli  are  definite  causes  of 
acute  diarrhea  throughout  the  world  and  es- 
pecially in  children.  It  may  also  be  responsible 
for  traveler’s  diarrhea.616  E.  coli  can  cause 
diarrhea  by  either  the  “toxigenic”  or  “invasive” 
mechanism16  but  to  date,  strains  are  either 
toxigenic  or  invasive.  As  mentioned  above, 
approximately  80%  of  cases  of  acute  diarrhea 
are  undiagnosed  and  there  is  accumulating 
evidence  that  enteropathogenic  E.  coli  may  be 
responsible  for  a sizable  proportion  of  this  un- 
diagnosed group.3-6  A major  unsolved  prob- 
lem is  how  to  detect  and  identify  enteropatho- 
genic E.  coli.  The  usual  stool  culture  will 
always  grow  E.  coli  since  it  is  a normal  part  of 
our  colonic  flora.  Unfortunately,  there  are  no 
culture  methods  to  distinguish  pathogenic  from 
non-pathogenic  strains.  E.  coli  serotyping  is 
of  no  value  since  it  has  been  shown  that  many 
“non-pathogenic”  serotypes  can  cause  disease 
and  that  many  so-called  “enteropathogenic 
serotypes”  are  harmless.  The  only  available 
methods  to  identify  enteropathogenic  strains 
involve  the  use  of  animal  models  or  tissue 
culture  methods.3-6  These  methods  are  dif- 
ficult to  perform,  time-consuming,  and  expen- 
sive, and  therefore  not  suitable  for  routine 
clinical  use.  This  problem  is  currently  under 
intensive  study  and  hopefully  a simple  test  will 
be  available  in  the  near  future.  Thus,  diagnosis 
can  only  be  presumptive  and  treatment  is  sup- 
portive. 

Approaches  to  the  Patient  with  Acute  Diarrhea 

The  infective  dose  of  the  various  bacterial 
pathogens  for  healthy  American  adults  varies 
markedly  with  the  organism17:  shigella  10-100 


organisms,  salmonella  100,000  organisms,  and 
E.  coli  100  million  organisms.  Since  as  few  as 
10-100  shigella  organisms  can  be  infective  for 
man,  it  is  easy  to  see  why  person-to-person 
spread  is  the  main  route  of  transmission,  why 
explosive  outbreaks  and  epidemics  occur,  and 
why  isolation  procedures  must  be  strict.  With 
salmonella  and  E.  coli,  a much  larger  innoc- 
ulum  is  required  and  therefore  the  usual  route 
of  transmission  is  food  or  water  where  large 
numbers  of  organisms  can  be  ingested. 

When  faced  with  a patient  with  acute  diar- 
rhea, various  clinical  features  and  a simple 
bedside  laboratory  test  can  be  very  useful  in 
distinguishing  infectious  from  non-infectious 
diarrhea  and  “toxigenic”  from  “invasive”  diar- 
rheas. In  any  case  of  diarrhea  of  acute  onset, 
infectious  agents  must  be  sought.  The  following 
clinical  features  should  heighten  one’s  suspicion 
as  to  an  infectious  etiology:  a)  fever,  b)  ab- 
dominal cramps,  c)  tenesmus,  d)  bloody  stools, 
or  e)  leukocytosis  or  leukopenia.  In  addition 
to  bacteria,  some  of  these  features  may  be  a 
result  of  diarrhea  due  to  parasites  or  viruses. 

A simple  laboratory  test  can  help  make  a 
specific  diagnosis,  the  presence  or  absence  of  , 
polymorphonuclear  leukocytes  in  a stained 
stool  smear.18  The  presence  of  polys  in  the 
stool  smear  suggests  an  invasive  or  inflamma-  i 
tory  disorder,  i.e.,  salmonellosis,  shigellosis, 
amebiasis,  ulcerative  colitis,  or  regional  en- 
teritis. The  absence  of  polys  suggests  a viral 
etiology,  toxigenic  E.  coli,  or  other  non-infec- 
tious causes,  i.e.,  functional  or  hormonally- 
mediated  diarrhea.  Thus,  the  presence  of  polys 
in  the  stool  smear  is  usually  indicative  of  bona 
fide  disease;  these  patients  should  be  thorough- 
ly evaluated. 

R.  A.  Giannella,  M.D. 
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From  the  Files  of  the  KMA  Maternal 
Mortality  Study  Committee 


CASE  18-71.  This  23-year-old  single 
Negro,  Gravida  1,  EDC  12/15/71,  was 
admitted  on  November  14,  1971  at  2:30 
a.m.  She  had  been  seen  10  days  previously  in  a 
clinic  and  was  reported  to  have  had  mild  eleva- 
tion of  her  blood  pressure  for  which  she  was 
given  diuretics.  Her  sister  stated  she  had  had 
several  generalized  convulsions  in  the  preceed- 
ing  few  hours.  Blood  pressure  was  180/110 
and  she  had  edema  of  her  feet  and  ankles. 
Temperature  was  99.4°.  Her  physician  was 
notified  and  prescribed  Hydrodiuril  50  mg 
orally  but  did  not  see  her.  At  4:15  a.m.  the 
patient  was  still  in  the  emergency  room  and  had 
another  convulsion  lasting  45  seconds.  Her 
physician  was  notified  and  she  was  given 
100  mg  of  Dilantin  IM.  Seizures  were  re- 
corded at  5:45  and  8:10  a.m.  At  this  time  the 
patient  was  given  5 mg  of  Valium  IV.  The 
patient  was  reported  to  be  confused  and  unable 
to  cooperate.  At  9:30  a.m.  the  patient  again 
received  100  mg  of  Dilantin  IM,  and  had  been 
at  the  hospital  7 hours  when  her  physician 
finally  arrived  to  see  her. 

Only  15  cc  of  urine  was  obtained  by  cathe- 
terization since  admission.  At  9:40  a.m.  the 
patient  had  another  grand  mal  seizure  lasting 
one  minute  and  received  10  mg  of  Valium  IM. 
The  BUN  was  17,  serum  total  proteins  16.7 
at  this  time.  Neurosurgical  consult  was  ob- 
tained and  the  patient  was  seen  at  10:15  a.m. 
after  having  had  another  seizure.  Fetal  heart 
tones  were  not  audible  at  this  time.  Skull  films 
were  taken  and  reported  as  normal.  A supine 
chest  film  was  negative.  Lumbar  puncture  re- 
vealed clear  spinal  fluid  without  abnormalities. 
A naso-gastric  tube  was  inserted.  The  patient 
was  to  have  vital  signs  monitored  every  four 
hours  and  Dilantin  100  mg  and  phenobarbital 
60  mg  every  six  hours. 

An  obstetrician  was  called  to  see  the  patient 
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at  approximately  1:30  p.m.  and  made  the 
diagnosis  of  eclampsia.  She  was  given  10  gm  of 
magnesium  sulfate  IM  when  her  blood  pressure 
was  found  to  be  190/100,  pulse  120,  respira- 
tion 32,  and  temperature  101.4°.  Reflexes 
were  4+  bilaterally.  The  patient  had  now  had 
12  or  13  convulsions.  At  3:00  p.m.  a chest  X- 
ray  showed  congested  right  upper  lung  field, 
thought  to  be  secondary  to  aspiration.  Pelvic 
examination  revealed  the  cervix  to  be  closed 
and  there  was  some  vaginal  bleeding.  The  re- 
flexes were  still  markedly  hyperactive  but  there 
was  no  clonus.  The  patient  was  treated  with 
Lanoxin  and  transferred  by  the  obstetrician  to 
another  hospital.  She  arrived  at  4:00  p.m.  on 
November  14  with  a nasotracheal  tube  in  place 
with  assisted  respiration  via  an  ambu-bag. 

Her  past  medical  history,  social  history,  and 
review  of  systems  were  non-contributory.  She 
responded  only  to  deep  pain.  Her  blood  pres- 
sure was  190/120,  pulse  140,  rectal  tempera- 
ture 101.4°.  Fetal  heart  tones  were  not  audi- 
ble. There  were  ronchi  throughout  the  right 
lung  field  but  no  rales.  The  naso-tracheal  tube 
was  in  place.  Her  heart  was  normal.  The  uterus 
was  palpable  two  fingers  breadths  above  the 
umbilicus.  The  cervix  was  closed  and  unef- 
faced. She  had  no  apparent  edema  and  was 
hyperflexic.  Serum  sodium  was  131,  potassium 
4.4,  carbon  dioxide  18,  chloride  94,  hematocrit 
40.6,  hemoglobin  13.0,  white  count  24,400, 
and  urine  2 + protein,  50-100  RBC’s  and  1-5 
WBC’s. 

Following  admission  the  patient  was  assisted 
with  positive  pressure  ventilation  and  was  given 
40  mg  of  Lasix  IV  through  an  intravenous  in- 
fusion line.  Blood  gases  at  4:30  p.m.  were  pH 
7.39,  pC02  25,  p02  340.  BUN  was  20  and 
creatinine  3.9.  The  patient  had  to  be  main- 
tained on  a respirator.  She  made  no  respiratory 
effort  herself.  Urine  output  during  the  first  two 
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hours  was  10  ml  per  hour.  An  amniotomy  was 
performed  and  an  oxytocin  induction  started. 
At  2:30  a.m.  on  November  15,  her  hematocrit 
was  34,  blood  gases  were  pH  7.375,  pC02 
31.5,  p02  87  with  95%  saturation.  At  7:05 
a.m.  on  November  15  the  patient  delivered  a 
3 lb  7 oz  stillborn  female  by  low  forceps  with- 
out anesthesia.  Following  delivery  she  could 
respond  to  verbal  stimuli  and  tolerated  periods 
of  two-to-three  hours  off  the  respirator.  At 
8:00  a.m.  on  the  1 5th  her  hematocrit  was  30. 

By  the  afternoon  of  the  15  th  the  patient  was 
transferred  to  the  intensive  care  unit.  Medical 
and  neurological  consults  were  obtained.  The 
patient  remained  comatose  responding  only  to 
deep  pain.  Blood  gases  obtained  the  evening  of 
November  15  showed  a pH  of  7.15,  p02  145, 
C02  53  and  saturation  of  97.8%.  Electrolytes 
were  sodium  131,  potassium  4.4,  C02  18,  and 
chloride  94.  By  11:00  p.m.  the  patient  re- 
sponded to  oral  commands  and  moved  all  ex- 
tremities except  her  right  arm.  She  was  able  to 
: recognize  and  speak  with  her  mother.  She  was 
treated  with  Dilantin  at  the  suggestion  of  the 
neurologist  and  Digitalis  was  continued. 

At  3:00  a.m.  on  November  16  the  patient 
appeared  to  be  responding  less  well  but  her 
urine  output  decreased.  It  had  been  adequate 
until  this  time.  By  8:00  a.m.  on  the  16th  the 
patient  was  not  responding  to  even  very  painful 
i stimuli.  Blood  gases  were  p02  22,  pC02  46, 
pH  7.2,  and  saturation  52%.  Urine  output  was 
approximately  25  cc  per  hour  in  spite  of  several 
doses  of  Lasix.  At  10:00  a.m.  it  was  noted  that 
the  pupils  were  dilated  and  fixed  and  this  was 
felt  to  be  secondary  to  cerebral  edema  and 
anoxia.  By  noon  of  November  16  her  chances 
for  survival  were  considered  poor.  In  the  early 
afternoon  she  was  treated  with  electrolyte  solu- 
tion to  correct  acidosis  and  given  an  aramine 
intravenous  infusion  to  try  to  maintain  her 
blood  pressure  at  normal  levels.  The  patient 
expired  at  11:00  a.m.  on  November  18,  1971, 
having  been  totally  unresponsive  and  con- 
sidered terminal  throughout  the  night. 

An  autopsy  was  performed.  The  gross  autop- 
sy findings  are: 


1 . Moderate  hemorrhagic  pulmonary  edema, 
right  lung  weighing  670  gm  and  left  lung 
weighing  700  gms. 

2.  Moderate  cerebral  edema. 

3.  Retention  cyst  of  the  left  kidney. 

4.  Diffuse  focal  hemorrhages  of  stomach, 
small  bowel,  bladder  and  endometrium. 

5.  Focal  acute  hemorrhagic  cystitis. 

6.  Postpartum  uterus. 

7.  Recent  subdural  hematoma  in  the  lumbo- 
sacral area. 

8.  Possible  bronch-adenoma. 

The  cause  of  death  was  listed  as  moderate 
hemorrhagic  pulmonary  edema  with  moderate 
cerebral  edema,  complicating  eclampsia.  This 
patient  was  felt  to  have  died  secondary  to 
severe  hypoxia  during  the  multiple  seizures 
which  she  had  had  prior  to  institution  of  ade- 
quate therapy.  No  specific  gross  findings  could 
explain  her  death  other  than  this. 

Comment 

This  case  was  classified  as  a direct  obstetrical 
death  with  preventable  factors.  There  was  a 
tremendous  delay  in  the  initial  diagnosis  and 
treatment  of  this  eclamptic  patient.  In  the  De- 
cember 1973  issue  of  the  Journal  of  the  Ken- 
tucky Medical  Association,  Vol.  71,  pgs.  377- 
84,  a similar  case  is  delineated  and  the  com- 
ments following  that  case  would  be  the  same  as 
for  this  one.  Essentially,  it  has  become  an  in- 
creasing practice  to  use  intravenous  medica- 
tion and  give  sufficient  magnesium  sulfate  to 
control  convulsions.  Valium  can  be  used 
initially  to  control  the  convulsions,  but  the 
definitive  treatment  includes  delivery  preceded 
by  controlling  convulsions  with  the  use  of 
magnesium  sulfate.  As  long  as  urinary  output  is 
adequate,  this  will  be  safe.  It  is  not  unusual  to 
give  50  gm  or  more  in  a 24-hour  period,  pro- 
vided urinary  output  is  adequate.  Sufficient 
magnesium  sulfate  is  given  to  keep  the  reflexes 
at  1 + . Lasix  is  rarely  necessary  but  has  been 
used  in  the  presence  of  oliguria.  This  patient’s 
life  may  have  been  saved  by  early  diagnosis 
and  treatment. 


Have  You  Moved  Recently? 

Please  send  any  change  of  address  to  The  Journal  of  the  Kentucky  Medical 
Association,  3532  Ephraim  McDowell  Drive,  Louisville,  Kentucky  40205.  We 
need  your  help  in  keeping  our  mailing  list  up  to  date.  You  are  our  best  source  of 
information. 
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“The  Task” 


So  life  glides  smoothly  and  by  stealth  away, 

More  golden  than  that  age  of  fabled  gold 
Renowned  in  ancient  song;  not  vexed  with  care 
Or  stained  with  guilt,  beneficent,  approved 
Of  God  and  man,  and  peaceful  in  its  end. 

So  glide  my  life  away!  and  so  at  last, 

My  share  of  duties  decently  fulfilled, 

May  some  disease,  not  tardy  to  perform 
Its  destined  office,  yet  with  gentle  stroke, 

Dismiss  me,  weary,  to  a safe  retreat, 

Beneath  the  turf  that  I have  often  trod  .... 

— William  Cowper,  1785 

This  tribute  is  printed  in  memory  of  the  Kentucky  physicians  who 
died  during  the  past  year. 
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Deceased  Kentucky  Physicians 

1974 


Oscar  Allen,  Beaver  Dam 
Harry  Smith  Andrews,  Louisville 
John  Wilbur  Armstrong,  Berea 
George  Matt  Asher,  Jr.,  Pineville 
Frank  Allen  Bechtel,  Louisville 
John  F.  Berry,  Jr.,  Lexington 
Stuart  Goslin  Blitz,  Newport 
Thomas  Tucker  Brackin,  Jr.,  Bardwell 
James  Hamilton  Brewer,  Louisville 
Felix  Manning  Brown,  Hopkinsville 
Joseph  A.  Burket,  Louisville 
Raymond  Clarence  Comstock,  Louisville 
Clay  Crawford,  Ft.  Thomas 
Lloyd  E.  Deddens,  Owensboro 
John  Ambrose  Dorger,  Covington 
Jacob  Duncan  Farris,  Lexington 
David  Maggard  Fields,  Harlan 
John  Futrell,  Cadiz 
Henry  Steele  Gilmore,  Owingsville 
Francis  Hill  Hodges,  Pikeville 
Charles  E.  Hornaday,  Owensboro 
Philip  Harold  Isacco,  Edmonton 
Ellsworth  H.  John,  Harrodsburg 

List  of  names  of  deceased  physcians  available  to  The 


Robert  Hays  Johnson,  Louisville 
Hubert  C.  Jones,  Berea 
Thomas  J.  Kalmer,  Louisville 
Irving  Fruchter  Kanner,  Lexington 
Eli  Khouri,  Jr.,  Paducah 
Leo  N.  Kirch,  Harlan 
Walter  Arnold  Kirchner,  Madisonville 
Lloyd  O.  Larsen,  Lexington 
Nathan  Levene,  Louisville 
William  Nunn  Lipscomb,  Lexington 
Marvin  Andrew  Lucas,  Louisville 
Ralph  Durbin  Lynn,  Elkton 
Joseph  Skees  Parker,  Louisville 
Gilbert  Garrard  Rawlings,  Jr.,  Louisville 
Bernard  Schneider,  Louisville 
John  James  Sherman,  Martin 
Samuel  Milton  Smith,  Jr.,  Louisville 
Frank  P.  Strickler,  Jr.,  Louisville 
Robert  L.  Suttles,  Owingsville 
Claiborne  J.  Walton,  Milltown,  Ind. 

J.  E.  Warren,  Lexington 
Samuel  Shelton  Watkins,  Louisville 
John  J.  Wernert,  Jr.,  Louisville 

Journal  as  of  November  11,  1974. 
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TRADITIONALLY,  end-of-the-year  editorials  seek  to  bring  out  the  best  in  us. 
I am  reminded  of  Doctor  Walter  Hume’s  remarks  in  this  journal  just  one 
year  ago  in  which  he  discussed  the  virtues  of  gratitude,  hope,  joy,  under- 
standing and  peace. 

Another  round  of  parties  and  well  wishing  is  upon  us  and,  predictably,  there 
will  be,  at  least  temporarily,  a revitalization  of  our  more  humanly  traits.  What 
is  sad  about  most  holiday  sentiments  is  that  they  are  so  short  lived.  The  emphasis 
should  be  on  a daily  renewal  of  self-dedication  to  our  patients,  our  friends,  our 
families  rather  than  a one  day  or  one  week  episode  of  hollow  resolution. 

We  can  expect  no  genuine  lasting  solution  to  our  problems  until  there  is  a 
continual  explosion  of  charity,  the  brotherhood  of  man,  human  kindness  or  what- 
ever else  one  wishes  to  term  that  selfless  interchange  among  men. 

GRS 
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David  A.  Hull,  M.D.,  Lexington,  KMA  President-Elect,  walks 
to  the  speaker's  podium  upon  his  election  at  the  second 
session  of  the  House  of  Delegates. 
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David  A.  Hull,  M.D.,  Lexington,  President-Elect;  Hoyt  D. 
Gardner,  M.D.,  Louisville,  President;  and  Fred  C.  Rainey, 
M.D.,  Elizabethtown,  Immediate  Past  President,  confer  after 
the  President’s  Luncheon. 


Hasty  W.  Riddle  (left)  and  J.  Farra  Van  Meter,  M.D., 
(right)  are  Ihe  1974  KMA  Awards  recipients.  Extending 
congratulations  is  Richard  F.  Grise,  M.D.,  Bowling  Green, 
Chairman  of  the  Awards  Committee  (center). 


Julian  Carroll,  Lt.  Governor  of  the  Commonwealth  of  Ken- 
tucky, gave  the  keynote  address  at  the  President's  Lunch* 
eon. 
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Ballard  W.  Cassady,  M.D.,  Chairman  of  the  Board  of  Trus- 
tees, admnisters  the  Oath  of  Office  to  KMA  President, 
Hoyt  D.  Gardner,  M.D.,  at  the  President's  Luncheon. 


September  ! 

President*  s Lumet  eon  and 
House  of  Delegates 
^Meeting 

KMA  Animal  Pleeting 


EYES  RIGHT! 

...to  SOUTHERN  OPTICAL 


LOUISVILLE 


ST.  MATTHEWS 
NEW  ALBANY 
BOWLING  GREEN 
OWENSBORO 


Southern  Optical  Bldg.  — 640  River  City  Mall 
Contact  Lenses  — 640  River  City  Mall 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
Medix  Bldg.  — Adj.  S.S.  Mary  & Elizabeth  Hosp. 
313  Wallace  Center  and  108  McArthur  Drive 
Professional  Arts  Bldg.,  1919  State  Street 
524  East  Main  Street 
Doctors  Bldg.,  1001  Center  Street 


! 

J 

: 

: 

f 

; 

: 

( 

i 


^outkm, 


' 0 pticat 


CHARGE  ACCOUNTS 

INVITED 
BankAmericard 
Master  Charge 


December  1974 


The  Journ 


678 


aim  iEiixtnrs  atxh  §>taff  uf 
Gllje  iloxxrxxal  (§f  3KJ0A 
lExtrnii  ®o 

(§xxr  IBZ4  Ahufrtxsers 
&uxrm'  Shanks 
attii 

Itest  Uxsljes 
fnr  a 

Hbrrij  Christmas 
anh  a 

iiajjjjy  Arm  f ear 


Abbott  Laboratories 
Academy  of  Medicine  of  Cincinnati 
American  Cancer  Society 
American  Medical  Association 

Berea  Hospital 

Blue  Cross-Blue  Shield  of  Kentucky 
Burroughs- Wellcome  Company 

Jean  Crutcher  Antiques 

Dorsey  Laboratories 

Federal  Correctional  Institute 
First  National  Bank  in  St.  Louis 
Flint  Laboratories 

General  Electric 
General  Leasing 
William  Gore  Associates 

Healthcare  of  Louisville,  Inc. 

Heart  Association  of  Louisville  and  Jefferson 
County,  Inc. 

Hospital  Corporation  of  America 
E.  L.  Kahn 

Kentucky  Arthritis  Foundation 
Kentucky  Department  of  Personnel 
Kentucky  Lung  Association 
Kentucky  Peer  Review  Organization,  Inc. 

A.  P.  Lee  Agency,  Inc. 


Eli  Lilly  and  Company 
Loma  Linda  Foods 

Marion  Laboratories,  Inc. 

McNeil  Laboratories 
Medical  Protective  Company 
Merck  Sharp  & Dohme 

Pharmaceutical  Manufacturers  Association 
Physician's  Office 
William  P.  Poythress  & Company 
Proctor  & Gamble 

Ramada  Inn/Bluegrass  Convention  Center 

A.  H.  Robins  & Company 

Roche  Laboratories 

J.  B.  Roerig  and  Company 

John  E.  Ryan 

Julius  Schmid  Pharmaceuticals,  Inc. 

Searle  Laboratories 
Skyway  Enterprises,  Inc. 

Smith  Kline  & French  Laboratories 
Southern  Optical  Company 

Tennessee  Valley  Medical  Assembly 

United  States  Air  Force 

University  of  Kentucky  Medical  Center 

Vick  Chemical  Company 

Webcon  Pharmaceuticals 
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The  J.  Q.  A.  Stewart  Memorial  Meeting  of 
The  Kentucky  Medical  Association 

Ramada  Inn,  Bluegrass  Convention  Center,  Louisville,  Kentucky,  September  24-26,  1974 
Digest*  of  Proceedings  of  the  Regular  Sessions  of  the 

HOUSE  OF  DELEGATES 

Richard  F.  Greathouse,  M.D.,  Louisville 
Speaker  of  the  House,  Presiding 


First  Session 


Speaker  Greathouse  called  the  124th  Meet- 
ing of  the  KMA  House  of  Delegates  to  order 
at  9:15  a.m.  and  asked  Paul  J.  Parks,  M.D., 
Bowling  Green,  to  give  the  invocation.  He  then 
called  on  William  E.  Becknell,  M.D.,  Man- 
chester, Chairman  of  the  Credentials  Commit- 
tee, to  give  the  report  of  the  Credentials 
Committee.  Doctor  Becknell  reported  that  a 
quorum  was  present.  A motion  was  made, 
seconded,  and  passed  that  the  Minutes  of  the 
1973  session  of  the  House  of  Delegates  be 
approved  as  published  in  the  December,  1973, 
Journal  of  the  Kentucky  Medical  Association. 

S.  Randolph  Scheen,  M.D.,  Louisville,  KMA 
Secretary,  gave  several  announcements.  He 
noted  that  every  member  of  the  House,  as  well 
as  officers,  trustees,  and  committee  members 
of  KMA,  were  covered  by  a $50,000  accident 
insurance  policy  upon  leaving  their  residence 
to  perform  official  duties  for  the  Association, 
which  became  effective  June  1,  1973.  He  an- 
nounced the  scientific  sessions  would  begin  at 
8:50  a.m.  Tuesday  in  the  Convention  Center; 
and  stressed  that  the  highlight  of  the  Annual 
Meeting,  the  President’s  Luncheon,  would  take 
place  in  the  Convention  Center  on  Wednesday 
at  11:50  a.m.  The  Secretary  reminded  the 
Delegates  that  the  Nominating  Committee  for 
general  offices  would  meet  at  the  close  of  the 
first  session  of  the  House,  and  Reference  Com- 
mittees would  convene  at  2:00  p.m.  Monday 


*Editorial  Note:  A tape  recording  was  made  of  the  two 
sessions  of  the  House  of  Delegates,  and  any  member  'who 
desires  to  examine  the  transcript  of  these  proceedings 
may  visit  the  Headquarters  Office  and  listen  to  the  re- 
cordings. 


in  various  rooms  of  the  Convention  Center.  He 
stated  the  Message  Center  would  again  be  in 
operation  throughout  the  Annual  Meeting,  and 
emphasized  the  importance  of  visiting  the  tech- 
nical and  scientific  exhibits. 

Doctor  Scheen  read  the  list  of  physicians 
who  had  died  since  the  1973  meeting  of  the 
House  of  Delegates,  following  which  the  mem- 
bers of  the  House  stood  for  a moment  of 
silent  tribute.  The  names  of  the  physicians, 
their  locations,  and  dates  of  death  are  as 
follows: 


Allen,  Oscar 
Andrews,  Harry  Smith 
Armstrong,  John  Wilbur 
Bechtel,  Frank  Allen 
Berry,  John  F.,  Jr. 

Biltz,  Stuart  Goslin 
Brackin,  Thomas  Tucker,  Jr. 
Brewer,  James  Hamilton 
Brown,  Felix  Manning 
Burket,  Joseph  A. 

Comstock,  Raymond  Clarence 
Crawford,  Clay 
Deddens,  Lloyd  E. 

Dorger,  John  Ambrose 
Farris,  Jacob  Duncan 
Fields,  David  Maggard 
Gilmore,  Henry  Steele 
Hodges,  Francis  Hill 
Hornaday,  Charles  E. 

House,  Elton  Rudolph 
Isacco,  Philip  Harold 
Johnson,  Robert  Hays 
Johnson,  William  A. 

Jones,  Edwin  L. 

Jones,  Hubert  C. 

Kalmer,  Thomas  J. 

Kanner,  Irving  Fruchter 
Khouri,  Eli,  Jr. 

Kirch,  Leo  N. 

Kirchner,  Walter  Arnold 
Larsen,  Lloyd  O. 

Levene,  Nathan 
Lipscomb,  William  Nunn 
Lynn,  Ralph  Durbin 
Molony,  Howard  Robert 
Norwood,  James  Franklin 
Parker,  Joseph  Skees 
Rawlings,  Gilbert  Garrard,  Jr. 
Schneider,  Bernard 
Sherman,  John  James 
Smith,  Samuel  Milton,  Jr. 
Strickler,  Frank  P.,  Jr. 

Suttles,  Robert  L. 

Warren,  J.  E. 

Watkins,  Samuel  Shelton 
Wernert,  John  J.,  Jr. 


McHenry 

Louisville 

Berea 

Louisville 

Lexington 

Louisville 

Newport 

Hopkinsville 

Bard  well 

Louisville 

Louisville 
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January  18,  1974 
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April  7,  1974 
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It  was  moved  and  seconded  that  the  fol- 
lowing Memorial  Resolutions  introduced  by  the 
Fayette  County  Medical  Society  become  an 
official  part  of  the  Digest  of  Proceedings  of 
the  first  session  of  the  House  of  Delegates, 
and  further  that  the  Resolutions  be  presented 
in  proper  form  to  the  families  of  the  deceased. 
Motion  carried. 


Memorial  Resolution 

John  F.  Berry,  Jr.,  M.D. 

WHEREAS,  John  F.  Berry,  Jr.,  M.D.  died  on 
August  31,  1974;  and 

WHEREAS,  Doctor  Berry  was  a member  of  this 
House  of  Delegates  at  the  time  of  his  death;  and 
WHEREAS,  he  served  this  Association  with  dedi- 
cation as  a delegate  representing  Fayette  County 
Medical  Society  from  1966;  therefore  be  it 

RESOLVED,  that  this  House  of  Delegates  extend 
its  profound  grief  at  the  passing  of  this  distinguished 
physician;  and  be  it  further 

RESOLVED,  that  this  resolution  shall  become  a 
permanent  part  of  the  proceedings  of  this  House  and 
that  appropriate  copies  of  this  resolution  be  sent  to 
Mrs.  Berry  and  the  Berry  family. 


Memorial  Resolution 

Irving  F.  Kanner,  M.D. 

WHEREAS,  Irving  F.  Kanner,  M.D.  died  on  June 
30,  1974;  and 

WHEREAS,  Doctor  Kanner  served  as  a member 
of  this  House  of  Delegates  as  an  elected  representa- 
tive from  the  Fayette  County  Medical  Society  for 
four  years;  and 

WHEREAS,  he  was  a member  of  this  House  of 
Delegates  as  alternate  trustee  from  the  Tenth  KMA 
Trustee  District  at  the  time  of  his  death;  therefore  be 
it 

RESOLVED,  that  this  House  of  Delegates  of  the 
Kentucky  Medical  Association  express  its  sorrow  at 
the  passing  of  Irving  F.  Kanner,  M.D.;  and  be  it 
further 

RESOLVED,  that  the  sympathy  of  this  House  be 
expressed  to  Mrs.  Kanner  and  the  Kanner  family, 
that  this  resolution  become  a permanent  part  of  the 
proceedings  of  this  House,  and  that  appropriate 
copies  of  this  resolution  be  presented  to  the  Kanner 
family. 

It  was  announced  the  name  of  John  F.  Berry, 
M.D.,  which  appeared  on  the  1975  Nominating 
Committee  Ballot,  was  replaced  with  the  name 
of  Colby  Cowherd,  M.D.,  of  Lexington.  Doctor 
Greathouse  announced  the  Reference  Com- 
mittee appointments  as  follows,  and  noted  no 
changes  had  been  made  since  the  Handbook 
was  printed: 


Reference  Committee  No.  1 

Glenn  W.  Bryant,  M.D.,  Louisville,  Chairman 
Peter  P.  Bosomworth,  M.D.,  Lexington 
Don  E.  Cloys,  M.D.,  Richmond 
C.  Douglas  LeNeave,  M.D.,  Mayfield 
Robert  E.  Smith,  M.D.,  Covington 

Reference  Committee  No.  2 

Richard  F.  Hench,  M.D.,  Lexington,  Chairman 
Henry  R.  Bell,  M.D.,  Elkton 
Arthur  H.  Keeney,  M.D.,  Louisville 
Nelson  B.  Rue,  M.D.,  Bowling  Green 
Don  R.  Stephens,  M.D.,  Cynthiana 

Reference  Committee  No.  3 

Raymond  D.  Wells,  M.D.,  Inez,  Chairman 
R.  Kendall  Brown,  M.D.,  Georgetown 
Ferrell  D.  Mays,  M.D.,  Elizabethtown 
Earl  P.  Oliver,  M.D.,  Scottsville 
Marilyn  M.  Sanders,  M.D.,  Owensboro 

Reference  Committee  No.  4 

McHenry  S.  Brewer,  M.D.,  Louisville,  Chairman 
Richard  B.  McElvein,  M.D.,  Lexington 
W.  N.  Richardson,  M.D.,  Cadiz 
Jerry  C.  Sutkamp,  M.D.,  Bellevue 
James  B.  Zimmerman,  M.D.,  Pikeville 

Reference  Committee  No.  5 

N.  H.  Talley,  M.D.,  Princeton,  Chairman 
Danny  M.  Clark,  M.D.,  Somerset 
Emanuel  H.  Rader,  M.D.,  Pineville 
R.  Parnell  Rollings,  M.D.,  Louisville 
William  R.  Yates,  M.D.,  Hebron 

Reference  Committee  No.  6 

Wally  O.  Montgomery,  M.D.,  Paducah,  Chairman 

C.  Nicholas  Kavanaugh,  M.D.,  Lexington 

Wyatt  Norvell,  M.D.,  New  Castle 

Garner  E.  Robinson,  M.D.,  Ashland 

David  L.  Stewart,  M.D.,  Louisville 

Doctor  Greathouse  announced  that  the 
tellers  for  both  sessions  would  be  J.  Myron 
Lord,  M.D.,  Frankfort,  Chairman;  Glenn  U. 
Dorroh,  M.D.,  Lexington;  and  Gabe  A.  Payne, 
Jr.,  M.D.,  Hopkinsville. 

The  reports  of  the  officers  and  committees 
were  presented  by  the  Speaker  and  referred  to 
a reference  committee  as  follows:  (Only  the 
reports  of  the  officers  were  read.) 

Report  of  the  President,  Topics  I,  II,  Ilia,  XIII, 
XIV,  and  XV  only.  Remaining  topics  were  assigned 
as  follows:  Topics  VI,  X,  and  XII  are  referred  to 
Reference  Committee  No.  3.  Topic  VIII  is  referred 
to  Reference  Committee  No.  4.  Topics  IX,  XI,  XVI, 
and  XVII  are  referred  to  Reference  Committee  No.  5. 
Topics  Illb,  IV,  V,  and  VII  are  referred  to  Ref- 
erence Committee  No.  6. 
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Report  of  the  President,  Woman’s  Auxiliary  to 
KM  A — Reference  Committee  No.  1. 

Report  of  the  President-Elect — Reference  Com- 
mittee No.  1. 

Report  of  the  Speaker  of  the  House — Reference 
Committee  No.  1. 

Report  of  the  Chairman,  Board  of  Trustees — 
Reference  Committee  No.  1 with  the  following  ex- 
ception. The  Report  of  the  Ad  Hoc  Committee  on 
Mental  Health-Mental  Retardation  is  referred  to 
Reference  Committee  No.  5. 

Report  of  the  Secretary — Reference  Committee 
No.  1. 

Report  of  the  Editor — Reference  Committee  No.  1. 

Report  of  the  Treasurer — Reference  Committee 
No.  1. 

Report  of  the  Delegates  to  AMA — Reference 
Committee  No.  1. 

Report  of  the  Executive  Director — Reference  Com- 
mittee No.  1. 

At  this  time,  Doctor  Greathouse  announced 
that  the  president  of  each  of  the  Student  AMA 
Chapters  in  Kentucky  was  present  to  give  an 
oral  report  to  the  House.  Mr.  C.  Elliott  Ray, 
President  of  the  University  of  Kentucky 

Student  AMA  Chapter,  and  Mr.  Phil  Aaron, 
President  of  the  University  of  Louisville 

Student  AMA  Chapter,  presented  their  re- 
ports. 

Doctor  Greathouse  introduced  Max  H.  Par- 
rott, M.D.,  of  Portland,  Oregon,  the  President- 
Elect  of  the  American  Medical  Association. 
Doctor  Parrott  proceeded  to  the  podium  to 
address  the  House. 

The  Kentucky  State  Association  of  Medical 
Assistants  served  coffee  and  sweet  rolls  to  the 
members  of  the  House  at  10:00  a.m.  in  the 
lobby  of  Ramada  Inn. 

Following  the  short  break,  the  Speaker  con- 
tinued with  the  referral  of  reports  to  the 
Reference  Committees. 

Report  of  the  Judicial  Council — Reference  Com- 
mittee No.  6. 

Report  of  the  Kentucky  Foundation  for  Medical 
Care,  Inc. — Reference  Committee  No.  4,  with  the 
exception  of  one  portion  of  the  report.  KFMC  4, 
dealing  with  the  KFMC  Continuing  Medical  Educa- 
tion Committee  and  KMA  Medical  Education  Com- 
mittee is  referred  to  Reference  Committee  No.  2. 

Report  of  the  Rural  Kentucky  Medical  Scholarship 
Fund — Reference  Committee  No.  6. 

Report  of  the  Board  of  Directors,  Kentucky 
Physicians  Mutual,  Inc. — Reference  Committee  No.  4. 

Report  of  the  Scientific  Program  Committee — 
Reference  Committee  No.  2. 

Report  of  the  Scientific  Exhibits  Committee — 
Reference  Committee  No.  2. 

Report  of  the  Hospital  Committee — Reference 
Committee  No.  2. 

Report  of  the  Emergency  Medical  Care  Com- 
mittee— Reference  Committee  No.  2. 


Report  of  the  Advisory  Committee  to  Blue  Cross- 
Blue  Shield — Reference  Committee  No.  4. 

Report  of  the  Committee  on  Business  Management 
and  Services — Reference  Committee  No.  5. 

Report  of  the  Committee  on  Occupational  Health — 
Reference  Committee  No.  3. 

Report  of  the  Maternal  Mortality  Study  Com- 
mittee— Reference  Committee  No.  3. 

Report  of  the  Cancer  Committee — Reference 
Committee  No.  2. 

Report  of  the  Advisory  Committee  to  Selective 
Service — Reference  Committee  No.  5. 

Report  of  the  Committee  to  Study  the  Constitu- 
tion and  Bylaws — Reference  Committee  No.  6. 

Report  of  the  McDowell  House  Board  of  Managers 
— Reference  Committee  No.  6. 

Report  of  the  Committee  on  Legislative  Activities 
— Reference  Committee  No.  3. 

Report  of  the  Committee  on  Community  and 
Rural  Health — Reference  Committee  No.  4. 

Report  of  the  Committee  on  Environmental  Qual- 
ity— Reference  Committee  No.  3. 

Report  of  the  KMA  Liaison  on  Cults  to  the 
AMA — Reference  Committee  No.  3. 

Report  of  the  Committee  on  Health  Care  of  the 
Poor — Reference  Committee  No.  4. 

Report  of  the  Committee  on  School  Health, 
Physical  Education,  and  Medical  Aspects  of  Sports — 
Reference  Committee  No.  4. 

Report  of  the  Advisory  Committee  to  Woman’s 
Auxiliary — Reference  Committee  No.  1. 

Report  of  the  Committee  on  Public  Relations — 
Reference  Committee  No.  5. 

Report  of  the  Committee  on  Governmental  Medi- 
cal Services — Reference  Committee  No.  5. 

Report  of  the  Technical  Advisory  Committee  on 
Physician  Services  (Title  XIX) — Reference  Commit- 
tee No.  5. 

Report  of  the  Interspecialty  Council — Reference 
Committee  No.  2,  with  the  exception  of  the  last  two 
paragraphs  which  are  referred  to  Reference  Com- 
mittee No.  3. 

Report  of  the  KMA-Kentucky  Nurses  Association 
Joint  Practice  Committee — Reference  Committee  No. 
6,  with  the  exception  of  that  section  of  the  report 
dealing  with  continuing  education,  which  is  referred 
to  Reference  Committee  No.  2. 

Report  of  the  Physician-Attorney  Liaison  Com- 
mittee— Reference  Committee  No.  6. 

Report  of  the  Ad  Hoc  Committee  to  Study  the 
External  Structure  of  KMA — Reference  Committee 
No.  6. 

Report  of  the  Ad  Hoc  Committee  on  Finances — 
Reference  Committee  No.  1. 

New  Business 

New  business  was  presented  to  the  House 
by  the  Speaker  to  the  Reference  Committees 
indicated: 

(A)  Resolution  from  the  KMA  Medical  Education 
Committee  concerning  Continuing  Education  Re- 
quirements for  Kentucky  Physicians — Reference 
Committee  No.  2. 
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(B)  Resolution  from  KM  A Board  of  Trustees  con- 
j cerning  the  Kentucky  Foundation  for  Medical  Care 

— Reference  Committee  No.  4. 

(C)  Resolution  from  Hardin-Larue  County  Medi- 
cal Society  concerning  Specialty  Representation  in 
the  KMA  House  of  Delegates— Reference  Committee 
No.  6. 

(D)  Resolution  from  KMA  Board  of  Trustees  con- 
cerning Alternative  Delivery  Systems — Reference 
Committee  No.  4. 

(E)  Resolution  from  McCracken  County  Medical 
Society  concerning  the  Method  of  Selecting  the  Nom- 
inating Committee — Reference  Committee  No.  6. 

(F)  Resolution  from  Campbell-Kenton  County 
Medical  Society  concerning  Opposition  to  Public 
Law  92-603 — Reference  Committee  No.  4. 

(G)  Resolution  from  Campbell-Kenton  County 
Medical  Society  concerning  Health  Maintenance  Or- 
ganizations and  Private  Insurance  Coverage — Ref- 
erence Committee  No.  4. 

(H)  Resolution  from  Campbell-Kenton  County 
Medical  Society  concerning  Public  Law  92-603:  KMA 
and  AMA  Relationship — Reference  Committee  No.  4. 

(I)  Resolution  from  Campbell-Kenton  County 
Medical  Society  concerning  Malpractice  Suits — Ref- 
erence Committee  No.  6. 

(J)  Resolution  from  Warren  County  Medical  So- 
ciety concerning  PSRO — Reference  Committee  No.  4. 

(K)  Resolution  from  Adair  County  Medical  So- 
ciety concerning  Foreign  Medical  Graduates — 
Reference  Committee  No.  2. 

(L)  Resolution  from  Adair  County  Medical 
Society  concerning  Primary  Care  Practice  of  Medi- 
cine— Reference  Committee  No.  2. 

(M)  Resolution  from  Adair  County  Medical  So- 
ciety concerning  the  Report  of  Committee  on  Goals 
and  Priorities  of  the  National  Board  of  Medical 
Examiners — Reference  Committee  No.  2. 

(N)  Resolution  from  Adair  County  Medical  So- 
ciety concerning  Medical  Licensure  Fees  for  Kentucky 
Physicians — Reference  Committee  No.  2. 

(O)  Resolution  from  Fayette  County  Medical 
Society  concerning  Preservation  of  the  System  of 
Private  Medical  Practice — Reference  Committee  No. 
3. 

(P)  Resolution  from  Penny  rile  Medical  Society, 
Inc.  and  Lyon  County  Medical  Society  concerning 
Lyon  County  Joining  the  Pennyrile  Medical  Society — • 
Reference  Committee  No.  6. 

(Q)  Resolution  from  KMA  Board  of  Trustees  con- 
cerning Metropolitan’s  Use  of  Chiropractors — Ref- 
erence Committee  No.  5. 

(R)  Resolution  from  the  Pennyrile  Medical  So- 
ciety, Inc.  concerning  Medicare  and  Medicare  Pay- 
ments— Reference  Committee  No.  5. 

(S)  Resolution  from  Pennyrile  Medical  Society, 
Inc.,  concerning  Clarification  on  the  Selection  of 
Delegates  and  Alternate  Delegates  to  the  American 
Medical  Association — Reference  Committee  No.  6. 

(T)  Resolution  from  the  Pennyrile  Medical  So- 
ciety, Inc.  concerning  Accreditation  of  the  Kentucky 
Medical  Association  to  Award  Continuing  Medical 
Education  Credits — Reference  Committee  No.  2. 

(U)  Resolution  from  the  Jefferson  County  Medical 
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Society  concerning  Non-Discovery  Statute — Reference 
Committee  No.  3. 

(V)  Resolution  from  Jefferson  County  Medical 
Society  concerning  Jewish  High  Holy  Days — Ref- 
erence Committee  No.  1. 

(W)  Resolution  from  Campbell-Kenton  County 
Medical  Society  concerning  Requirements  of  Inter- 
mediate and  Extended  Care  Facilities — Reference 
Committee  No.  5. 

(X)  Resolution  from  KMA  Board  of  Trustees  con- 
cerning Medicaid — Reference  Committee  No.  5. 

(Y)  Resolution  from  KMA  Board  of  Trustees  con- 
cerning PSRO- — Reference  Committee  No.  4. 

(Z)  Resolution  from  Henderson  County  Medical 
Society  concerning  Medicaid — Reference  Committee 
No.  5. 

Due  to  the  fact  that  Resolutions  Q through 
Z were  not  received  prior  to  opening  of  the 
Annual  Session,  a motion  was  made  and  sec- 
onded to  accept  these  Resolutions  and  refer 
them  to  the  appropriate  Reference  Committees. 
Motion  carried. 

Vice  Speaker  Cooper  announced  the  meet- 
ing places  for  the  Nominating  Committees  for 
general  officers  and  the  trustee  districts  electing 
trustees.  Doctor  Cooper  stated  that  the  Nomi- 
nating Committee  would  report  at  the  close  of 
the  first  scientific  session  on  Tuesday  morning, 
as  well  as  at  the  second  meeting  of  the  House 
on  Wednesday.  Doctor  Cooper  named  the 
physicians  on  the  Nominating  Committee  as 
follows:  Wyatt  Norvell,  M.D.,  New  Castle, 
Chairman;  Leslie  W.  Blakey,  M.D.,  Lexington; 
Peter  P.  Bosomworth,  M.D.,  Lexington; 
Neville  Caudill,  M.D.,  Louisville;  and  James 
B.  Tolliver,  M.D.,  Whitesburg. 

The  meeting  was  adjourned  at  11:45  a.m. 

Second  Session 

Speaker  Greathouse  called  the  second  ses- 
sion of  the  House  of  Delegates  to  order  at 
7:20  p.m.  on  September  25,  1974.  The  in- 
vocation was  given  by  Gabe  A.  Payne,  M.D. 
of  Hopkinsville.  Doctor  Becknell  reported  a 
quorum  was  present. 

Ballard  W.  Cassady,  M.D.,  Pikeville,  Chair- 
man of  the  Board  of  Trustees,  was  then  rec- 
ognized to  present  the  final  report  of  the 
Board.  He  read  the  following  resolution  which 
was  passed  by  the  Board  at  its  September  25 
meeting  and  moved  its  adoption.  The  motion 
was  seconded  and  carried. 

WHEREAS,  the  1974  KMA  Annual  Meeting  has 
made  a substantial  contribution  in  the  field  of  con- 
tinuing medical  education  and  has  been  well  re- 
ceived, and 
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WHEREAS,  many  individuals,  organizations  and 
agencies  including  guests,  and  state  essayists,  scientif- 
ic and  technical  exhibitors,  newspapers,  radio  and 
television  stations,  hotels,  and  the  Convention  Center, 
have  contributed  to  its  success,  therefore  be  it 

RESOLVED,  that  this  House  of  Delegates  go  on 
record  as  expressing  its  deepest  appreciation  to  all  in- 
dividuals and  organizations  who  have  had  a part  in 
the  development  and  implementation  of  the  1974 
Annual  Meeting. 

Doctor  Cassady  then  read  another  Resolu- 
tion that  was  adopted  by  the  Board  of  Trustees 
at  its  meeting  on  September  25  and  moved 
its  adoption.  The  motion  was  seconded  and 
carried. 

WHEREAS,  John  C.  Quertermous,  M.D.,  Murray, 
Kentucky,  has  during  the  past  two  decades  worked 
untiringly  and  with  great  dedication  for  the  benefit 
of  his  profession,  this  Association,  and  this  Com- 
monwealth; and 

WHEREAS,  during  his  long  service,  he  has  rep- 
resented the  Kentucky  Medical  Association  for  four- 
teen years  as  an  Alternate  Delegate  and  Delegate  to 
the  American  Medical  Association;  and 

WHEREAS,  he  has  also  served  with  high  distinc- 
tion as  President  of  the  Kentucky  Medical  Associa- 
tion; and 

WHEREAS,  in  performing  the  duties  inherent  to 
such  positions,  he  has  distinguished  himself  in  a 
manner  which  has  brought  great  credit  to  the  pro- 
fession he  has  so  ably  represented;  now  therefore  be  it 

RESOLVED,  that  the  Board  of  Trustees  of  the 
Kentucky  Medical  Association,  meeting  in  regular 
session  on  September  25,  1974,  does  hereby  unani- 
mously acclaim  the  great  contributions  of  John  C. 
Quertermous,  M.D.;  and  be  it  further 

RESOLVED,  that  this  Board  of  Trustees  spread 
officially  upon  the  Minutes  of  these  proceedings,  this 
Resolution  in  its  entirety,  so  that  all  those,  who  may 
in  years  to  come  have  occasion  to  look  upon  the 
records  of  the  Kentucky  Medical  Association,  will 
know  that  John  C.  Quertermous,  M.D.,  by  his 
diligence,  perserverance,  long  service,  and  devotion 
to  the  duty  he  so  strongly  felt,  helped  to  build  a last- 
ing organization  to  more  effectively  represent  all 
those  physicians  who  may  follow  in  the  years  to 
come;  and  be  it  further 

RESOLVED,  that  this  Resolution,  prepared  in  a 
proper  manner,  be  presented  to  Doctor  Quertermous 
so  that  he,  his  family,  his  friends,  and  his  peers 
throughout  this  Commonwealth  will  know  of  the  high 
regard  and  great  affection  in  which  he  is  held  by  all 
those  who  have  had  the  privilege  of  knowing  him 
during  his  more  than  twenty  years  of  dedicated  and 
untiring  devotion  to  his  profession,  his  Association, 
and  the  Commonwealth  of  Kentucky. 

Doctor  Scheen  was  then  called  to  the  podium 
for  announcements  and  recognition  of  guests 
from  the  surrounding  state  medical  associations 
who  had  attended  KMA’s  Annual  Session. 
Included  were  James  C.  Cope,  M.D.,  President, 
Missouri  State  Medical  Association;  Joseph  E. 


Dukes,  M.D.,  President,  Indiana  State  Medical 
Association;  William  E.  Gilmore,  M.D.,  Presi- 
dent, West  Virginia  State  Medical  Association; 
James  L.  Henry,  M.D.,  President,  Ohio  State 
Medical  Association;  and  John  A.  Martin, 
M.D.,  president,  The  Medical  Society  of  Vir- 
ginia. Doctor  Scheen  also  noted  other  out  of 
state  visitors  in  addition  to  AMA  President- 
Elect,  Max  H.  Parrott,  M.D.,  of  Portland, 
Oregon,  included  Rex  E.  Kenyon,  M.D., 
Member,  AMPAC  Board,  Oklahoma  City;  and 
W.  J.  Lewis,  M.D.,  Chairman,  AMPAC  Board 
of  Directors,  Dayton,  Ohio.  Doctor  Greathouse 
then  acknowledged  Harold  E.  Boyer,  D.D.S., 
Vice  President  for  Health  Affairs  at  the  Uni- 
versity of  Louisville,  and  Peter  P.  Bosomworth, 
M.D.,  Vice  President,  University  of  Kentucky 
Medical  Center. 

At  this  time,  Doctor  Greathouse  turned  the 
chair  over  to  the  Vice  Speaker,  Carl  Cooper, 
Jr.,  M.D.,  to  introduce  the  chairmen  of  the 
first  three  reference  committees. 


REFERENCE  COMMITTEE  NO.  1* 

Glenn  W.  Bryant,  M.D.,  Louisville,  Chairman 
Reference  Committee  No.  1 considered  the 
following  reports  and  resolutions: 

1.  Report  of  the  President,  with  the  exception  of 
the  following  topics: 

Topic  Mb — referred  to  Reference  Committee 
No.  6 

(The  Election  Process  for  President-Elect)  — 
pages  1.3  and  1.4 

Topic  IV — referred  to  Reference  Committee 
No.  6 

(The  Office  of  Vice  President) — pages  1.4 
and  1.5 

Topic  V- — referred  to  Reference  Committee 
No.  6 

(The  Office  of  Vice  President) — pages  1.4 
and  1.5 

Topic  V— referred  to  Reference  Committee 
No.  6 

(Participation  of  Medical  Students,  Interns, 
and  Residents  in  Organized  Medicine) — 
pages  1.5  and  1.6 

Topic  VI — referred  to  Reference  Committee 
No.  3 

(National  Health  Insurance) — pages  1.6  and 
1.7 

*In  order  to  make  the  Digest  of  Proceedings  of  the 
second  meeting  of  the  House  of  Delegates  more  un- 
derstandable and  because  it  will  occupy  less  space  in 
The  Journal,  the  KM  A Board  of  Trustees  passed  the 
following  motion  several  years  ago:  “That  if  no  dis- 
senting action  on  the  committee’s  recommendations  is 
made  either  by  the  committee  or  the  KMA  Board  of 
Trustees,  only  the  reference  committee  action  on  the 
report  be  printed  in  The  Journal.” 
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Topic  VII — referred  to  Reference  Committee 
No.  6 

(AMA,  KMA,  and  County  Membership — 
Unified  Membership) — pages  1.7  and  1.8 
Topic  VIII — referred  to  Reference  Committee 
No.  4 

(PSRO—KPRO)— pages  1.8  and  1.9 
Topic  IX — referred  to  Reference  Committee 
No.  5 

(Public  Relations) — pages  1.9  and  1.10 
Topic  X — referred  to  Reference  Committee 
No.  3 

(Legislative  Activities)  pages  1.10  and  1.11 
Topic  XI — referred  to  Reference  Committee 
No.  5 

(Medicaid) — pages  1.11  and  1.12 
Topic  XII — referred  to  Reference  Committee 
No.  3 (KEMPAC) — page  1.12 

Topic  XVI — referred  to  Reference  Committee 
No.  5 

(Mental  Health  Programs  in  Kentucky)  — 
pages  1.14  through  1.17 

Topic  XVII — referred  to  Reference  Committee 
No.  5 

(Bureau  of  Health  Services) — pages  1.17  an 
1.18 

2.  Report  of  the  President,  Woman’s  Auxiliary  to 
KMA 

3.  Report  of  the  President-Elect 

4.  Report  of  the  Speaker  and  Vice  Speaker  of  the 
House 

5.  Report  of  the  Chairman,  Board  of  Trustees,  ex- 
l cept  The  Report  of  the 

Ad  Hoc  Committee  on  Mental  Health-Mental 
Retardation  (pages  5.9  through  5.14),  which  is 
referred  to  Reference  Committee  No.  5 

6.  Report  of  the  Secretary 

7.  Report  of  the  Editor 

8.  Report  of  the  Treasurer 

9.  Report  of  the  Delegates  to  AMA 

10.  Report  of  the  Executive  Director 

33.  Report  of  the  Advisory  Committee  to  the 
Woman’s  Auxiliary 

41.  Report  of  the  Ad  Hoc  Committee  on  Finances 
Resolution  V — Jewish  High  Holy  Days-KMA 
County  Medical  Society) 

Report  of  the  President 

Topics  I,  II,  III,  Ilia,  XIII,  XIV,  and  XV  Only 

It  seems  such  a short  time  ago  that  I assumed  the 
office  of  President  and  attempted  to  plan  activities 
and  objectives  for  the  year.  I am  deeply  grateful  to  all 
of  you  for  affording  me  the  opportunity  and  honor  of 
1 serving  as  your  President.  My  greatest  regret  is  that  I 
was  not  in  a position  which  would  allow  me  to  devote 
full  time  to  the  affairs  of  the  Association.  I sincerely 
hope  that  in  some  small  way,  I have  been  able  to 
make  a contribution  to  our  profession.  I am  com- 
pelled to  note  that  this  Associational  year  has  been 
chugged  full  of  problems  which  medicine  has  had  to 
; face  and  with  which  we  must  continue  to  deal.  As  I 
travelled  the  state,  I found  many  concerned  among 

! Medical  Association  • December  1974 


our  members  and  I personally  feel  we  are  now  facing 
the  most  difficult  times  we  have  ever  faced,  both  at 
the  state  and  national  level.  I shall  attempt  to 
enumerate  some  of  the  problems.  Some  will  be 
personal  opinions,  others  will  be  in  the  form  of  rec- 
ommendations for  your  discussion  and  consideration. 

I shall  attempt  to  present  the  following  sections  of 
this  report  to  you  in  such  a manner  that  each  may  be 
easily  referred  to  various  reference  committees  for 
appropriate  discussion  and  consideration.  I shall  be 
available  during  the  reference  committee  meetings 
and  will  be  pleased  to  appear  before  any  of  them  for 
any  additional  comments  and/or  questions  which 
committee  members  may  desire. 

TOPIC  I.  KMA  Staff 

It  seems  to  be  “routine”  for  a President  to  thank 
his  staff  and  I know  that  each  year  they  have  been 
highly  commended  by  each  retiring  President.  Almost 
perhaps,  to  the  point  that  this  may  be  taken  as  a 
“routine  procedure”.  I would  be  very  disappointed  if 
I felt  that  the  House  considered  the  following  com- 
ment in  such  a vein.  During  this  year  as  President  I 
have  obviously  been  more  involved  with  the  detailed 
affairs  of  the  Association  and  have  obviously  become 
more  acutely  aware  of  the  vast  amount  of  work 
which  our  staff  men  and  secretaries  turn  out.  In  addi- 
tion to  that,  it  has  been  my  privilege  to  visit  many 
other  organizations  within  the  State  of  Kentucky  and 
several  medical  associations  outside  the  State  of 
Kentucky  and  I can  say  without  any  reservation 
whatsoever  that  the  staff  members  on  our  payroll 
stand  head  and  shoulders  above  any  that  I have  seen 
anywhere  else.  I am  afraid  that  we  have  failed  to 
fully  appreciate  their  dedication  and  the  unbelievable 
amount  of  work  which  they  do  for  us.  I personally 
feel  that  when  situations  develop  with  which  in- 
dividual physician  members  disagree,  such  disagree- 
ment should  be  filed  with  the  officers  of  this  As- 
sociation and  not  with  the  staff.  I hope  that  this 
point  can  be  emphasized  over  and  over  as  I feel  that  it 
is  extremely  unfortunate  and  unfair  for  members  of 
this  Association  to  “unload”  on  our  staff  when,  in 
fact,  the  policy  is  established  by  the  officers  of  this 
Association.  I wish  to  express  my  deep  personal  ap- 
preciation to  each  staff  member  and  each  secretary 
for  the  tremendous  cooperation  and  assistance  which 
they  have  given  me  this  year.  Without  them,  the  year 
would  have  been  a total  loss. 

TOPIC  II.  Woman’s  Auxiliary 

The  Woman’s  Auxiliary  has  been  most  cooperative 
and  helpful  this  year  and  I wish  to  thank  President 
Pearson  and  all  members  of  the  Auxiliary  for  their 
valued  assistance.  They  are  to  be  particularly  com- 
mended for  their  contribution  to  the  AMA-ERF, 
Child  Abuse  Program,  KEMPAC,  and  the  assistance 
which  they  gave  us  on  efforts  to  have  discriminatory 
Phase  IV  controls  removed. 

TOPIC  III.  The  Office  of  KMA  President 
TOPIC  Ilia.  Travel  and  Expenses 

The  office  of  President  has  developed  into  a posi- 
tion which  requires  appreciable  time  and  travel.  I 
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have  discussed  with  several  past  presidents  the  ex- 
penses they  incurred  and  have  considered  those  ex- 
penses in  relation  to  the  budgeted  expense  allowance 
which  they  received.  I have  found  that  frequently,  if 
not  consistently,  the  expenses  incurred  by  the  Presi- 
dent of  KMA  exceed  the  amount  budgeted  for  that 
expense.  I personally  feel  the  time  has  come  when  we 
should  consider  a larger  expense  allowance  for  the 
President.  I know  this  is  a subject  which  few  out- 
going presidents  wish  to  discuss,  and  I would  like  to 
emphasize  that  this  is  in  no  way  a form  of  complaint. 
I fully  understood  both  the  anticipated  expense  of  the 
office  and  the  amount  budgeted  for  this  office  before 
I assumed  the  Presidency.  However,  I do  feel  that  I 
have  an  obligation  and  a responsibility  to  those  who 
will  follow  me  in  this  office  to  express  this  view.  I 
have  received  $2,500  for  the  Associational  year  and 
expenses  for  out-of-state  meetings  alone  have  ex- 
ceeded this  amount.  I am  aware  that  the  President’s 
expenses  are  being  increased  to  $5,000  a year  be- 
ginning with  the  1974-75  Associational  year  but  in- 
cluded in  that  increase  is  the  suggestion  that  the  ad- 
ditional amount  is  to  also  cover  the  travel  expenses  of 
the  President’s  wife  whom  he  is  encouraged  to  take 
along.  Obviously,  some  presidents  will  travel  more 
than  others  and  I readily  recognize  the  difficulty  of 
keeping  records  to  the  penny  on  all  trips  in  order  that 
the  President  could  be  reimbursed  on  an  expense- 
incurred  basis.  Perhaps  it  might  be  feasible  to  give 
the  President  a flat  sum  for  in-state  meetings  and 
reimburse  him  on  an  expense-incurred  basis  for  out- 
of-state  meetings.  I shall  have  available  a fairly  de- 
tailed travel  and  expense  record  for  the  consideration 
of  the  reference  committee  if  they  so  desire. 

TOPIC  XIII.  Doctor  Gardner’s 
Election  as  AMA  Trustee 

Certainly,  one  of  the  highlights  of  this  year’s  ac- 
tivities was  the  election  of  Doctor  Hoyt  Gardner  as  a 
member  of  the  AMA  Board  of  Trustees.  I feel  this 
gives  Kentucky  a voice  in  organized  medicine  at  the 
AMA  level  which  we  would  not  have  had  without  a 
Kentucky  physician  on  the  Board.  I wish  to  con- 
gratulate him  for  having  been  elected  not  only  as  a 
Trustee  but  especially  as  a member  of  the  AMA 
Board  of  Trustees’  Executive  Committee.  This  is  cer- 
tainly an  honor  and  a tribute  to  Doctor  Gardner’s 
ability.  I wish  to  thank  all  those  people  who  worked 
during  the  campaign  to  assure  his  election.  I per- 
sonally feel  that  the  long-standing  position  of  KMA 
of  being  a “free  standing  state  organization”  was  most 
beneficial  in  Doctor  Gardner’s  campaign.  Although 
we  certainly  should  continue  to  communicate  and 
cooperate  with  our  sister  states,  I feel  that  the  KMA 
Board  took  a wise  position  when  they  decided  that 
KMA  would  not  become  officially  a part  of  any  re- 
gional “congress”  on  issues  and/or  elections  with 
other  state  medical  associations. 

TOPIC  XIV.  KMA’s  Financial  Picture 

I feel  we  can  be  proud  that  during  our  five  years 
dues  plan,  we  have  not  found  it  necessary  to  cut  back 
our  involvement;  but  have,  in  fact,  increased  our 


scope  of  activities  while  reducing  costs  through  good 
fiscal  management.  I can  assure  you  that  your  budget 
committee,  treasurer,  and  other  officers  and  the  staff 
are  consistently  dedicated  to  conserving  the  dues 
dollar.  We  have  been  fortunate  to  maintain  this 
posture  during  this  period  of  rapid  inflationary  spiral.  ( 
As  we  approach  with  the  plan  an  essential  dues  in- 
crease next  year,  I think  it  appropriate  if  we  again 
try  to  adopt  a five-year  plan. 

In  discussing  dues,  our  Board  of  Trustees,  in  keep- 
ing with  previous  actions  of  the  House  of  Delegates 
has  adopted  a state-wide,  centralized  dues  billing  sys- 
tem for  next  year.  This  again  means  additional  burden  i 
on  KMA  staff  but  will  greatly  assist  the  county  so- 
ciety secretary,  (an  unsung  hero)  who  is  swamped  ; 
with  too  heavy  a workload  already.  The  county  socie- 
ty secretary  will  soon  receive  a list  of  physicians  in  his  I 
county  for  justification  of  eligibility  for  membership. 
During  the  late  fall,  dues  statements  will  be  sent  out 
from  and  returned  to  the  KMA  headquarters.  A few 
counties  still  plan  to  collect  their  own  dues  for  1975, 
but  I feel  as  soon  as  it  is  understood  that  this  is  an- 
other service  being  performed  by  KMA  that  all  coun-  i 
ties  will  wish  to  participate.  I urge  your  cooperation 
and  hopefully  we  can  make  this  new  endeavour  as  , 
smooth  an  operation  as  possible. 

{ it! 

TOPIC  XV.  External  Affairs 

Bl 

We  have  held  many  extremely  successful  and  pro- 
ductive seminars  in  the  past  year,  all  of  which  in  my 
opinion  should  be  continued  and  perhaps  even  ex- 
panded in  future  years.  However,  I would  suggest 
that  the  degree  of  activity  on  seminars  should  be 
determined  by  the  Board  of  Trustees  since  the  number 
of  seminars  conducted  this  year  has  obviously  worked  j 
a hardship  on  our  staff  due  to  the  increased  work- 
load. We  had  a most  successful  and  well-attended 
Emergency  Medical  Care  Seminar  and  also  a well- 
attended  and  most  successful  seminar  for  new  physi-  ( 
cians  and  still  another  for  physicians’  assistants.  We 
have  had  many,  many  compliments  on  all  of  these 
seminars  and  have  had  formal  requests  for  expan-  | 
sion  of  some  of  them.  I readily  recognize  that  such 
acitivities  vastly  increases  the  workload  of  our  staff 
and  I would  submit  that  it  may  be  necessary  in  the 
immediate  future  to  expand  the  KMA  staff  to  cover 
the  vast  range  of  activities  in  which  we  now  find  our- 
selves involved. 

In  conclusion  I pledge  my  support  and  cooperation 
in  any  way  possible  to  this  House  in  future  years  and 
especially  to  my  successor  Doctor  Gardner  this  next 
year.  It  has  been  a genuine  pleasure  to  have  the 
privilege  to  serve. 

Fred  C.  Rainey,  M.D.,  President 

Recommendations,  Reference  Committee  No.  1 

Reference  Committee  No.  1 has  reviewed  the  Re- 
port of  the  President  completely.  Topics  I,  II,  Ilia,  ,;t 
XIII,  XIV,  and  XV  are  covered  specifically  in  this 
report.  We  wish  to  commend  him  for  an  excellent  re- 
port and  for  his  great  service  to  KMA.  The  amount  ! 
of  time  and  the  number  of  meetings  he  has  attended 
attests  that  he  has  done  a superb  job  for  our  Associa- 
tion. As  mentioned  in  his  report,  we  feel  that  any 
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concerns  members  have,  should  be  taken  to  the  of- 
ficers of  the  Association  rather  than  staff.  We  rec- 
ognize the  desirability  of  full  reimbursement  of  travel 
expenses  for  the  President  and  feel  that  his  should  be 
carried  out  within  the  context  of  the  approved  budget. 

The  President  mentions  as  one  of  the  highlights  of 
the  year  the  election  of  Hoyt  D.  Gardner,  M.D.,  to 
the  Executive  Committee  of  the  AMA  Board  of 
Trustees.  The  Reference  Committee  feels  that  this  is  a 
great  honor  to  Doctor  Gardner  and  to  KMA.  We 
commend  the  President  for  a very  complete  report 
and  for  a job  well  done. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 
of  the  Woman’s  Auxiliary 

The  Woman’s  Auxiliary  to  the  Kentucky  Medical 
Association  has  1,334  members  (as  of  June,  1974). 
The  Auxiliary’s  greatest  membership  potential  is  in 
the  many  counties  in  our  state  where  there  are  no 
organized  auxiliaries.  Special  efforts  were  made  this 
year  to  recruit  these  physicians’  wives  as  Auxiliary 
members.  Presently,  there  are  91  Auxiliary  members- 
i at-large. 

There  are  25  organized  county  Auxiliaries.  Multi- 
i counties  are  counted  as  one.  Their  activities  and 
projects  vary  according  to  size,  location,  etc.  Each 
organized  county  Auxiliary  has  this  year  been  en- 
couraged to  assess  and  evaluate  the  needs  of  both  the 
Auxiliary  and  its  members  as  they  relate  to  the  needs 
of  the  community,  and  then  to  re-assess  and  re- 
evaluate its  programs  and  projects  accordingly. 

Nineteen  of  our  organized  county  Auxiliaries 
contributed  more  to  AMA-ERF  than  in  the  previous 
year,  and  as  a total  group,  contributed  more  than  the 
previous  year  by  almost  $2,000.00.  From  June  1, 
1973,  to  May  31,  1974,  Kentucky  physicians  and 
their  wives  contributed  a record  total  of  $12,549.88. 
Of  this  amount,  the  Auxiliary  contributed  $7,909.88. 

Legislatively  and  politically,  the  state  and  county 
Auxiliaries  have  shown  an  increasing  amount  of 
awareness.  During  the  state  legislative  session,  our 
Chairman  attended  all  KMA  Legislative  Committee 
I meetings  to  keep  herself  informed,  and  to  lend 
( Auxiliary  support  and  assistance  when  and  where  it 
i was  deemed  appropriate.  On  March  25,  1974,  the 
National  Auxiliary  with  AMA  approval,  and  the 
State  Auxiliary  with  KMA  approval,  initiated  an 
I Alert  on  Phase  IV.  Ninety-three  letters  were  im- 
( mediately  sent  to  state  and  county  Auxiliary  leaders 
f from  all  seven  Congressional  districts.  The  results 
' were  that  Kentucky’s  Senators  and  Congressmen  re- 
ceived approximately  650  letters  urging  them  to  dis- 
continue cost  controls  on  physicians. 

The  Auxiliary  has  four  women  serving  on  the 
I KEMPAC  Board  of  Directors  and  they  help  keep 
Auxilians  informed  about  the  ever  present  need  to  be 
an  active  PAC  member.  We  do  have  good  Auxiliary 
participation  at  this  level,  and  we  were  pleased  to 
again  t-eceive  AMPAC’s  second  place  award  as  the 
state  with  the  second  largest  number  of  women  PAC 
members. 
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Public  Relations  was  added  as  a new  committee  for 
the  Auxiliary.  It  has  been  working  to  find  its  identity 
and  proper  role  both  as  a functioning  committee  of 
WA-KMA,  and  also  as  a liaison  committee  with 
KMA’s  P.R.  Committee.  Its  goals  are  three-fold:  to 
improve  public  relations  within  our  organization, 
with  KMA,  and  with  the  lay  community. 

A new  design  and  format  was  given  to  our  official 
publication.  The  Blue  Grass  News.  We  continue  to 
publish  and  mail  this  newspaper  four  times  a year  to 
all  Auxiliary  members. 

Another  area  of  concern  is  Child  Abuse  and 
Neglect.  This  Committee’s  goals  were  to  help  educate 
Auxiliary  members  about  the  problem,  then  educate 
the  community,  and  then  undertake  action  programs 
in  relation  to  assessed  need  within  a specific  com- 
munity. We  have  tried  to  coordinate  and  integrate  our 
work  with  that  of  other  groups.  This  Committee’s 
Chairman  has  served  on  the  Kentucky  Child  Protec- 
tive Services  Committee,  which  functions  as  an  or- 
ganized forum  to  deal  with  the  problems  of  child 
abuse  and  neglect.  The  excellent  work  of  this  Com- 
mittee and  the  county  Auxiliaries  that  participated, 
found  a bonus  in  the  improved  public  relations  that 
resulted. 

Though  these  areas  constituted  areas  of  emphasis, 
Kentucky  Auxilians  have  increased  their  participation 
and  involvement  in  other  areas.  Some  have  distributed 
AMA  emergency  medical  ID  pamphlets.  Auxiliaries 
have  participated  in  blood  donor  programs,  anti-VD, 
drug  abuse,  and  eye  screening  programs.  Two  Auxili- 
aries have  GEMS  (Good  Emergency  Mother  Sub- 
stitutes) programs,  and  three  Auxiliaries  support  Doc- 
tor’s Day,  KMA’s  Ephraim  McDowell  House,  and 
the  Kentucky-based  International  Book  Project.  We 
continue  to  support  both  WA-SAMA  chapters.  Coun- 
ties sponsor  health  careers  fairs,  and  loans  and 
scholarships  are  provided  in  increasing  amounts  at 
the  state  and  county  levels  to  students  going  into 
allied  health  fields. 

We  appreciate  the  continuing  financial  support  of 
KMA.  It  has  enabled  us  to  have  a part-time  secre- 
tary, Mrs.  Diane  Schmidt.  Without  someone  in  this 
position,  we  would  lack  that  valuable  asset  every  or- 
ganization needs — continuity  in  spite  of  annual  lead- 
ership changes.  Our  office  at  KMA  Headquarters 
provides  a stabilizing  force  for  us;  a permanent  place 
for  our  membership  files,  as  well  as  other  important 
records  and  information. 

To  you,  Doctor  Rainey,  the  other  officers  and 
Trustees,  and  to  Mr.  Cox  and  the  entire  KMA  staff, 
I express  my  sincere  appreciation,  not  only  for  your 
assistance  and  cooperation,  but  also  for  your  support 
and  encouragement  and  for  the  many  kindnesses  you 
have  shown  to  me  personally. 

Mrs.  William  Pearson  (Sara),  President 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  President  of  the  Woman’s 
Auxiliary  to  the  Kentucky  Medical  Association  has 
been  reviewed.  We  would  like  to  commend  the 
auxiliary  for  their  contribution  to  the  AMA-ERF, 
Child  Abuse  Program.  KEMPAC,  and  its  efforts  to 
have  discriminatory  Phase  IV  controls  removed.  We 
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congratulate  the  Woman’s  Auxiliary  and  commend 
their  President  on  their  accomplishments  in  the  past 
year  and  express  gratitude  for  the  help  given  to  KMA. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President-Elect 

The  President-Elect  concept  was  an  idea  pro- 
grammed to  give  the  possessor  of  the  title  an  op- 
portunity for  observation,  education,  and  participa- 
tion, but  benefit  of  responsibility. 

Through  the  years,  this  concept  has  proven  to  be 
worthy,  beneficial,  and  practical.  It  provides  a train- 
ing ground,  really,  for  the  subsequent  year  of  service 
and  contribution. 

The  above  seedings  have  been  gratefully  received 
and  hereby  acknowledged,  and  hopefully  will  be 
culminated  by  a productive  year. 

This  year’s  events,  beginning  with  the  September 
1973  Annual  Meeting,  and  concluding  this  Septem- 
ber, 1974,  evoke  much  appreciation  to  the  custodians 
of  your  affairs,  from  me.  Fred  Rainey  and  “Hop” 
Cassady  are  splendid  examples  of  what  physician 
leaders  should  be  and  can  be.  They  deserve  standing 
applause.  The  members  of  the  Board  of  Trustees, 
singly  and  collectively,  are  devoted,  sincere,  and  sub- 
stantive. 

The  Woman’s  Auxiliary  is  contributory,  worthy, 
and  most  willing.  Our  staff  members,  who  are  our 
“good  right  arms”  and  our  continuity,  are  without 
parallel  anywhere,  and  are  stimulative  to  all  of  us. 

We  have  many  close  ancillary  friends  and  col- 
leagues of  similar  faith,  such  as  Blue  Shield,  the  Ken- 
tucky Hospital  Association,  the  Chamber  of  Com- 
merce, the  Dental  and  Pharmaceutical  Associations, 
and  elected  members  of  the  State  and  Federal  govern- 
ment, for  whom  we  can  be  forever  grateful  and  with 
whom  we  must  always  seek  and  find  common 
ground. 

With  all  of  these  valuable  assets  and  fine  stimuli, 
we  must  not  collectively  allow  failure  of  ideals  or  ob- 
jectives. If  we  should  falter,  it  is  not  the  blame  of 
others;  it  is  the  fault  of  the  next  leadership  who  will 
have  failed  to  stir  the  apathy,  stimulate  the  need  for 
knowledge,  and  bring  participation. 

With  thanks  to  all  for  the  chance  to  see,  the 
knowledge  you  have  given,  and  the  chance  to  do,  I 
pledge  every  effort  of  mine  in  your  behalf,  and  I ask 
you  to  give  what  you  can,  do  what  you  will,  and  most 
of  all,  be  the  good  physician,  good  wife,  good  friend, 
and  with  the  coming  of  September,  1975,  we  will 
have  done  well.  If  not,  it  will  not  have  been  a fault  of 
yours. 

As  we  begin,  I salute  you. 

Hoyt  D.  Gardner,  M.D.,  President-Elect 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  President-Elect  has  been  re- 
viewed, and  the  Committee  wishes  to  extend  to  Doc- 
tor Gardner  its  wishes  for  a successful  term  of  office. 
He  has  asked  for  the  help  of  each  one  of  us,  and  we 
hope  that  this  will  be  forthcoming. 


Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Speaker  and 
Vice  Speaker 
House  of  Delegates 

As  Speaker  of  the  House,  and  Doctor  Cooper  as 
Vice  Speaker,  we  would  like  to  take  this  opportunity 
to  thank  all  of  the  Delegates  for  their  participation 
and  attention  to  the  duties  and  problems  at  hand  at 
last  year’s  House  of  Delegates  sessions.  The  activities 
of  the  Association  and  the  Delegates,  and  the  matters 
which  come  before  us  continue  to  expand  both  in 
quantity  and  in  variety  and  in  many  cases  in  com- 
plexity. While  many  reports  of  committees  appear  to 
be  somewhat  brief  in  summation  of  their  activities, 
the  Speaker  and  Vice  Speaker  would  like  to  note  that 
all  committees  have  done  a yeoman’s  job  during  the 
year  on  behalf  of  your  KMA. 

The  matter  of  parliamentary  procedure  is  still  in  the 
hands  of  the  Speaker,  Vice  Speaker  and  the  Parliamen- 
tarian and  it  has  been  our  thought  that  some  further 
resolution  be  adopted  in  this  matter.  Many  of  you 
will  recall  that  a somewhat  complicated  issue  arose  a 
few  years  ago  which  necessitated,  at  that  time,  some 
change  in  our  procedure  to  the  extent  that  a parlia- 
mentarian was  made  necessary.  This  issue,  and  other 
related  issues,  has  long  since  been  resolved  and  it  is 
the  opinion  of  the  Speaker  that  we  should  have  the 
Speaker  and  Vice  Speaker  act  as  Parliamentarians  for 
the  House  of  Delegates.  This  is  a recommendation 
for  the  House  to  consider.  Bear  in  mind  that  any  time 
the  House  feels  that  the  Speaker  and  Vice  Speaker 
have  made  a mistake  or  have  made  an  inopportune  or 
inappropriate  decision  regarding  parliamentary  pro- 
cedure, the  Speaker  and  Vice  Speaker  can  be  over- 
ruled. 

To  follow  this  idea  out,  KMA  has  authorized  funds 
to  send  the  Speaker  and  Vice  Speaker  to  special 
seminars  on  parliamentary  procedure  whenever  they 
are  available  and  when  they  arise  in  certain  sections 
of  the  country.  There  has  been  a very  good  Speaker’s 
seminar  held  in  New  Orleans,  Louisiana,  for  the  past 
number  of  years  which  has  been  found  to  be  very  in- 
formative. Again,  it  is  our  recommendation  that  the 
House  consider  eliminating  the  role  of  Parliamen- 
tarian and  allowing  the  Speaker  and  Vice  Speaker  to 
assume  this  duty  once  again. 

This  will  be  my  last  report  to  you  as  Speaker  of  the 
House  as  my  current  term  expires  with  the  1974 
Session.  I would  like  to  personally  thank  all  Delegates 
and  Chairmen  and  committee  members  for  their  help 
and  for  their  wonderful  cooperation  during  the  ses- 
sions at  which  I have  presided.  My  best  wishes  to  the 
new  Speaker  and  Vice  Speaker,  and  if  at  any  time  I 
can  be  of  any  service  or  help  to  them  or  to  any 
member  of  the  House  of  Delegates  in  any  way,  I hope 
they  will  feel  free  to  call  on  me. 

It  has  been  my  distinct  pleasure  to  work  with 
Doctor  Cooper  as  Vice  Speaker  over  these  past  few 
years,  and  I want  to  thank  him  for  his  wonderful 
cooperation  and  help  in  managing  the  affairs  of  the 
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(Speaker  and  Vice  Speaker’s  offices.  With  that  in  mind, 
I would  wish  you  the  very  best  in  your  deliberations 
I over  the  oftentimes  difficult,  complicated  matters, 

I such  as  PSRO  and  other  problems,  that  will  come 
before  the  House  this  year  and  in  succeeding  years. 

Richard  F.  Greathouse,  M.D.,  Speaker 
Carl  Cooper,  M.D.,  Vice-Speaker 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Speaker  and  Vice  Speaker  of  the 
, House  of  Delegates  has  been  reviewed.  The  Reference 
I Committee  concurs  that  the  Speaker  and  Vice  Speaker 
| attend  special  seminars  on  parliamentary  procedure, 
and  after  hearing  testimony  from  the  Vice  Speaker 
and  others,  recommends  amendment  of  the  report  so 
as  to  permit  continuation  of  the  office  of  parliamen- 
tarian. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
> the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Chairman  of  the 
Board  of  Trustees 

Except  That  Portion  of  the  Report 
Dealing  with  the  Ad  Hoc  Committee 
on  Mental  Health-Mental  Retardation 

It  is  with  a great  deal  of  mixed  emotions  that  I 
submit  to  you  this  report  regarding  a summary  of  the 
activities  of  your  Board  of  Trustees. 

Having  first  assumed  a two-year  unexpired  term  on 
| the  Board,  then  serving  two  full  three-year  terms,  I 
am  winding  up  eight  years  as  a Trustee  with  this  re- 
port. I report  that  to  you  because  it  has  given  me  eight 
; years  of  continuing  pleasure  to  see  physicians  from 
across  this  state  serve  their  profession  faithfully,  with 
hard  work  and  enthusiasm.  It  has  been  a challenging 
t and  rewarding  eight  years  and  an  opportunity  to  have 
! seen  the  growth  of  KMA  as  an  organization  in  its 
I variety  of  programs,  in  its  volume  of  activities  and  in 
the  manner  in  which  your  elected  officials  and  staff 
have  met  these  challenges. 

Unfortunately,  there  is  no  way  I can  really  report 
to  you  all  the  things  your  KMA  does  for  you  and 
: your  patients  through  this  Board  report.  This  resume 
of  activities  just  gives  you  a taste,  hopefully  enough 
to  challenge  you  to  support  your  KMA  and  to  en- 
courage you  to  become  more  involved  at  every  level. 
A unified  profession  is  a necessity  and  I only  wish 
each  of  you  could  have  the  opportunity  to  see  KMA 
in  action  from  a seat  on  the  Executive  Committee  or 
the  Board  of  Trustees.  As  my  term  on  the  Board  ex- 
pires, I plead  with  you  to  inform  me  of  what  you 
think  KMA  should  be  doing  that  we  aren’t  or  what  we 
should  quit  doing  that  we  are  or  at  least  offer  some 
suggestions  that  I can  pass  on  to  those  with  whom  I 
have  served. 

We  continue  to  emphasize  that  KMA  must  take  a 
stand  and  voice  policy  statements  on  many  issues  to- 
day. As  individuals  we  can  never  be  unanimous  on  all 
of  our  personal  feelings  but  as  an  organization  we 
must  remain  unified  and  build  on  our  strength  an- 
nually. When  you  hear  a colleague  voice  concern  on 
some  policy  of  KMA,  join  me  in  urging  his  support 


for  our  overall  unity  and  not  be  sidetracked  on  in- 
dividual matters,  often  of  an  emotional  nature. 

This  coming  year  is  the  last  of  our  five  year  dues 
plan  initiated  in  September  1970  and  our  dues  will 
need  to  be  adjusted  at  this  meeting  next  year.  I have 
served  as  Chairman  of  the  Budget  Committee  on  a 
number  of  occasions  in  recent  years  and  with  the  in- 
creased demands  on  our  Association  and  the  runaway 
inflationary  spiral  in  the  past  year  or  two,  a yeoman’s 
job  has  been  accomplished  to  conserve  your  funds, 
yet  get  the  job  done,  and  without  having  to  ac- 
celerate that  five  year  plan.  It  has  worked  well  and  I 
would  personally  recommend  to  you  that  your 
Budget  Committee  be  asked  to  submit  for  your  con- 
sideration next  year  another  five  year  dues  plan  rather 
than  our  having  to  wrestle  with  this  chore  on  a more 
frequent  basis. 

After  eight  years,  I am  at  a loss  to  express  my 
gratitude  to  my  colleagues,  those  Board  members 
with  whom  I now  serve  and  have  served  with  in  the 
past.  They  are  dedicated  men,  responsible  to  the 
membership,  unselfish  of  their  time  and  perhaps 
greatest  of  all,  outstanding  gentlemen  and  friends. 
Space  does  not  permit  me  to  give  them  proper  credit 
by  reporting  their  accomplishments.  Following  a sum- 
mary of  the  Board  minutes,  I will  briefly  report  on 
sessions  of  the  Executive  Committee  and  actions  of 
Ad  Hoc  Committees. 

First  Meeting,  September  20,  1973 

Acting  as  temporary  Chairman,  KMA  Secretary  S. 
Randolph  Scheen,  M.D.,  introduced  the  newly  elected 
members  of  the  Board  as  follows: 

Hoyt  D.  Gardner,  M.D.,  as  President-Elect 
Gabe  A.  Payne,  M.D.,  as  Vice-President 
John  P.  Stewart,  M.D.,  as  Seventh  District 
Trustee 

James  L.  Ferrell,  M.D.,  as  Ninth  District  Trustee 

The  Board  then  elected  the  Executive  Committee 
members  to  serve  with  the  President,  President-Elect, 
Vice-President,  and  Secretary  for  the  1973-74  Associ- 
ational  year.  Chosen  as  Board  Chairman  was  Ballard 
W.  Cassady,  M.D.,  and  Vice-Chairman,  Paul  J. 
Parks,  M.D.  Edward  N.  Maxwell,  M.D.  and  Robert 
N.  McLeod,  Jr.,  M.D.,  were  also  named  to  the  Execu- 
tive Committee  to  represent  the  Board  of  Trustees. 

Elected  to  serve  on  the  Board  of  Directors  of  the 
Kentucky  Foundation  for  Medical  Care  were  Carl  J. 
Brueggemann,  M.D.  and  Robert  M.  Blake,  M.D.  A 
slate  of  individuals  for  election  to  the  KEMPAC 
Board  was  submitted  and  approved  by  the  Board. 

The  Board  reviewed  and  held  lengthy  discussion  on 
appointment  of  members  to  KMA  committees  for  the 
1973-74  Associational  year.  After  selecting  the  Louis- 
ville Ramada  Inn/Bluegrass  Convention  Center  as  the 
site  for  the  1974  Annual  Meeting,  the  Board  set  the 
date  for  its  next  meeting  to  be  December  13,  1973. 
Second  Meeting,  December  13,  1973 

The  second  regular  session  of  the  KMA  Board  of 
Trustees  was  held  on  December  13,  1973,  at  the 
Headquarters  Office.  Reports  of  the  President,  Head- 
quarters Office,  and  Delegates  to  AMA  were  reviewed 
and  accepted  for  information.  Laman  Gray,  M.D.,  a 
member  of  the  Comprehensive  Health  Planning 
Council,  reported  on  recent  activities  of  the  Council. 
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The  Board  acted  on  numerous  committee  recom- 
mendations, such  as: 

Discontinuing  the  voluntary  Orientation  Program. 

Authorizing  appointment  of  a Cancer  Committee  to 
conduct  a program  that  would  encourage  women  to 
have  an  annual  pap  smear. 

Announcing  that  administrative  duties  of  the  Ken- 
tucky Psychiatric  Association  would  be  assumed  by 
the  KMA  staff  effective  January  1. 

Urging  the  Business  Management  and  Services  Com- 
mittee to  finalize  plans  with  the  Quick  Action  Com- 
mittee for  a spring  tour  for  KMA  members. 

Approving  numerous  programs  of  the  Public  Rela- 
tions Committee,  including  a veneral  disease  control 
program  in  state  high  schools  and  colleges  with  the 
support  of  the  Kentucky  Jaycees;  a brochure  for  all 
KMA  members  regarding  Association  services  and 
activities;  a Workshop  for  New  Physicians  to  be  held 
April  22  and  23,  1974,  at  the  Headquarters  Office 
and  co-sponsored  by  AMA-ERF. 

Urging  the  Governor  and  Legislature  to  provide 
adequate  funding  for  the  Kentucky  Medical  Examin- 
ers System. 

Appropriating  $500  to  help  defray  the  cost  of  the 
1974  Seminar  on  Medical  Aspects  of  Sports. 

Approving  further  pursual  by  the  Hospital  Com- 
mittee of  the  physician  awareness  program  on  hospi- 
tal costs  and  an  educational  program  on  proper 
emergency  room  usage. 

Recognizing  the  Kentucky  Chapter,  American  Col- 
lege of  Emergency  Physicians  as  a specialty  group  on 
a provisional  basis. 

It  was  noted  that  the  final  resolution  on  PSRO  ap- 
proved by  the  AMA  at  its  Clinical  Convention  in 
December  used  verbatim  some  of  the  wording  of 
KMA’s  PSRO  resolution  which  was  passed  by  the 
1973  House  of  Delegates  in  September  and  then  sub- 
mitted to  the  AMA  House. 

In  other  action,  the  Board  heard  from  David  A. 
Hull,  M.D.,  President  of  the  Kentucky  Foundation  for 
Medical  Care,  regarding  approval  of  a single  state- 
wide PSRO  in  Kentucky.  He  also  announced  two 
two-day  seminars  on  PSRO  would  be  held  during 
March,  1974,  in  Louisville  and  Lexington  and  there 
were  plans  to  hold  mini-workshops  in  each  trustee 
district  at  a later  date. 

Third  Meeting,  April  11,  1974 

The  third  regular  meeting  of  the  KMA  Board  of 
Trustees  was  held  on  April  11,  1974,  at  the  KMA 
Headquarters  Office.  The  President’s  Report  and 
Headquarters  Office  Report  were  reviewed  and  ac- 
cepted for  information  at  the  start  of  the  meeting. 

Three  proposals  for  Bylaws  changes  were  approved 
by  the  Board  and  referred  to  the  Committee  on  Con- 
stitution and  Bylaws.  The  first  dealt  with  representa- 
tion of  one  student  delegate  from  the  University  of 
Louisville  and  the  University  of  Kentucky  to  the 
KMA  House  of  Delegates  with  the  privilege  of  one 
vote  each.  The  second  recommendation  would  allow 
candidates  for  the  offices  of  KMA  President  and 
Vice-president  to  seek  office  at  large.  The  third 
proposal  concerned  the  Nominating  Committee. 

The  1974-75  proposed  budget  was  presented  after 
previously  being  approved  by  the  Budget  Committee 
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and  the  Executive  Committee.  The  Board  approved 
the  budget  as  submitted. 

The  Kentucky  Foundation  for  Medical  Care  report 
was  presented  by  KFMC  President,  David  A.  Hull, 
M.D.,  Lexington.  The  Board  voted  to  enlarge  the 
KFMC  Board,  to  establish  the  Kentucky  Peer  Review 
Organization  and  to  submit  a planning  grant  proposal 
for  this  free-standing  statewide  organization. 

William  P.  McElwain,  M.D.,  Frankfort,  presented  a 
report  from  the  Kentucky  Board  of  Medical  Licensure 
and  a detailed  report  was  given  by  Commissioner 
Gail  Huecker  of  the  Bureau  of  Social  Insurance  on 
the  Title  XIX  Program. 

The  Board  approved  implementation  of  a cen- 
tralized dues  billing  process  whereby  the  KMA  Head- 
quarters Office  would  bill  for  county  society  dues, 
when  requested,  except  for  Jefferson  and  Fayette,  as 
well  as  KMA  and  AMA  dues. 

The  Board  nominated  physicians  to  serve  on  several 
state  councils  and  boards  and  forwarded  these  nomi- 
nations to  the  Governor  for  appointment. 

Committee  action  and  recommendations  to  the 
Board  were  as  follows: 

1)  Legislative  Activities  Committee  reported  on  the 
Washington  Dinner  to  be  held  May  13  and  14  and 
referred  Board  members  to  a detailed  report  dis- 
tributed to  them  concerning  recent  state  Legislative 
activities.  2)  Business  Management  and  Services  Com- 
mittee made  recommendations  regarding  disability 
insurance  for  physicians  and  umbrella  insurance 
coverage.  These  recommendations  were  approved. 
3)  Public  Relations  Committee  reported  on  the 
“Workshop  for  New  Physicians”  in  April  and  the 
Office  Assistants  Seminar  for  June  13  and  July  17. 

AMA-ERF  checks,  totaling  $14,002.47,  were  pre- 
sented to  the  deans  of  the  two  medical  schools.  The 
Board  also  endorsed  the  candidacy  of  Hoyt  D. 
Gardner,  M.D.,  Louisville,  for  membership  on  the 
AMA  Board  of  Trustees. 

Board  approval  was  given  to  a recommendation  to 
Kentucky  physicians  not  to  accept  federal  funds  for 
services  rendered  for  emergency  care  during  the  re- 
cent tornado  disaster.  Distribution  of  this  action  was 
to  be  made  through  the  AMA,  the  press  and  publica- 
tions of  the  Association.  A special  letter  was  also  sent 
to  each  KMA  member  informing  them  of  this  action. 

The  date  of  the  next  meeting  of  the  KMA  Board  of 
Trustees  was  set  for  August  15,  1974,  at  the  KMA 
Headquarters  Office. 

Fourth  Meeting,  August  14-15,  1974 

The  main  purpose  of  this  August  Board  meeting  is 
to  review  the  Committee  reports  prior  to  their  being 
submitted  to  the  House  of  Delegates  and  attach  any 
action  taken  by  the  Board.  We  had  some  Committee 
chairmen  present  to  discuss  their  reports  orally  and 
Trustees  were  assigned  specific  reports  to  outline  in 
detail  to  the  other  Board  members  the  main  con- 
siderations of  each  report. 

We  additionally  had  routine  reports  indicating  a 
tremendous  amount  of  activity  by  the  KMA  Presi- 
dent, Senior  Delegate  to  the  AMA,  Corporate  Secre- 
tary, President  of  the  Foundation  for  Medical  Care, 
and  President  of  the  Board  of  Medical  Licensure. 

A major  matter  before  the  Board  consisted  of  a 
thorough  and  detailed  discussion  of  the  Medicaid  Pro- 
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gram  with  the  Secretary  of  the  Department  for  Hu- 
man Resources  and  Director  of  the  Medicaid  Pro- 
gram in  attendance. 

I The  President  reported  on  his  activities  individually, 
meetings  he  had  attended,  and  other  official  represen- 
tation of  KMA.  The  AMA  delegates  reported  in  con- 
siderable detail  on  the  June  convention,  reviewing 
specifically  the  election  of  Hoyt  D.  Gardner,  M.D.,  of 
Louisville  as  an  AMA  Trustee  and  the  action  of  the 
AMA  House  on  PSRO.  KMA’s  official  position  con- 
cerning the  Medicaid  Program  had  previously  been 
i transmitted  in  writing  to  the  Governor  and  the  plan 
i for  updating  the  Program  was  presented  in  person  at 
the  meeting  by  the  governmental  officials  mentioned 
above.  It  was  the  general  consensus  of  the  Board  that 
the  plan  presented  fell  considerably  short  of  KMA’s 
Medicaid  policy  and  the  Board  requested  the  Execu- 
I tive  Committee  to  continue  their  discussions  with  the 
Governor  and/or  his  representatives  to  try  and  get  an 
equitable  plan  finalized  prior  to  the  House  of  Dele- 
gates meeting  in  September. 

A one-half  hour  film  on  Appalachia  dealing  with 
health  care  and  the  social  issues  of  that  area  was  re- 
viewed by  the  Board  for  the  second  time.  Both  the 
staff  representative  from  AMA  and  John  Burkhart, 
M.D.,  Chairman  of  the  AMA  Health  Care  of  the 
Poor  Committee  were  in  attendance  to  respond  to 
questions  concerning  the  film.  After  reviewing  the 
film  and  discussing  it,  it  was  taken  by  consent  that 
this  particular  film  was  probably  outdated  and  the 
AMA  representatives  indicated  that  it  would  not  be 
utilized  any  further. 

In  other  action,  a detailed  report  was  presented 
concering  alternate  methods  of  health  care  delivery 
systems  in  Kentucky,  with  specific  discussion  directed 
to  some  health  maintenance  organizations  already  in 
existence  or  about  to  become  active.  The  meeting 
closed  with  appointments  of  the  KMA  Journal  editors 
and  consideration  of  Annual  Meeting  matters. 

As  in  the  past,  members  of  the  Executive  Com- 
mittee assumed  an  important  job  on  behalf  of  the 
Association  very  early  in  this  Associational  year.  The 
first  meeting  of  the  Executive  Committee  was  held  in 
October.  The  main  purpose  of  this  meeting  was  to 
implement  actions  of  the  1973  House  of  Delegates 
session.  Other  items  covered  in  this  initial  meeting 
were  such  matters  as  the  fact  that  attendance  at  the 
KMA  Orientation  Program  had  been  very  poor 
and  that  the  Legislative  Key  Man  Seminar  had  not 
been  well  attended  in  recent  years.  For  this  reason,  it 
was  determined  that  both  of  these  meetings  would  not 
be  held  in  1974.  Several  committees  were  also  ap- 
pointed at  that  time  by  the  Executive  Committee,  in- 
cluding the  Ad  Hoc  Committee  on  Mental  Health- 
Mental  Retardation. 

The  Executive  Committee  met  for  a second  time  on 
December  27,  1973,  to  discuss  several  specific  rec- 
ommendations which  had  been  made  by  the  Quick 
Action  Committee.  Changes  were  made  in  several 
Associational  programs  as  a result  of  these  discus- 
sions. The  Executive  Committee  also  met  as  a Re- 
organization Committee  as  a result  of  action  of  the 
House  of  Delegates  at  the  1973  Annual  Meeting  to 
study  the  internal  structure  of  KMA. 


The  Executive  Committee  met  in  March  1974  and 
discussed  at  length  the  proposed  budget  for  the  1974- 
1975  fiscal  year.  An  Ad  Hoc  Committee  on  Finance 
was  appointed  at  this  time,  comprised  of  four  mem- 
bers of  the  Board  of  Trustees  and  four  members  of 
the  House  of  Delegates.  Staff  reported  that  over 
1,400  bills  and  resolutions  had  been  introduced  in  the 
60-day  session  of  the  1974  General  Assembly,  which 
had  just  adjourned  a week  prior  to  the  Executive 
Committee  meeting.  Another  main  item  covered  at 
that  meeting  was  a report  from  the  President  con- 
cerning the  continuing  activities  of  KMA  to  assist  in 
improving  the  Title  XIX  program  of  Kentucky. 

The  Executive  Committee  met  again  in  July  to  re- 
view highlights  of  the  AMA  Annual  Meeting  and  to 
discuss  in  depth  implementation  of  PSRO  through 
the  Kentucky  Peer  Review  Organization.  A lengthy 
discussion  was  held  during  this  meeting  concerning 
services  to  members  of  the  Interspecialty  Council  and 
a number  of  recommendations  from  various  com- 
mittees were  discussed  in  depth. 

The  August  meeting  of  the  Executive  Committee  is 
one  of  the  longest  meetings  held  by  this  group  during 
an  Associational  year.  It  is  at  that  time  that  the 
Executive  Committee  meets  as  a Nominating  Com- 
mittee to  review  the  entire  committee  structure  of 
KMA  and  make  such  changes,  additions,  and  dele- 
tions from  the  committee  structure  as  are  necessary 
for  the  Association  to  function  in  the  most  efficient 
manner.  The  complete  minutes  of  the  Executive 
Committee  and  Board  of  Trustees  will  be  made 
available  during  the  Annual  Meeting  to  members  of 
Reference  Committee  #1. 

Following  is  a report  of  one  of  the  Ad  Hoc  Com- 
mittees of  the  Board. 

Ad  Hoc  Committee  To  Study  The  Reorganization 
of  KMA 

In  his  President’s  Report  to  the  House  of  Delegates 
last  year,  Doctor  Hess  recommended  formation  of  an 
Ad  Hoc  Committee  to  study  KMA’s  objectives,  com- 
mittee structure,  and  generally  any  reorganizational 
activities  that  seemed  indicated.  A purpose  of  this 
group  was  to  be  a follow  up  to  the  so-called  KMA 
“Hoover  Commission”  which  made  some  significant 
organizational  changes  in  1966  and  1967. 

The  Executive  Committee  and  Doctor  Hess  served 
this  year  as  this  Ad  Hoc  Committee,  and  a thorough 
review  was  made  of  committee  activities  and  all  in- 
ternal operations  of  KMA. 

One  of  the  ongoing  recommendations  of  the 
Hoover  Commission  was  that  the  Executive  Commit- 
tee keep  KMA’s  committee  structure  in  proper  pro- 
portion and  keep  their  “finger  on  the  pulse  of 
KMA.”  After  receiving  reports  and  reviewing  KMA’s 
current  posture,  it  was  fully  agreed  that  the  Execu- 
tive Committee  had  performed  excellently  in  recent 
years  by  adjusting,  eliminating,  combining,  and  add- 
ing KMA  committees  as  need  indicated,  as  well  as 
planning  for  KMA’s  future  requirements. 

Another  lengthy  discussion  was  held  on  the  rela- 
tionship between  KMA  and  the  Kentucky  Foundation 
for  Medical  Care  (KFMC).  With  the  removal  of 
PSRO  activities  out  of  KFMC  and  into  a new  free- 
standing organization,  the  Kentucky  Peer  Review 
Organization  (KPRO),  the  Foundation  activity  will 
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be  considerably  lessened.  It  may  be  that  further 
studies  in  the  next  few  weeks  could  alter  even  more 
the  role  of  KFMC  by  consideration  of  transferring  its 
active  committees  back  to  KMA,  and  the  Foundation 
itself  could  be  put  in  a “holding  pattern”  for  possible 
future  use. 

The  Executive  Committee  has  every  intention  to 
continue  its  responsibility  of  insuring  that  KMA  is 
fulfilling  its  proper  role,  and  we  certainly  encourage 
suggestions  and  recommendations  from  the  entire 
membership. 

Ballard  W.  Cassady,  M.D.,  Chairman 

In  closing  my  report,  I once  again  want  to  express 
my  sincere  appreciation  to  the  officers,  members  of 
the  Board,  Committee  members,  staff,  and  all  of 
those  who  have  served  so  diligently  on  the  behalf  of 
medicine  during  my  term  as  Chairman  of  the  Board 
and  through  my  eight  years  as  a member  of  the 
Board. 

Ballard  W.  Cassady,  M.D.,  Board  Chairman 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Chairman  of  the  Board  of 
Trustees,  except  that  section  concerning  the  Ad  Hoc 
Committee  on  Mental  Health  and  Mental  Retarda- 
tion, was  reviewed  by  the  Reference  Committee.  We 
would  like  to  pay  tribute  to  the  Chairman  for  his 
eight  years  of  service  and  a very  complete  report  con- 
cerning the  activities  of  the  Board  of  Trustees  this 
past  year. 

Mr.  Speaker,  I recommend  adoption  of  this  sec- 
tion of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Secretary 

As  the  fall  of  the  year  approaches,  we  realize  that 
it  is  Annual  Meeting  time  again  for  the  KMA.  The 
year  has  passed  very  quickly  and  I feel  that  the  reason 
it  seems  so  fleeting  is  the  continued  increase  in  ac- 
tivity which  involves  all  of  us  in  organized  medicine. 
The  past  year,  I feel,  has  been  a good  one  for  KMA. 
We  have  been  fortunate  with  our  excellent  leadership 
and  staff  to  approach  many  new  and  difficult  prob- 
lems with  a sense  of  confidence  and,  I feel,  have 
handled  these  situations  in  a manner  which  is  in  the 
best  interest  of  medicine  for  our  Kentucky  physicians 
and  for  our  patients. 

As  the  activities  of  the  KMA  increase,  it  is  always 
gratifying  to  see  the  number  of  physicians  who  step 
forward  to  give  their  time  and  effort  to  attend  meet- 
ings and  help  to  guide  us  and  implement  the  desires  of 
the  physicians  of  Kentucky  as  directed  by  the  House 
of  Delegates.  The  influence  of  KMA  and  its  dedica- 
tion to  the  Kentucky  physciians  is  reflected  in  the 
continuing  high  membership  enrollment.  Our  mem- 
bership continues  to  increase  each  year  and  again  I 
feel  that  this  is  due  to  the  ongoing  efforts  of  KMA  to 
aid  all  physicians  in  the  state  and  also,  by  the  ex- 
cellent examples  which  are  set  by  our  KMA  leaders. 

Many  of  the  delegates,  I am  sure,  have  still  not 
toured  the  new  addition  to  our  building  on  Ephraim 
McDowell  Drive.  As  I did  in  last  year’s  report,  I 
would  like  to  again  invite  all  of  you  to  come  to  the 
building  and  the  staff  would  be  most  happy  to  see 


you  and  give  you  a personal  tour.  The  new  addition 
to  the  building  has  certainly  been  a step  forward  for 
the  KMA  Headquarters.  It  has  given  us  the  oppor- 
tunity to  become  much  more  efficient  in  quarters 
which  are  adequate  rather  than  cramped  and  where 
we  may  have  several  meetings  in  progress  at  one  time 
rather  than  a single  meeting  room.  I feel  that  you 
would  enjoy  seeing  this.  After  all,  this  is  your  head- 
quarter’s building,  and  we  would  like  for  you  to  know 
it  and  appreciate  it  as  much  as  we  do. 

The  activity  in  our  organization  has  increased  a 
great  deal  this  year  and  much  of  it  has  been  directed 
toward  some  of  the  new  nationally  sponsored  health 
programs.  As  you  are  all  aware,  HMO’s  and  PSRO’s 
are  receiving  a great  deal  of  attention  at  this  particu- 
lar time.  I feel  that  your  staff  at  KMA  Headquarters 
and  the  men  entrusted  to  studying  these  new  areas 
over  the  medical  horizon  have  done  a superior  job  in 
sorting  out  all  of  the  difficult  material  and  developing 
plans  which  I feel  will  be  excellent  for  the  physicians 
of  Kentucky.  The  development  of  the  new  Kentucky 
Peer  Review  Organization  is  innovative  and  I feel  will 
be  a plan  which  will  keep  Kentucky  far  ahead  of  the 
field  in  the  development  of  a professional  standards 
review  organization.  It  is  well  that  this  is  a plan  de- 
signed and  which  will  be  implemented  by  the  physi- 
cians of  Kentucky,  for  the  physicians  of  Kentucky, 
and  should,  with  your  support,  accomplish  what  is 
best  for  all  physicians  in  Kentucky. 

The  Judicial  Council  will  file  a separate  report, 
but  as  Secretary,  I sit  on  the  Judicial  Council  as  well 
as  the  Board  of  Trustees  and  the  Executive  Com- 
mittee. The  Judicial  Council,  as  you  know,  is  the  final 
arbiter  in  questions  of  medical  ethics.  A number  of  in- 
quiries have  been  directed  to  the  Judicial  Council  over 
the  past  year  and  I feel  that  these  have  been  handled 
in  an  excellent  manner  by  our  Judicial  Council  and 
also  by  involved  trustees  who  have  been  of  in- 
valuable service  in  assisting  on  some  of  these  prob- 
lems for  us.  The  Council  attempts  to  resolve  a 
problem  as  much  as  possible  through  the  organization 
at  the  trustee  level.  At  times  several  trustees  from 
neighboring  counties  will  meet  and  aid  the  Judicial 
Council  in  making  a decision.  This  has  been  an  out- 
standing arrangement  and  I want  to  commend  and 
thank  all  of  the  trustees  who  have  been  so  helpful  to 
the  Judicial  Council  this  year. 

The  representatives  on  the  Board  of  Trustees  and 
on  the  Executive  Committee,  as  well  as  the  men  on 
the  numerous  other  committees  at  KMA  have  spent 
many  long  and  arduous  hours.  Their  willingness  to 
give  up  their  time  to  attend  these  meetings  is  one  of 
supreme  sacrifice  and  I,  for  one,  am  very  grateful  and 
very  proud  of  all  of  these  gentlemen  who  have  given 
of  themselves  for  the  promotion  of  good  medical  care 
in  Kentucky. 

As  I have  done  in  the  past  in  the  Secretary’s  report, 

I will  review  for  you  the  number  of  meetings  which 
have  been  attended  by  physicians  who  are  involved  in 
executive  work  at  KMA  and  the  KMA  staff.  From 
August  1,  1973,  to  July  31,  1974,  the  Board  of 
Trustees  met  seven  times.  There  was  a combined  total 
of  150  physicians  in  attendance.  Total  physician  hours 
were  720,  and  25,790  physician  miles  were  traveled. 
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The  Executive  Committee  met  six  times  with  a 
combined  total  of  42  physicians  in  attendance  and 
total  physician  hours  of  198  with  6,545  physician 
miles  traveled.  Out-of-state  meetings  involving  physi- 
cians and  KMA  staff  numbered  ten  requiring  34  total 
days  out  of  the  state.  Representatives  attending  the 
meetings  included  59  members  and  there  was  a total 
mileage  of  64,300.  Other  KMA  Committee  meetings 
during  the  year  totaled  84,  with  total  physician  hours 
of  1,368,  total  physician  miles  traveled  was  68,842 
and  total  physicians  in  attendance  was  486. 

The  total  mileage  of  the  Executive  Committee, 
Board,  and  other  committees  was  101,177;  a total 
mileage  of  all  of  the  above  meetings  plus  the  out-of- 
state  meetings  was  165,477. 

I think  the  thing  to  specifically  note  in  this  statisti- 
cal report  of  activities  of  the  KMA  committees  is 
that  in  1969,  48  committee  meetings  were  held 
compared  to  84  in  1974.  The  physician  hours  tied  up 
in  meetings  almost  doubled  as  did  the  number  of 
miles  traveled.  I feel  that  this  certainly  indicated  the 
increased  activity  of  KMA  from  1969  to  1974. 

Our  KMA  staff  as  always,  has  done  a marvelous 
job  of  organizing  and  staffing  the  numerous  com- 
mittee meetings  as  well  as  the  Board  of  Trustees  and 
Executive  Committee  meetings.  It  is  difficult  for  one 
to  realize  the  amount  of  time  and  effort  which  the 
staff  puts  into  gathering  all  of  the  material  which  is 
needed  to  set  up  a meeting,  contacting  the  members, 
making  sure  that  they  are  aware  of  the  meetings  arid 
the  time  of  the  meetings  and  carrying  through  those 
duties  which  are  necessary  to  conduct  the  meeting  in 
a proper  manner.  The  organization,  in  preparation  for 
the  Annual  Meeting,  is  begun  as  soon  as  the  previous 
Annual  Meeting  is  over.  This  is  a never  ending  task 
and  certainly  the  fact  that  all  meetings  are  so  well  at- 
tended and  so  smoothly  run  attests  to  the  devotion 
[ and  ability  of  our  KMA  staff.  I would  certainly  like 
to  give  all  of  our  staff  a very  sincere  and  well  de- 
served vote  of  appreciation  for  their  continued  ex- 
cellent work. 

The  coming  years  in  medicine,  I feel,  are  going  to 
be  good  ones  for  both  the  physician  and  for  increased 
attention  to  devoting  ourselves  to  the  promotion  of 
quality  care  for  our  patients.  We  are  determined  to 
continue  to  pursue  the  objectives  for  which  our  or- 
ganization was  founded  and  that  is  for  the  delivery  of 
the  best  medical  care  possible  to  the  citizens  of  the 
Commonwealth  of  Kentucky. 

S.  Randolph  Scheen,  M.D.,  Secretary 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Secretary  has  been  reviewed  by 
the  Reference  Committee.  The  number  of  physician 
hours  and  the  miles  traveled  attest  the  work  done  by 
our  officers. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Editor 

The  KMA  Journal  has  continued  throughout  the 
past  year  to  portray  the  activities  of  Kentucky  physi- 
cians, both  in  the  realms  of  practice  and  academic 
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medicine.  We  have  tried  to  continue  our  emphasis  on 
continuing  medical  education,  with  multiple  depart- 
ments devoted  to  this  activity.  We  especially  com- 
mend Doctor  Charles  Smith,  our  Scientific  Editor, 
and  the  Board  of  Consultants  for  their  fine  work 
throughout  the  year  in  evaluating  and  processing 
papers  submitted.  We  are  pleased  to  report  that  the 
quality  of  papers  submitted  continues  to  be  high,  and 
the  quantity  continues  to  be  more  than  adequate  to 
produce  a Journal  of  which  we  can  be  scientifically 
proud. 

The  fiscal  picture  of  the  Journal  is  not  so  bright; 
the  rising  printing  costs,  coupled  with  continuing 
problems  with  regard  to  advertising  priorities  on  a 
national  level,  force  us  to  concern  ourselves  with  fi- 
nances frequently.  It  is  to  be  hoped  that  advertisers 
will  continue  to  see  that  the  personal  attention  of  the 
physician  is  more  often  gained  through  journals  of 
this  sort  than  through  mass  media;  for  the  moment 
we  are  able  to  continue  on  our  present  course. 

Mrs.  Diane  Maxey,  our  Assistant  Managing  Editor, 
has  been  a tower  of  strength  for  us  throughout  the 
past  several  years,  and  we  reluctantly  bid  her  farewell 
as  she  returns  to  more  pressing  family  duties  (i.e.,  her 
second  child)  at  this  time.  We  wish  her  well,  and  offer 
our  thanks  for  a job  extremely  well  done. 

As  always,  the  Editorial  Board  continues  strong  in 
the  feeling  that  the  state  Journal  has  a unique  and 
valuable  place  in  the  affairs  of  physicians  in  Ken- 
tucky, and  we  propose  to  continue  to  develop  our 
value  to  this  constituency. 

Walter  I.  Hume,  Jr.,  M.D., 

Editor  and  the  Editorial  Board 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Editor  has  been  reviewed,  and 
we  would  like  to  congratulate  the  editorial  board  for  a 
fine  Journal. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Treasurer 

You  will  find  enclosed  in  your  House  of  Delegates 
envelope  a Statement  of  Financial  Condition  of  the 
Kentucky  Medical  Association  as  of  June  30,  1974,  a 
Statement  of  the  Changes  in  the  Fund  Balances,  and 
Condensed  Statements  of  Income  and  Expense  of  the 
Current  Fund,  Reserve  Fund,  McDowell  House  and 
the  Postgraduate  Medical  Education  Fund  for  the 
year  ending  June  30,  1974. 

The  complete  report  of  audit  for  the  fiscal  year 
ending  June  30,  1974,  is  available  to  all  members  of 
the  Kentucky  Medical  Association  at  the  KMA 
Headquarters  Office,  3532  Ephraim  McDowell  Drive, 
Louisville,  Kentucky. 

At  this  meeting  in  1970  we  increased  our  dues 
within  the  scope  of  a five  year  financial  plan.  Even 
though  the  costs  of  conducting  our  affairs  has  sky- 
rocketed more  than  anticipated,  we  have  kept  within 
the  limits  of  our  five  year  plan.  You  will  need  next 
year  to  again  adopt  a new  dues  structure  to  fit  into  a 
new  financial  plan. 

Keith  P.  Smith,  M.D.,  Treasurer 
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Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Treasurer  has  been  reviewed  by 
the  Reference  Committee.  We  had  testimony  from  the 
auditor  as  well  as  members  of  the  Board  of  Trustees 
indicating  that  the  financial  affairs  of  the  organiza- 
tion are  in  order. 

Mr.  Speaker,  I move  adoption  of  this  section  of  the 
report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Delegates  to  the  AMA 

The  House  of  Delegates  of  the  AMA  has  met  on 
two  occasions  since  our  last  report;  in  Anaheim, 
California,  December  1-5  and  in  Chicago,  from  June 
23-27,  1974.  A variety  of  topics  were  considered  dur- 
ing these  meetings. 

At  the  meeting  in  Anaheim,  the  House  of  Delegates 
met  for  14  hours  and  36  minutes  and  acted  on  67  re- 
ports and  81  resolutions  for  a total  of  148  items  of 
business. 

The  issues  of  importance  ranged  from  PSRO  to 
malpractice  problems  to  proposals  for  improvements 
of  health  care  delivery  for  migrant  workers,  and  the 
method  of  election — and  terms  of  service — of  the 
members  of  the  Board  of  Trustees  and  Delegates. 

PSRO,  which  was  of  paramount  importance,  saw 
more  than  four  hours  of  reference  committee  testi- 
mony, and  two  speeches  were  given  on  the  floor  of 
the  House  of  Delegates;  one  by  the  Assistant  Secretary 
for  Health,  Education  and  Welfare,  Charles  C.  Ed- 
wards, M.D.,  and  what  amounted  to  a rebuttal  by 
Representative  Philip  M.  Crane  (R)  from  Illinois. 
The  House,  after  much  deliberation  and  considera- 
tion, accepted  a substitute  PSRO  resolution  which  af- 
firmed the  following  principles: 

1.  That  the  medical  profession  remains  firmly  com- 
mitted to  the  principle  of  peer  review,  under  profes- 
sional direction. 

2.  That  medical  society  programs  of  proven  ef- 
fectiveness should  not  be  dismantled  by  PSRO  im- 
plementation. 

3.  That  the  Association  suggests  that  each  hospital 
medical  staff,  working  with  the  local  medical  society, 
continue  to  develop  its  own  peer  review,  based  upon 
principles  of  sound  medical  practice  and  document- 
able  objective  criteria,  so  as  to  certify  that  objective 
review  of  quality  and  utilization  does  take  place;  to 
make  these  review  procedures  sufficiently  strong  as 
to  be  unassailable  by  any  outside  party  or  parties;  and 
that  the  local  and  state  medical  societies  take  all 
legal  steps  to  resist  the  intrusion  of  any  third  party 
into  the  practice  of  medicine. 

4.  That  the  House  of  Delegates,  as  indivudal 
physicians  and  through  the  Board  of  Trustees  and  its 
Council  on  Legislation,  work  to  inform  the  public 
and  legislators  as  to  the  potential  deleterious  effects  of 
the  law  on  the  quality,  confidentiality  and  cost  of 
medical  care;  and  the  hope  that  the  Congress  in  their 
wisdom  will  respond  by  either  repeal,  modification, 
or  interpretation  of  rules  which  will  protect  the  pub- 
lic. 

The  President  of  AMA,  Russell  B.  Roth,  gave  a 
discussion  regarding  complex  issues  surrounding  peer 


review  and  Professional  Standards  Review  Organiza- 
tions, outlining  his  position  regarding  the  policy  of  the 
AMA  at  the  present  time.  He  stated  that  the  solution 
of  medical  problems  is  a definite  challenge  and  that 
the  AMA  must  meet  it  forthwith,  adding  that  medi- 
cine should  put  forth  its  best  efforts  in  competence, 
integrity  and  motivation  of  the  medical  profession  to 
improve  the  overall  medical  care  of  the  United 
States. 

Physicians,  Hospitals,  and  Medical  Schools 

The  AMA  considered  the  question  of  pre-certifica- 
tion of  hospital  admissions  and  the  House  directed 
the  AMA  to  take  all  steps  necessary  to  prevent  en- 
actment of  this  regulation. 

Report  C of  the  Board  of  Trustees  recommended 
continuing  AMA  efforts  to  secure  balanced  funding 
for  medical  education  and  research.  This  report  was 
adopted  by  the  House. 

The  House  adopted  a resolution  that  offers  the 
American  Hospital  Association  the  cooperation  of  the 
AMA  in  deliberations  regarding  the  AHA  Quality 
Assurance  Program.  For  the  time  being,  however, 
the  AMA  is  on  record  as  disapproving  the  QAP  in 
its  present  form. 

Third  party  programs  and  teaching  rounds  were 
considered  and  the  use  of  private  patients  in  teaching 
programs  was  adopted  by  the  House  and  was  referred 
to  the  Judicial  Council  and  the  AMA  Legal  Depart- 
ment with  instructions  that  a report  should  be  filed 
with  the  Board  of  Trustees. 

The  House  adopted  Report  F of  the  Board  of 
Trustees  recommending  that  the  present  National  In- 
tern and  Resident  Matching  Program  remain  in  effect. 
The  reference  committee,  however,  had  recommended 
that  this  be  further  investigated  by  a liaison  com- 
mittee on  Graduate  Medical  Education  and  the 
Coordinating  Council  on  Medical  Education. 

Physicians  and  the  Public 

Health  and  Migrant  Workers  — The  House  rec- 
ommended the  development  of  a nationwide  health  ' 
insurance  program  for  migrant  workers  as  one  pos- 
sible method  to  resolve  this  health  problem.  It  was 
stipulated,  however,  that  this  should  be  not  a charity 
program,  but  that  people  who  provided  care  to 
migrant  workers  should  be  paid  for  their  services. 
The  Council  on  Medical  Service  was  instructed  to 
develop  a version  of  such  an  insurance  program. 

Confidentiality  of  Records  — The  House  adopted 
Report  D of  the  Council  on  Medical  Service  which 
described  efforts  to  find  practical  solutions  to  prob- 
lems related  to  maintaining  the  confidentiality  of  pa-  \ 
tient  records.  The  House  also  asked  the  Council  to  l 
prepare  model  legislation  that  would  preserve  con-  I 
fidentiality. 

Alcoholism  — Resolution  30,  which  was  adopted 
by  the  House,  called  for  the  medical  treatment  and 
admission  of  alcoholics  to  be  improved.  The  resolu- 
tion recommended,  also,  that  the  fact  of  admission 
for  treatment  of  alcoholism  should  not  be  masked, 
and  urged  the  Joint  Commission  on  Accreditation  of 
Hospitals  to  implement  the  intent  of  the  resolution  as 
one  of  its  requirements  for  approval.  Insurance  com-  I 
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panies  and  prepayment  plans  were  urged  to  remove 
unrealistic  coverage  for  treatment  of  alcoholics. 

Health  Care  for  the  American  Indian  — The 
House  adopted  and  referred  to  the  Board  of  Trustees 
a report  by  the  Council  on  Medical  Services  and  its 
Committee  on  Health  Care  of  the  Poor  regarding 
proposed  improvements  in  Indian  Health  Services. 

National  Blood  Program  — The  concept  of  the 
proposed  AMA  plan  to  implement  the  government’s 
National  Blood  Policy  by  organizing  blood  banks  and 
transfusion  facilities  within  a national  system  that  re- 
tains regional  and  local  responsibilities  and  authority 
was  endorsed  by  the  House. 

Definition  of  Death  — Because  of  the  complex 
legal  ramifications,  the  House  adopted  a policy  posi- 
tion that  at  present  the  statutory  definition  of  death  is 
adequate  and  no  further  specifics  were  mentioned. 

Miscellaneous  Actions  of  the  House 

The  House  referred  to  the  Council  on  Medical 
Service  a resolution  urging  the  AMA  to  oppose  wide 
differences  in  fees  for  medical  services  and  recom- 
mended a report  on  this  problem.  In  other  actions  the 
House: 

— Adopted  a report  recommending  that  summaries  of 
court  decisions  on  informed  consent  be  made 
available  to  physicians  on  request. 

— Adopted  a substitute  resolution  calling  for  the 
Board  of  Trustees,  the  Interns  and  Residents 
Business  Section,  the  Council  on  Medical  Service, 
and  the  Council  on  Medical  Education  to  develop 
principles  and  guidelines  for  agreements  between 
house  staff  and  their  institutions  and  to  explore  the 
development  of  a model  contract. 

— Adopted  a report  of  the  Council  on  Medical 
Service  outlining  progress  made  in  persuading  the 
Aetna  Life  and  Casualty  Company  to  limit  the  use 
of  its  surgical  predetermination  form. 

The  Annual  Meeting  in  Chicago  on  June  23-27, 
1974,  again  was  dominated  by  material  pertaining  to 
PSRO,  the  method  of  election  of  AMA  Trustees, 
PSRO  need  for  confidentiality  of  medical  records, 
and  new  recommendations  affecting  relationships  be- 
tween Hospitals  and  Hospital  Medical  Staffs.  The 
meeting  required  a total  of  19  hours  and  38  minutes, 
and  the  House  acted  on  66  reports  and  137  resolu- 
tions for  a total  of  203  items  of  business. 

The  House  approved  a Bylaws  change  that  re- 
places the  “slot  method”  of  election  of  candidates  for 
Board  vacancies  with  an  at  large  election  method.  In 
the  process  of  the  election,  Kentucky  was  successful  in 
getting  Hoyt  D.  Gardner  of  Louisville,  Kentucky, 
elected  for  a three-year  term  on  the  Board  of 
Trustees.  The  business  session  of  the  House  of  Dele- 
gates was  highlighted  by  the  appearance  and  address 
of  the  Vice  President  of  the  United  States,  the 
Honorable  Gerald  R.  Ford,  who  advocated  some 
type  of  national  health  insurance  but  warned  that,  in 
the  process  of  its  development,  there  should  be  no 
further  erosion  of  patient  confidentiality.  Vice  Presi- 
dent Ford  recommended  to  the  House,  that  with  the 
vast  resources  of  the  nation,  there  is  “no  excuse  for  a 
single  American  to  be  deprived  of  the  finest  treat- 
ment available.”  He  indicated  that  a national  health 
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insurance  program  is  a necessity  in  view  of  catas- 
trophic illnesses  and  the  more  effective  use  of  medical 
resources. 

The  Vice  President  stated  that  he  was  in  favor  of  a 
free  enterprise  approach  to  health  care  delivery  in- 
volving private  and  voluntary  medical  philosophy  and 
that,  at  the  present  time,  with  the  diversity  of  NHI 
proposals  in  Congress,  he  felt  there  might  be  a will- 
ingness to  compromise  in  this  respect.  Of  interest  also 
were  his  comments  regarding  avoiding  bureaucratic 
intervention  between  doctor  and  patient  and  the 
rights  and  privacies  of  both. 

In  his  inaugural  address,  President  Malcom  C. 
Todd,  M.D.,  urged  the  AMA  to  sponsor  the  develop- 
ment of  a national  policy  on  health,  to  place  all 
needs  and  goals  in  focus,  and  stated  that  a tremendous 
amount  of  confusion  existed  in  the  health-care  scene 
as  presently  being  presented.  Doctor  Todd  emphasized 
the  fact  that  organized  medicine  must  take  he  lead  in 
Washington  in  order  to  influence  the  Congress  re- 
garding what  types  of  health  care  legislation  should  be 
put  in  effect.  His  address  to  the  House  was  well  re- 
ceived. 

Physicians  and  the  Government 
As  previously  mentioned,  PSRO  discussions  domi- 
nated the  attention  of  those  attending  the  convention, 
including  the  news  media.  The  House  developed  a 
clear-cut,  definitive  position  and  a copy  of  the  final 
resolution  adopted  is  enclosed  for  your  review.  This 
resolution  instructs  the  Board  of  Trustees  to  seek  con- 
structive amendments  to  the  PSRO  program  in  po- 
tentially dangerous  areas  such  as  confidentiality, 
malpractice,  development  of  norms,  quality  of  care 
determinations,  and  the  authority  of  the  secretary  of 
HEW;  directs  the  AMA  to  achieve  legislation  which 
allows  the  profession  to  perform  peer  review  accord- 
ing to  established  medical  philosophy  and  the  best  in- 
terests of  the  patient;  and  emphasizes  that  state  as- 
sociations which  elect  non-compliance  with  PSRO 
are  not  prevented  from  doing  so  by  the  new  policy. 

— Extension  of  Policy  on  National  Health  Insurance 
— Two  statements  on  national  health  insurance 
were  adopted  after  a lengthy  debate.  One  calls  on 
the  Board  of  Trustees  to  cooperate  with  state  as- 
sociations to  attempt  to  devise  mechanisms  ac- 
ceptable to  the  private  insurance  sector  which  will 
ensure  the  provision  of  insurance  coverage  through 
pirvate  health  insurance,  and  to  seek  means  to  se- 
cure favorable  Congressional  and  public  support 
for  their  adoption.  The  second  resolution  calls  on 
the  AMA  and  component  associations  to  work  to 
detach  any  national  health  insurance  program  from 
the  controlling  intrusions  of  existing  PSRO  laws 
and  regulations. 

— Support  of  Drug  Industry  — The  House  adopted 
two  resolutions  bearing  on  drugs.  One  directed  the 
AMA  to  continue  its  support  of  the  pharmaceutical 
industry  in  efforts  to  develop  and  market  pharma- 
ceutical products  meeting  proper  standards  of  safety 
and  efficacy.  The  other  directs  AMA  to  exert  all 
efforts  to  amend  or  repeal  the  Kefauver-Harris 
Drug  Amendments  of  1962  which  gave  the  FDA 
broad  new  powers  in  drug  manufacturing  and 
marketing. 

695 


— The  House  of  Delegates  went  on  record  as  being 
opposed  to  certain  Bills  in  Congress  which  would 
replace  the  federal  Health  Professions  Educational 
Assistance  Act  by  public  utility  type  bodies  which 
would  control  certain  aspects  of  health  education 
and  health  care  delivery,  and  medical  licensure. 
Other  actions  affecting  physicians  and  the  govern- 
ment were: 

To  direct  the  AMA  to  seek  an  extension  from  30  to 
90  days  to  respond  to  proposed  health  regulations 
printed  in  the  Federal  Register;  to  call  on  the  AMA 
to  oppose  the  concept  of  claims  rejection  on  the  basis 
of  diagnostic  admission  or  lack  of  medical  necessity 
without  prior  physician  notification;  to  recommend 
that  the  AMA  work  with  third  parties  to  secure  in- 
creased acceptance  of  the  AMA  uniform  health  in- 
surance claim  form;  urge  continued  AMA  efforts  to 
prevent  future  imposition  of  government  fee  controls, 
and  to  oppose  the  mandatory  imposition  of  a health 
card  as  the  payment  mechanism  under  the  Adminis- 
tration’s National  Health  Insurance  plan  and  instead, 
reaffirm  the  right  of  the  physician  to  bill  patients  di- 
rectly. 

Physicians  and  the  Public 

The  House  adopted  two  reports  bearing  on  the 
confidentiality  of  medical  records,  and  also  directed 
that  the  Board  of  Trustees  have  ready  for  considera- 
tion by  the  House  at  the  1974  Clinical  Session  in 
Portland,  Oregon,  model  confidentiality  legislation. 

Health  Insurance  for  Migrant  Workers  — The 
delegates  supported  in  principle  a report  from  the 
Council  on  Medical  Service  on  the  development  of  a 
nationwide  health  insurance  program  for  migrant 
workers.  The  report  was  referred  to  the  Board  of 
Trustees  for  drafting  of  appropriate  legislation. 

Transport  of  Radioactive  Material  Via  Airlines  — 
The  House  put  the  AMA  on  record  as  recommending 
that  the  shipment  of  radioactive  materials  for  medical 
use  via  airlines  be  under  strictly  enforced,  existing 
federal  regulations  which  guarantee  a low  potential 
hazard. 

In  other  actions  affecting  physicians  and  the  public, 
the  House  directed  that:  The  new  national  blood 
policy  be  privately  implemented  through  the  organi- 
zation of  the  AMA,  and  state  and  county  medical  so- 
cieties; the  AMA  continue  to  inform  the  public  and 
the  profession  of  the  potential  problems  and  risks  in 
permitting  non-physician  substitution  of  drugs  of 
choice  prescribed  by  physicians. 

Physicians,  Hospitals,  and  Medical  Schools 

The  House  adopted  the  104  page  Report  on  Physi- 
cian-Hospital Relations,  1974,  compiled  by  the  Coun- 
cil on  Medical  Service  and  its  Committee  on  Private 
Practice.  This  report  contains  many  specific  recom- 
mendations to  cope  with  problems  developing  be- 
tween some  hospitals  and  their  medical  staffs.  Among 
other  things,  the  recommendations  are  aimed  at  pro- 
tecting medical  staffs  against  unilateral  action  by 
hospital  governing  boards  relative  to  staff  Bylaws, 
rules  and  regulations. 

— Students,  Interns  and  Residents — Two  informa- 
tional reports  dealing  with  possible  guidelines  for 


house  staffs  in  developing  contracts  in  institutions 
in  which  they  serve  generated  considerable  dis- 
cussion before  Reference  Committee  C.  Many 
testified  concerning  these  problems  and  because  of 
the  complexity  and  importance  of  the  issue,  the 
resolutions  were  referred  to  the  Board  of  Trustees 
for  further  study  and  consultation  with  appropriate 
groups.  The  report  will  then  be  resubmitted  at  the 
1974  Clinical  Session.  The  House  also  adopted  a 
resolution  calling  for  AMA,  through  appropriate 
committees  and  councils,  to  assure  due  process  for 
medical  students,  and  requested  a further  report  at 
the  next  Clinical  Session.  Another  report  pro- 
posing guidelines  for  fair,  professional  relation- 
ships between  training  institutions  and  house  of- 
ficers was  referred  for  further  study  to  be  reported 
back  at  the  next  Clinical  Session.  A resolution  was 
adopted  calling  on  the  AMA  to  encourage  and 
urge  medical  schools  to  implement  a series  of 
lecture  programs  for  students  on  the  socio-eco- 
nomic aspects  of  medicine. 

— New  Liaison  Committee  on  Medical  Education — 
The  Delegates  adopted  Board  of  Trustees  Report  I 
calling  for  the  establishment  of  a new  Liaison 
Committee  on  Continuing  Medical  Education.  The 
structure  and  duties  of  the  new  committee  have 
been  worked  out  by  representatives  of  the  AMA, 
the  American  Board  of  Medical  Specialties,  the 
American  Hospital  Association,  the  Association  of 
Medical  Specialties,  and  the  Council  of  Medical 
Specialty  Societies. 

Association  and  Internal  Matters  of  the  House 

— Specialty  Representation  in  the  House — In  response 
to  proposals  to  increase  specialty  representation 
in  the  House,  the  Reference  Committee  on  Con- 
stitution and  By-laws  reported  extensive  testimony, 
and  urged  all  concerned  parties  to  increase  com- 
munication, cooperation  and  liaison  to  resolve  the 
complex  question.  The  House  adopted  the  ref- 
erence committee  report  and  referred  Report  H of 
the  Board  of  Trustees  containing  proposed  modi- 
fications in  the  House  to  the  Council  on  Con- 
stitution and  Bylaws. 

— Malpractice  Problems — A resolution  calling  on  the 
AMA  and  constituent  societies  to  institute  a 
nationwide  education  program  to  inform  the 
public  of  malpractice  problems  and  for  the  AMA 
to  spearhead  state  and  federal  legislation  to  cor- 
rect malpractice  inequities  was  referred  to  the 
Board  of  Trustees  and  its  Committee  on  Insurance 
for  report  back  at  the  1974  Clinical  Session. 

— In  other  Internal  Matters,  the  House:  requested 
changes  in  the  Constitution  and  Bylaws  to  permit 
additional  scientific  sessions  on  a regional  basis; 
instructed  the  Board  of  Trustees  to  distribute  to 
each  delegate,  alternate  delegate  and  constituent 
state  association  a summary  of  actions  taken  at 
each  meeting  of  the  Board;  adopted  a resolution 
to  amend  the  Bylaws  to  make  past  AMA  vice 
presidents  ex-officio  members  of  the  House;  re- 
jected the  establishment  of  a nominating  com- 
mittee for  councils  of  the  House;  changed  the 
name  of  the  Section  on  Plastic  and  Reconstructive 
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Surgery  to  the  Section  on  Plastic,  Reconstructive 
and  Maxillofacial  Surgery;  stipulated  that  Board 
reports  nominating  members  of  the  Council  on 
Medical  Education  contain  a breakdown  of  cur- 
rent members’  status  to  ensure  a proper  balance 
between  fulltime  educators  and  private  practi- 
tioners; rejected  a proposal  that  AMA  delegates 
be  chosen  by  popular  election  within  their  re- 
spective state  medical  associations;  adopted  a 
substitute  resolution  calling  upon  the  AMA  to 
recognize  “brain  death”  as  one  of  the  various 
criteria  by  which  death  may  be  medically  diag- 
nosed. 

The  foregoing  information  is  only  a resume  of 
the  action  taken  by  the  House  of  Delegates  of  the 
AMA  at  its  1974  Clinical  Convention,  and  1974 
Annual  Session.  Full  information  is  available  to  you 
through  the  KMA  Headquarters  Office. 

Along  with  the  entire  AMA  delegation,  I would 
like  to  thank  the  KMA  officers  and  staff  for  their 
help  in  the  organization  and  report  of  this  year’s 
activities  of  the  AMA  House  of  Delegates  to  the 
KMA  membership. 

J.  Thomas  Giannini,  M.D.,  AMA  Delegate 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Delegates  to  AMA  has  been 
reviewed.  We  wish  to  commend  the  delegates  on  a 
very  complete  report  on  the  activities  of  the  AMA 
at  both  the  Clinical  Session  and  the  Annual  Meeting. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Executive  Director 

In  recent  years  I have  tried  to  take  different 
approaches  in  writing  the  Executive  Director’s  Report 
to  the  House  of  Delegates.  It  is  a frustrating  chore 
to  try  and  convey  the  unlimited  number  of  thoughts 
that  go  through  one’s  mind  when  there  is  such  a 
strong  desire  to  convey  to  the  membership  the  volume 
of  work  centering  around  the  Headquarter’s  Office, 
the  impact  of  that  work  on  individual  physicians 
and  the  public  generally  and  the  constant  challenge 
to  get  even  more  done  with  the  people,  equipment 
and  facilities  available  to  us. 

This  year  my  report  will  constitute  this  combined 
introduction  and  summary  rolled  into  one  because 
there  are  just  too  many  things  I would  like  to  say 
for  which  limited  space  will  not  permit. 

On  behalf  of  the  KMA  staff,  I wish  to  express 
our  gratitude  for  the  opportunity  of  working  with 
the  people  in  the  world’s  greatest  profession  and  for 
the  programs  created  within  and  by  that  profession. 
A special  thanks  goes  to  all  officers,  Board  members, 
committee  members  and  others  who  give  us  our  day 
to  day  guidance. 

I wish  I could  think  of  the  appropriate  words  to 
report  to  you  on  the  KMA  staff,  your  employees. 
Their  loyalty,  untiring  efforts,  productivity,  initiative, 
and  desire  to  see  the  job  done  quickly,  effectively,  and 
efficiently  and  without  complaint  has  to  be  second  to 
none.  Long  working  days  are  routine  for  many.  They 
rate  over  100  percent  in  every  category  and  I feel 
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you  can  be  justly  proud.  To  view  the  day  to  day 
activities  of  your  Headquarter’s  Office  from  the  view- 
points of  volume  and  versatility  of  work  produced 
would  probably  be  overwhelming  when  compared  to 
what  the  individual  member  might  imagine.  This,  I 
assume,  is  really  as  it  should  be.  KMA  is  big  business 
with  total  assets  and  an  annual  budget  of  approxima- 
tely $2,000,000.00.  We  continue  to  operate  in  a 
conservative  fashion  but  new  and  costly  problems 
spring  up  endlessly.  Financial  management  is  an 
interesting  challenge  in  itself. 

To  give  you  a synopsis  of  the  month  to  month 
activities  of  KMA,  I had  file  copies  of  our  corres- 
pondence summarized  to  show  the  diverse  areas  of 
Association  activities  from  last  October  to  August 
when  this  report  was  written.  Two  facts  become 
quickly  evident.  One  was  that  so  much  of  our  work 
is  not  indicated  on  any  correspondence.  The  other  is 
that  the  report  I received  was  still  too  voluminous  to 
include  in  this  report  to  the  House  even  when  cut  to 
a bare  minimum.  For  that  reason,  I’ll  try  not  to 
summarize  a day,  a week  or  a month  at  KMA. 
However,  I will  file  with  the  Reference  Committee  a 
copy  of  the  “Correspondence  Activity  Summary  Re- 
port” in  addition  to  the  Headquarter’s  Office  report 
which  is  presented  routinely  to  the  Board  of  Trustees. 

These  two  reports  document  some  of  the  labors  of 
staff.  Other  staff  activity  can  be  seen  in  the  programs 
and  activities  contained  in  your  committee  reports 
and  I feel  speak  for  themselves.  Yet  after  a thorough 
study  of  all  this,  I would  suggest  a multiplication 
factor  of  ten  might  be  applied  to  really  visualize  the 
“beehive”  type  of  atmosphere  that  is  now  accepted  as 
normal  for  any  medical  association  office. 

Continuity  of  proven  programs,  meeting  the  daily 
challenges  of  a changing  society  while  planning  for 
future  demands  require  the  total  commitment  of  your 
officers  and  staff.  KMA  is  fortunate  to  have  people 
who  accept  those  challenges  as  opportunities  to  serve 
the  profession. 

This  year  I have  one  new  aspect  for  my  report.  I 
bring  it  to  you,  perhaps  not  with  sadness,  but  at  least 
with  mixed  emotions.  I say  not  sad  because  I hope  to 
join  his  ranks  some  day  and  hopefully  it  will  be  a 
happy  occasion. 

Mr.  Gilbert  Armstrong  came  to  KMA  some  nine 
years  ago.  With  no  background  in  our  type  of  or- 
ganizational activity,  he  was  hired  somewhat  cau- 
tiously. Any  hesitancy  that  existed  was  quickly  re- 
moved however,  and  his  loyalty  and  untiring  efforts 
are  now  history. 

In  a relatively  short  time  his  assignments  made 
him  well  known  to  all  sectors  of  the  medical  com- 
munity. Head  staff  man  for  the  Rural  Kentucky 
Medical  Scholarship  Fund  brought  him  into  close 
contact  with  students.  Being  in  charge  of  the  KMA 
placement  service  gave  him  an  edge  on  getting  to 
know  physicians  just  going  into  practice.  As  Director 
of  Field  Service,  he  spent  much  time  during  his  first 
two  years  traveling  the  state  . . . taking  KMA  to 
physicians  in  their  own  back  yard.  Here  he  also  had 
an  opportunity  to  meet  community  leaders  and 
legislators  while  they  were  “at  home”. 

This  foundation  assisted  him  in  becoming  known 
as  one  of  the  best  lobbyists  to  work  the  halls  of 

697 


Frankfort.  With  praise  coming  from  physicians, 
allied  groups  as  well  as  legislators,  we  lean  back  with 
pride  knowing  he's  “our  man”.  The  onslaught  of 
governmental  medical  programs  demanded  a new 
twist  for  Gil  as  he  became  our  specialist  in  all  of 
them.  Medicare  and  Medicaid  included.  Like  every 
medical  executive  must,  he  became  a jack  of  all 
trades  . . . and  did  them  all  well. 

Gil  will  retire  before  the  next  KMA  Annual  Meet- 
ing. At  the  end  of  next  June,  he  and  his  wife,  Martha, 
will  slacken  their  pace  and  while  they  will  have  the 
time  to  enjoy  a more  leisurely  life,  we  will  be  missing 
both  of  them  at  3532  Ephraim  McDowell  Drive. 
To  my  knowledge,  he  is  the  first  KMA  Executive  to 
retire.  We  wish  him  well  and  publicly  say  thanks  for 
a job  well  done. 

Robert  G.  Cox,  Executive  Director 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Executive  Director  has  been 
reviewed  by  the  Reference  Committee.  We  would 
like  to  complement  this  report  with  a resolution  of 
the  Reference  Committee  as  follows: 

WHEREAS,  Mr.  Gil  Armstrong  came  to  the 
Kentucky  Medical  Association  Executive  Staff  some 
nine  years  ago,  and 

WHEREAS,  he  provided  distinguished  executive 
service  to  the  Rural  Kentucky  Medical  Scholarship 
Fund,  the  Kentucky  Medical  Association  Placement 
Service,  and  as  the  Director  of  the  Office  of  Field 
Service,  and 

WHEREAS,  in  these  capacities  he  has  effectively 
taken  the  services  and  programs  of  the  Kentucky 
Medical  Association  to  physicians  in  practice,  phy- 
sicians entering  practice,  and  students  looking  forward 
to  practice,  and 

WHEREAS,  Gil  Armstrong  became  one  of  the 
most  effective  lobbyists  in  the  legislative  halls  of 
Frankfort,  and 

WHEREAS,  he  has  been  “our  man”  in  Frankfort, 
with  praise  for  his  efforts  and  effectiveness  coming 
from  physicians,  allied  groups  concerned  with  health 
care,  and  legislators  because  of  the  integrity  of  his 
approach  and  the  quality  of  the  information  he  was 
able  to  transmit  on  behalf  of  the  Kentucky  Medical 
Association,  therefore  be  it 

RESOLVED,  that  Mr.  Gil  Armstrong  be  formally 
recognized  and  commended  by  the  House  of  Dele- 
gates of  the  Kentucky  Medical  Association  for  his 
outstanding  contributions  to  organized  medicine,  and 
be  it  further 

RESOLVED,  that  he  receive  this  resolution  in 
person  in  an  appropriate  form  and  a proper  occasion. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Advisory  Committee  to  the 
Woman’s  Auxiliary 

The  Advisory  Committee  to  the  Woman’s  Aux- 
iliary met  once  during  the  1973-74  Associational 
year.  The  Committee  reviewed  in  depth  with  the 


officers  of  the  Auxiliary  the  programs  in  which  the 
Auxiliary  was  interested  and  discussed  at  length  the 
ways  in  which  the  Advisory  Committee  could  be  of 
continuing  assistance  to  the  Auxiliary. 

We  are  of  the  opinion  that  this  particular  com- 
mittee can  serve  a very  worthwhile  purpose  and 
should  be  continued  as  an  active  committee  of  KMA. 

Hoyt  D.  Gardner,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Advisory  Committee  to  the 
Woman's  Auxiliary  has  been  reviewed. 

Mr.  Speaker,  I recommend  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the 

Ad  Hoc  Committee  on  Finances 

An  Ad  Hoc  Committee  on  Finances  was  appointed 
during  the  year  to  submit  a report  to  the  House  of 
Delegates.  In  keeping  with  the  instructions  contained 
in  the  1973  President’s  Report  to  the  House,  we 
received  the  following  report  for  our  consideration 
from  the  Budget  Committee: 

Report  of  Budget  Committee 
to 

Ad  Hoc  Committee  on  Finances 

The  Budget  Committee  met  on  March  7,  1974, 
with  the  President-Elect,  Chairman  of  the  Board, 
Treasurer,  and  Immediate  Past  President,  to  finalize 
the  1974-75  Fiscal  Year  Budget,  and  to  discuss, 
study,  and  submit  recommendations  concerning  the 
Immediate  Past  President’s  Report  to  the  House  of 
Delegates;  the  pertinent  portion  reading  as  follows: 
All  of  us  have  felt  the  pinch  of  fixed  incomes 
and  rising  costs.  It  has  only  been  through  diligent 
handling  of  our  financial  affairs  that  we  have  not 
seriously  depleted  our  standing  reserves,  which  we 
should  definitely  maintain  at  safe  levels.  There  are 
numerous  approaches  that  come  to  my  mind  that 
I feel  should  be  considered  in  maintaining  the 
proper  services  to  the  profession. 

Having  spent  a number  of  years  in  seeing  from 
the  inside  what  KMA  does  for  us  and  noting  the 
budget  requirements  and  management,  with  the 
endorsement  of  the  House  of  Delegates,  I would 
do  the  following: 

A.  Meet  with  the  Budget  Committee  with  a 
charge  to  take  both  an  immediate  and  long- 
term look  at  KMA  financing. 

B.  Consider  with  the  Budget  Committee  the 
possibility  of  setting  a dues  base  for  KMA 
members  which  would  be  flexible  to  an  adjust- 
ing, plus  or  minus,  sliding  scale  by  being  tied  to 
some  recognized  cost  factor  such  as  the  cost  of 
living  index,  etc.  This  should  eliminate  any  dues 
increases  other  than  routine  adjustments  except 
when  the  House  of  Delegates  requests  new, 
costly  programs  requiring  additional  funding. 
(We  should  at  least  maintain  our  purchasing 
income  at  a constant  level.  It  seems  we  should 
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not  need  to  vote  to  change  our  Bylaws  for  an 
additional  $4  to  $5  every  year  or  so  to  maintain 

I this  level.) 

C.  Thoroughly  investigate  the  concept  of 
generating  income  to  supplement  or  replace  dues 
increases. 

D.  Request  the  Chairman  of  the  Board  to 
name  four  Trustees  and  the  Speaker  of  the 
House  of  Delegates  to  name  four  members  of 
the  House  of  Delegates,  which  would  form  an 

Iad  hoc  committee  to  accept  any  recommenda- 
tions from  the  Budget  Committee  when  such 
specific  recommendations  are  available.  The 
above-named  ad  hoc  committee  would  then  re- 
ceive these  recommendations  for  study  and 
would  submit  a report  to  this  House  of  Dele- 
gates for  whatever  action  may  be  indicated. 

[Lee  Hess,  M.D.,  the  Immediate  Past  President, 
noted  his  concern  about  the  reserve  fund  and  stated 
that  he  had  discussed  this  matter  with  others  and 
I felt  that  an  organization  such  as  KMA  should  have 
a one-year  operating  expense  reserve  fund. 

Doctor  Hess  also  said  he  felt  KMA  needed  an 
automatic  method  of  setting  an  upper  limit  of  dues 
whereby  the  Budget  Committee  could  revise  the  dues 
structure  upward  or  downward  within  these  limits  to 
; balance  the  budget  without  going  to  the  House  of 
Delegates. 

Doctor  Hess  further  stated  that  to  get  away  from 
the  current,  fixed  income,  that  some  consideration 
might  be  given  to  the  following:  1)  adjust  dues 
i annually  to  the  Cost  of  Living  Index;  or  2)  authorize 
the  Budget  Committee  to  adjust  dues  within  limits 
1 as  stated  above. 

The  Committee  members  felt  that  it  might  be 
appropriate  to  get  the  feeling  of  the  members  of  the 
House  of  Delegates  at  the  1974  session  so  that  more 
definitive  plans  could  be  made  when  an  increase  is 
scheduled  to  be  presented  in  1975.  The  Committee 
feels  the  House  should  consider  the  above  two 
methods  and  also  the  way  dues  increases  are  cur- 
rently handled,  which  is  asking  for  a dues  increase 
every  few  years,  explaining  the  reason  for  the  in- 
crease to  the  membership,  and  making  it  large 
enough  to  last  a few  years,  rather  than  smaller, 
annual  adjustments. 

The  Budget  Committee  recommends  the  Special 
Ad  Hoc  Committee  present  a report  to  the  House  of 
Delegates  asking  the  House  their  preference  for  dues 
increases  considering  the  following: 

1 )  Adjust  to  the  Cost  of  Living  Index. 

2)  Budget  Committee  adjust  dues  to  balance 
budget  with  a maximum  limit  set  by  the  House 
of  Delegates. 

3)  Continue  under  the  present  system. 

In  making  the  above  recommendations,  the  Budget 
Committee  notes  that  a five-year  dues  plan  was 
adopted  in  1970,  and  we  are  well  within  our  projected 
financial  position.  The  Committee  members  do  note, 
however,  that  this  projection  calls  for  the  elimination 
of  the  reserve  fund  by  January  1,  1976. 

Fortunately,  through  the  efforts  of  the  KMA  of- 
ficers and  staff,  the  reserve  fund  will  hopefully  not 
be  eliminated,  although  some  of  it  will  have  to  be 
utilized  in  the  1975-76  fiscal  year. 
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It  is  not  considered  to  be  in  the  Association’s  best 
interest  to  deplete  or  even  partially  deplete  the  re- 
serve fund.  We  would  propose  that  in  KMA  finance 
planning  for  the  future,  the  Association  should 
always  maintain  a solid  reserve  fund,  perhaps  at 
least  $200,000,  if  not  in  fact  an  entire  year’s  op- 
erating expense. 

Your  Ad  Hoc  Committee  has  reviewed  the  above 
report  and  wishes  to  adopt  it  as  its  full  report  to  the 
House  of  Delegates.  The  main  thrust  of  this  report 
is  to  determine  the  method  that  the  House  would 
most  prefer  be  utilized  in  raising  the  dues  in  the 
future.  We  further  feel  that  the  reserve  fund  should 
be  maintained  by  raising  the  dues  a sufficient  amount 
each  time  they  are  elevated  to  build  and  maintain  a 
sound  reserve  fund. 

My  appreciation  is  expressed  to  the  members  who 
served  on  this  Committee.  Representing  the  Board  of 
Trustees,  in  addition  to  myself,  were:  John  P. 
Stewart,  M.D.,  Frankfort;  Harold  L.  Bushey,  M.D., 
Barbourville;  and  Edward  N.  Maxwell,  M.D.,  Louis- 
ville. 

Representing  members  of  the  House  of  Delegates 
were:  Richard  F.  Hench,  M.D.,  Lexington;  Charles 
D.  Eversole,  M.D.,  Covington;  A.  B.  Richards,  M.D., 
Louisa;  and  Edwin  T.  Davis,  M.D.,  Paducah. 

Paul  J.  Parks,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  1 

The  Committee  has  reviewed  the  Report  of  the 
Ad  Hoc  Committee  on  Finances.  Based  upon  testi- 
mony from  the  Budget  Committee,  the  auditor,  and 
information  from  staff,  we  recommend  that  the 
House  of  Delegates  instruct  the  Budget  Committee 
to  create  a new  five-year  plan  for  consideration  in 
1975.  The  Reference  Committee  anticipates  such  a 
plan  will  recognize  the  need  for  a dues  increase  to 
cover  operating  expenses  and  increase  in  reserves 
based  upon  full  and  appropriate  justification. 

Mr.  Speaker,  I recommend  adoption  and  imple- 
mentation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  V 

Jefferson  County  Medical  Society 

WHEREAS,  we  realize  the  impossible  task  of 
scheduling  any  meeting  as  large  and  complicated  as 
the  Kentucky  Medical  Association  and  please  every- 
one involved,  and 

WHEREAS,  we  realize  many  outside  factors  con- 
cerning the  place,  size,  dates,  and  the  program  are 
involved  over  which  KMA  has  little  or  no  control, 
and 

WHEREAS,  we  also  realize  that  previous  con- 
sideration has  been  given  by  the  KMA  Board  of 
Trustees  to  the  problem  of  the  annual  meeting  dates 
as  they  conflict  with  the  Jewish  High  Holy  Days  and 
Yom  Kippur,  and 

WHEREAS,  a representative  number  of  physicians 
of  the  Jewish  faith  are  among  the  JCMS  and  KMA 
Delegation,  therefore 

RESOLVED,  The  House  of  Delegates  show  its 
concern  for  the  faith  of  Jewish  physicians  by  in- 
structing the  KMA  Board  of  Trustees  to  work  toward 
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the  scheduling  of  the  KMA  annual  meetings  around 
their  Holy  dates  or  at  least  provide  a satisfactory 
explanation  in  writing  which  can  be  distributed  to 
the  membership  as  an  explanation  listing  the  reasons 
why  change  of  dates  could  not  be  accomplished. 

Recommendations,  Reference  Committee  No.  1 

Reference  Committee  No.  1 considered  Resolution 
V submitted  by  the  Jefferson  County  Medical  So- 
ciety concerning  Jewish  High  Holy  Days-KMA  Meet- 
ing Dates.  The  Committee  approves  this  resolution 
with  the  deletion  of  “ ...  or  at  least  provide  a 
satisfactory  explanation  in  writing  which  can  be  dis- 
tributed to  the  membership  as  an  explanation  listing 
the  reasons  why  change  of  dates  could  not  be  ac- 
complished.” This  would  then  make  the  RESOLVED 
to  read  as  follows:  “RESOLVED,  the  House  of 
Delegates  show  its  concern  for  the  faith  of  Jewish 
physicians  by  instructing  the  KMA  Board  of  Trustees 
to  work  toward  the  scheduling  of  the  KMA  annual 
meetings  around  their  Holy  dates.” 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  1 as  a whole. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  as  chairman,  I would  like  to  express 
my  thanks  to  the  members  of  Reference  Committee 
No.  1 for  their  help  in  preparation  of  this  report  and 
to  Miss  Karen  Browning  for  her  excellent  work  in 
preparing  this  report. 

REFERENCE  COMMITTEE  NO.  1 
Glenn  W.  Bryant,  M.D.,  Louisville,  Chairman 
Peter  P.  Bosomworth,  M.D.,  Lexington 
Don  E.  Cloys,  M.D.,  Richmond 
C.  Douglas  LeNeave,  M.D.,  Mayfield 
Robert  E.  Smith,  M.D.,  Covington 

REFERENCE  COMMITTEE  NO.  2 

Richard  F.  Hench,  M.D.,  Lexington,  Chairman 
Reference  Committee  No.  2 considered  the 
following  reports  and  resolutions: 

15.  Report  of  the  Scientific  Program  Committee 

16.  Report  of  the  Scientific  Exhibits  Committee 

17.  Report  of  the  Hospital  Committee 

18.  Report  of  the  Emergency  Medical  Care  Com- 
mittee 

23.  Report  of  the  Cancer  Committee 

37.  Report  of  the  Interspecialty  Council;  all  ex- 

cept the  last  two  paragraphs  on  page  37.2, 
which  are  referred  to  Reference  Committee 
No.  3 

12.  Report  of  the  Kentucky  Foundation  for  Medi- 
cal Care;  only  KFMC  4 dealing  with  the 
KFMC  Continuing  Medical  Education  Com- 
mittee and  KMA  Medical  Education  Com- 
mittee 

38.  Report  of  the  KMA-KNA  Joint  Practice 

Committee;  the  last  paragraph  on  page  38.2 
through  the  second  paragraph  on  page 
38.3  only,  which  deals  with  continuing  ed- 
ucation 


Resolution  A — Continuing  Education  Require- 
ments for  Kentucky  Physicians  (KMA  Med- 
ical Education  Committee) 

Resolution  K — Foreign  Medical  Graduates  (Adair 
County  Medical  Society) 

Resolution  L — Primary  Care  Practice  of  Medicine 
(Adair  County  Medical  Society) 

Resolution  M — Report  of  the  Committee  on  Goals 
and  Priorities  of  the  National  Board  of 
Medical  Examiners  (Adair  County  Medical 
Society) 

Resolution  N — Medical  Licensure  Fees  for  Ken- 
tucky Physicians  (Adair  County  Medical 
Society) 

Resolution  T — Accreditation  of  the  Kentucky  Med- 
ical Association  to  Award  Continuing  Medi- 
cal Education  Credits  (Pennyrile  Medical 
Society,  Inc.) 

Report  of  the 

Scientific  Program  Committee 

The  KMA  Scientific  Program  Committee  met  this 
year  in  November  to  plan  the  Scientific  Program 
for  the  KMA  Annual  Meeting.  As  a result,  ten 
months  of  hard  work  have  been  put  in  by  your 
Committee  and  staff  in  coordinating  the  program. 

Early  in  the  Associational  year,  your  Chairman 
and  the  KMA  President  met  with  17  specialty  group 
presidents  to  discuss  their  participation  in  planning 
the  Scientific  Session.  The  Scientific  Program  of  the 
specialty  groups  held  in  conjunction  with  our  General 
Sessions  have  proven  to  be  valuable,  and  we  feel 
provide  an  excellent  contribution  to  the  continuing 
education  of  our  members. 

I am  appreciative  of  the  splendid  cooperation  in 
the  planning  of  the  overall  meeting  we  always  receive 
from  the  specialty  groups. 

We  are  looking  forward  to  holding  our  meeting 
for  the  second  year  at  the  Ramada  Inn,  Bluegrass 
Convention  Center.  Those  in  attendance  last  year 
were  very  enthusiastic  about  returning  to  its  very 
pleasant  surroundings.  The  Scientific  Program  Com- 
mittee’s objective  is  to  present  an  appealing  and 
educational  program  that  will  provide  maximum 
benefit  to  the  members  of  KMA;  and  certainly  pro- 
viding this  educational  program  in  a pleasant  at- 
mosphere will  be  helpful. 

It  has  been  the  Committee’s  experience  in  the  past 
that  the  selection  of  themes  for  portions  of  the 
Scientific  Program  has  proven  to  be  beneficial  and 
that  policy  has  been  carried  over  into  this  year’s 
sessions.  Themes  are  designed  to  maintain  continuity 
of  the  Program  and  afford  an  opportunity  for  in- 
depth  coverage  of  the  subject. 

This  year’s  program  will  be  comprised  of  individual 
presentations  and  the  Committee  members  and 
specialty  groups  have  gone  to  great  lengths  to  bring 
in  who,  we  feel,  are  some  of  the  country’s  outstanding 
speakers.  In  addition,  the  Committee  has  developed 
some  changes  in  format  for  the  Scientific  Sessions 
with  regard  to  visual  aids  which  we  hope  you  will 
find  appealing. 

In  an  effort  to  make  the  Scientific  Program  more 
beneficial  to  the  membership  and  to  draw  on  the 
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experience  that  our  speakers  have  had  with  other 
state  meetings,  the  Committee  has  designed  a survey 
form  which  will  be  sent  to  all  speakers  following 
the  meeting  asking  them  to  critique  the  meeting  to 
help  us  do  a better  job  next  year. 

This  year,  as  in  the  past,  the  South  Central  Bell 
Telephone  Company  is  sponsoring  the  message  center 
in  the  Technical  Exhibit  Hall.  This  continues  to  be  a 
valuable  service  to  our  Association  membership  and 
we  are  most  appreciative  for  it. 

Your  Chairman  is  thankful  to  those  who  assisted 
in  the  formation  of  this  program,  and  I would  like 
to  give  a special  note  of  appreciation  to  the  Com- 
mittee members,  specialty  group  presidents  and  the 
program  chairmen. 

Any  suggestions  the  membership  might  have  for 
future  programs  will  be  most  welcome. 

R.  Glenn  Greene,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  commends  the  Scientific 
Program  Committee  for  the  program  presented  this 
year.  The  reference  committee  suggests  to  the  Scien- 
tific Program  Committee  that  it  investigate  the 
feasibility  of  having  the  Basic  Life  Support  Program 
and  the  Advanced  Life  Support  Program  as  pre- 
i sented  at  the  recent  AMA  meeting  as  part  of  the 
program  of  next  year’s  KMA  meeting  or  as  part  of 
the  annual  Emergency  Health  Care  Seminar  which 
has  been  held  yearly  by  the  Emergency  Health  Care 
Committee. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Scientific  Exhibits  Committee 

The  Committee  on  Scientific  Exhibits  meets  late 
in  the  Associational  year  in  order  to  review  applica- 
tions for  scientific  exhibit  space  at  the  Annual  Meet- 
ing. As  a result,  it  has  become  customary  for  the 
Committee  to  submit  a final  report  to  the  meeting 
to  make  sure  that  it  will  be  included  with  all  com- 
mittee reports. 

This  year  we  hope  to  have  approximately  15  ex- 
hibits, which  will  be  located  along  the  entrance  to 
the  General  Assembly  Hall  in  the  Bluegrass  Con- 
vention Center.  The  scientific  exhibitors  will  be 
available  to  discuss  their  exhibits  and  will  have 
special  badges  and  ribbons  to  identify  themselves. 

Exhibitors  will  receive  a certificate  for  participating 
in  this  phase  of  continuing  medical  education.  Our 
Committee  feels  that  the  scientific  exhibit  is  a valu- 
able contribution  to  post-graduate  physician  educa- 
tion and  is  hopeful  that  everyone  attending  the 
Annual  Meeting  will  visit  the  exhibits. 

R.  Glenn  Greene,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  commends  the  Scientific 
Exhibits  Committee  for  high  quality  of  the  scientific 
exhibits  and  the  committee  feels  that  these  exhibits 
make  a real  contribution  to  the  meeting. 
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Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Hospital  Committee 

The  KMA  Hospital  Committee  met  on  November 
26,  1973,  with  good  attendance. 

A continuing  review  of  standards  being  developed 
by  the  Kentucky  Certificate  of  Need  and  Licensure 
Board  has  been  carried  out  by  the  Committee  which 
include  ambulatory  and  rehabilitation  services,  day 
care  centers,  family  personal  care  homes  regulations 
and  intermediate  care  regulations. 

The  Committee  also  recommended  and  received 
endorsement  of  KMA  of  a resolution  by  the  Kentucky 
Hospital  Association  indicating  that  standards  cur- 
rently used  by  the  Joint  Commission  on  Accreditation 
of  Hospitals  should  be  used  as  hospital  licensing 
criteria  in  the  Commonwealth  rather  than  instituting 
a new  set  of  standards  which  would  require  new 
inspections  and  additional  work  by  the  Kentucky 
hospitals. 

The  Committee  would  like  to  commend  the  mem- 
bers of  the  “Dry  Run  Teams”  who  throughout  the 
year  make  themselves  available  to  review  hospitals 
anticipating  inspection  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  These  visits  are  accom- 
plished by  a few  members  of  the  Kentucky  Medical 
Association,  KHA  and  the  Kentucky  Medical  Records 
Librarians  Association  for  the  benefit  of  all  and 
their  efforts  are  recognized  and  lauded. 

Hospital  costs  continue  to  rise  and  resolution  B 
passed  by  the  House  of  Delegates  in  1972  was  again 
sent  to  the  hospitals  throughout  the  state  urging  that 
copies  of  a bill  of  a patient  of  each  doctor  on  the 
staff  be  made  available  periodically  to  him  so  that  the 
physician  may  be  aware  of  charges  to  his  patients. 

In  addition,  efforts  are  being  made  to  provide 
factual  information  for  publication  in  the  Journal  of 
the  Kentucky  Medical  Association  on  a regular  basis 
indicating  some  average  costs  for  commonly  used 
items  and  services. 

Improper  utilization  of  the  emergency  room  is  a 
problem  not  only  in  Kentucky  but  nation-wide  and  to 
improve  the  situation  in  Kentucky  the  Committee 
reviewed  a pamphlet  developed  by  the  Hospital 
Council  of  Southern  California  indicating  proper 
procedures  for  emergency  room  use.  Permission  was 
obtained  to  reproduce  this  through  the  efforts  of  the 
Kentucky  Hospital  Association  and  negotiations  are 
now  underway  to  produce  large  numbers  of  these 
pamphlets  so  they  may  be  widely  distributed  through- 
out the  state. 

In  addition,  letters  were  sent  to  insurance  carriers 
asking  them  to  reiterate  the  relationship  between 
hospital-based  physicians  and  coverage  for  emergency 
room  use.  There  is  often  confusion  in  this  area  and 
it  is  imperative,  if  a hospital  change  includes  a 
physician’s  fee,  that  it  be  shown  separately  on  the 
bill  so  the  patient  will  be  made  aware  of  the  services 
he  is  paying  for.  We  feel  this  practice  will  be  useful 
in  helping  the  patient  recognize  that  physician  serv- 
ices in  the  emergency  room  are  often  separate  from 
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hospital  charges  since  many  hospitals  are  now 
changing  from  “house  staff”  coverage  to  coverage 
by  emergency  physicians  on  a fee-for-service  basis. 

An  inquiry  was  received  regarding  possession  and 
ownership  of  hospital  records.  The  Committee 
rendered  an  opinion  which  was  reinforced  by  legal 
counsel  of  the  KMA  and  the  American  Medical 
Association. 

A report  from  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  was  also  reviewed  and  dis- 
tributed to  the  membership  of  the  Hospital  Com- 
mittee. This  is  an  excellent  statement  of  the  basic 
problems  of  the  increasing  use  of  the  emergency  room 
and  suggested  recommendations  for  improving  care 
were  noted.  Of  particular  interest  was  that  Kentucky 
third-party  payors,  hospitals  and  the  Kentucky  Medi- 
cal Association  have  already  accomplished  many  of 
the  suggested  methods  to  help  provide  the  best 
emergency  medical  service  available. 

The  Chairman  would  like  to  thank  the  members 
of  the  Hospital  Committee  for  their  aid  and  assistance 
during  the  year. 

Richard  B.  McElvein,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  reviewed  the  report  of 
the  Hospital  Committee  and  was  pleased  to  see  the 
educational  efforts  of  the  Kentucky  Hospital  Asso- 
ciation to  educate  patients  in  respect  to  more  efficient 
use  of  hospital  emergency  rooms.  The  committee 
also  noted  that  Resolution  B passed  by  the  House  of 
Delegates  in  1972  directing  that  hospitals  send  copies 
of  a patient’s  bill  to  each  doctor  on  the  staff  at 
regular  intervals  to  make  the  physician  more  aware 
of  hospital  costs  has  not  been  implemented  in  the 
majority  of  hospitals.  The  reference  committee  sug- 
gests that  the  Kentucky  Hospital  Association  reiterate 
the  KMA  action  of  1972  through  a letter  to  each  of 
the  hospital  administrators  within  the  next  six  weeks. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Emergency  Medical  Care  Committee 

Your  Emergency  Medical  Care  Committee  has 
just  completed  a very  active  year.  Although  the 
Committee  met  but  once,  we  were  pleased  to  have 
representatives  of  the  Emergency  Health  Services 
Advisory  Committee  to  Comprehensive  Health  Plan- 
ning meet  in  joint  session  with  us.  Your  Chairman 
and  a member  of  staff  also  attended  a meeting  of 
the  Advisory  Committee.  We  feel  this  communication 
between  us  is  important  and  helps  keep  all  groups 
interested  in  emergency  care  aware  of  current  activi- 
ties in  many  areas. 

The  largest  endeavor  of  the  Committee  this  year 
was  to  plan  and  implement  the  4th  Annual  Emer- 
gency Health  Care  Seminar  which  was  held  May  30 
and  31  at  the  Bluegrass  Convention  Center  in 
Louisville.  Registration  approached  350  and  we  were 
pleased  to  have  physicians,  nurses,  emergency  medical 
technicians,  state  health  officials,  and  representatives 
of  police  and  fire  agencies.  We  were  honored  to  have 


Captain  John  Waters,  Director  of  the  Department  of 
Public  Safety,  Jacksonville,  Florida,  and  Teresa  Ro- 
mano, R.N.,  B.S.N.,  of  Chicago,  as  our  featured 
speakers.  The  highlight  of  this  year’s  meeting  was  a 
demonstration  of  a simulated  disaster.  Several  police 
and  fire  agencies,  as  well  as  ambulance  and  rescue 
squads,  participated  in  the  demonstration.  In  addition, 
one  of  the  air  ambulances  from  Ft.  Knox  was  dis- 
played and  part  of  the  crew  members  took  part  in 
the  demonstration.  We  feel  the  demonstration  pro- 
vided those  working  in  emergency  care  with  a highly 
visual  presentation  of  some  of  the  newer  concepts  in 
extrication  and  on-the-scene  emergency  care.  The 
Committee  is  certainly  indebted  to  all  of  those  who 
worked  to  make  it  a success. 

Another  feature  of  the  seminar  was  a half-day 
session  on  cardiopulmonary  resuscitation.  The  Com- 
mittee appreciates  the  continuing  support  of  those 
who  serve  as  faculty  members  for  the  seminar  and 
who  give  freely  of  their  time,  often  traveling  from 
distant  parts  of  the  state,  to  serve  as  speakers.  The 
Committee  enthusiastically  urges  that  next  year’s 
meeting  again  be  held  in  Louisville  in  spring  with 
specific  details  such  as  location  and  format  to  be 
worked  out  by  the  Committee. 

Last  year  we  reported  to  you  that  the  Committee 
was  investigating  the  feasibility  of  asking  that  first 
aid  training  be  taught  in  all  Kentucky  secondary 
schools  as  a requirement  for  graduation.  A sub- 
committee made  up  of  the  members  of  the  Emergency 
Medical  Care  Committee  met  with  school  officials 
and  although  it  appears  that  first  aid  training  as  a 
requirement  is  unfeasible,  we  have  the  assurance  of 
school  authorities  that  every  effort  will  be  made  to 
add  this  to  existing  curriculum  whenever  possible. 

We  were  pleased  to  note  the  ongoing  interest  of 
the  State  Department  of  Highways  in  the  emergency 
hospital  signing  along  the  interstate  highways.  The 
Committee  learned  of  one  or  two  new  signs  put  up 
this  year  and  certainly  feels  it  is  of  benefit  not  only 
to  the  residents  of  Kentucky  but  to  those  visitors  from 
out  of  state  passing  through  as  well. 

In  the  early  part  of  April  of  this  year,  a series  of 
tornados  swept  through  Kentucky  causing  wide- 
spread destruction.  In  keeping  with  the  time-honored 
tradition  of  the  physician,  many  of  our  members 
responded  to  calls  for  help,  taking  care  of  the  injured 
with  little  regard  for  their  own  safety  and  often  after 
learning  that  their  own  homes  had  been  destroyed  or 
badly  damaged.  The  Committee  wishes  to  recognize 
these  members  of  the  profession  and  to  honor  these 
physicians,  the  following  resolution  is  introduced: 
WHEREAS,  the  Commonwealth  of  Kentucky 
was  devasted  in  many  areas  during  the  tornados 
of  April  1 and  April  3,  1974,  and 

WHEREAS,  these  tornados  caused  untold 
property  damage  and  great  human  suffering,  and 
WHEREAS,  immediately  following  these  torna- 
dos physicians  throughout  the  Commonwealth 
rallied  to  provide  hundreds  of  hours  of  medical 
care  to  victims  of  the  disaster  and 

WHEREAS,  these  physicians  have  not,  in  our 
opinion,  been  sufficiently  recognized  for  their  out- 
standing service,  now  therefore  be  it 
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RESOLVED,  that  the  House  of  Delegates  of 
the  Kentucky  Medical  Association,  meeting  in  reg- 
ular session  on  September  25,  1974,  does  hereby 
recognize  the  outstanding  and  unselfish  service  of 
the  physicians  who  participated  in  the  emergency 
medical  care  activities  which  followed  the  April 
tornados,  and  be  it  further 

RESOLVED,  that  this  House  of  Delegates  does 
take  note  of  the  fact  that  these  physicians,  acting 
in  the  highest  traditions  of  the  medical  profession, 
have  brought  honor  to  the  profession  and  have 
provided  outstanding  service  to  all  those  in  need, 
and  be  it  further 

RESOLVED,  that  this  resolution  become  an 
official  part  of  the  proceedings  of  this  meeting  of 
the  House  of  Delegates  so  that  all  citizens  of  this 
Commonwealth  may  be  made  aware  that  the  phy- 
sicians, who  were  so  deeply  involved  in  providing 
such  superior  emergency  medical  care  under  the 
most  adverse  conditions,  have  in  this  manner  been 
recognized  by  their  peers  for  that  service. 

The  members  of  the  Committee  worked  long  and 
hard  this  year  and  I would  like  to  express  my  ap- 
preciation to  them  for  their  time  and  efforts  extended 
in  the  area  of  emergency  health  care. 

E.  Truman  Mays,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  was  pleased  to  see  that 
the  Fourth  Annual  Emergency  Health  Care  Seminar 
held  on  May  30  and  31  at  the  Bluegrass  Convention 
Center  in  Louisville  attracted  nearly  350  registrants. 
This  seminar  is  obviously  a fine  educational  event. 
The  reference  committee  proudly  reviewed  and 
strongly  endorses  the  resolution  lauding  the  physicians 
who  participated  in  the  care  of  injured  patients  during 
the  tornadoes  in  the  early  part  of  April  of  this  year. 
Physicians  and  medical  students  responded  in  large 
numbers  and  in  many  cases  without  being  called. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Cancer  Committee 

The  KMA  Cancer  Committee  has  had  three  meet- 
ings and  has  evinced  great  interest  in  cervical  cancer 
screening,  in  breast  cancer  screening,  in  the  relation- 
ship of  vinyl  chloride  to  cancer  of  the  liver,  the 
development  of  cancer  centers  at  the  University  of 
Louisville  Medical  School  and  the  University  of 
Kentucky  Medical  School. 

It  has  determined  that  in  the  state  of  Kentucky 
the  laboratories  in  1973  have  performed  417,525 
Pap  smears  in  a population  of  1,073,664  women, 
20  years  and  older.  This  means  that  38.89%  of  all 
women  over  the  age  of  20  in  this  state  have  been 
screened  with  the  Pap  smear  during  that  year.  In  the 
city  of  Louisville,  149,514  of  239,653  or  62.4%  have 
had  screening  during  the  particular  year  of  1973. 
This  data  was  provided  by  Doctor  William  M. 
Christopherson  with  the  100%  cooperation  of  the 
Kentucky  Society  of  Pathologists.  It  was  determined 
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that  the  cost  of  performing  a Pap  smear  by  the 
Public  Health  nurse  was  $7.71  per  test,  which  in- 
cludes the  special  rate  of  $3.00  for  interpretation  by 
the  pathologist  of  the  state. 

The  Department  for  Human  Resources,  Bureau 
for  Health  Services,  in  its  cervical  cancer  screening 
program,  made  a total  number  of  54,238  tests  of 
women  during  the  year  1973.  These  cases  were  from 
outside  of  Jefferson  County.  Thirteen  percent  of 
938,100  women  outside  of  Jefferson  County  received 
Pap  smears  through  the  cervical  cancer  screening 
program  of  the  state. 

Your  Committee  recommends  the  following  to  you 
at  this  time: 

1.  That  the  program  of  the  Bureau  for  Health 
Services  to  obtain  increased  Pap  smear  screening  in 
Kentucky  be  endorsed. 

2.  That  the  Public  Health  nurse  in  each  county  be 
encouraged  to  obtain  a Pap  smear  on  anyone  who 
presents  herself  and  that  the  report  be  sent  to  her 
physician  for  followup  and  disposition. 

3.  That  the  one  or  two  proposed  mobile  units 
staffed  by  nurses  from  the  Bureau  for  Health  Services 
be  encouraged  to  travel  over  the  state  for  the  purpose 
of  obtaining  Pap  smears,  in  addition  to  those  per- 
formed in  the  County  Health  Office  by  the  nurse. 

4.  That  particular  effort  be  devoted  to  obtaining 
smears  on  women  over  45  years  of  age,  since  the 
larger  number  of  cancers  of  the  cervix  are  appearing 
in  the  older  women. 

5.  That  this  program  be  called  a Pap  Smear  Clinic 
and  not  a general  Cancer  Clinic,  in  order  to  avoid 
misunderstanding. 

6.  That  a training  program  for  Public  Health 
nurses’  instruction  in  breast  examination  for  the  dis- 
covery of  early  tumors  be  encouraged,  and  that  later 
this  be  added  to  the  Pap  smear  clinical  activities. 

7.  That  a hospital  program  as  practiced  at  the 
Kentucky  Baptist  Hospital  in  Louisville,  in  which 
trained  personnel  offer  to  teach  all  female  patients 
self  breast  examination  on  the  request  of  their  phy- 
sicians, be  recommended  to  all  hospitals  in  the  state. 

8.  That  each  physician  admitting  patients  to 
hospitals  be  encouraged  to  have  his  patient  have  a 
Pap  smear  performed  as  a part  of  the  admission 
procedure  when  indicated. 

9.  At  the  Annual  Meeting  of  the  Kentucky  Medical 
Association,  one  day  or  part  of  a day  be  set  aside 
for  papers  on  cancer. 

10.  That  the  Kentucky  Hospital  Association  be 
invited  to  name  a member  to  this  Committee. 

11.  That  all  ex-officio  members  of  this  Com- 
mittee be  named  members  of  the  Committee. 

The  KMA  Cancer  Committee  requests  that  the 
KMA  endorse  these  objectives  and  will  approach 
such  specialty  organizations  particularly  involved  also 
for  endorsement.  These  include  the  Kentucky  Acad- 
emy of  General  Practice,  the  Kentucky  Obstetrical 
and  Gynecological  Society,  the  Kentucky  Society  of 
Pathologists,  and  others. 

It  is  requested  that  this  be  published  in  the 
Journal  of  the  KMA. 

Larnan  A.  Gray,  M.D.,  Chairman 
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Recommendations,  Reference  Committee  No.  2 

The  reference  committee  reviewed  the  report  of 
the  Cancer  Committee  and  accepted  this  report  for 
information  purposes.  The  reference  committee  felt 
strongly  that  the  proposed  mobile  units  for  obtaining 
Pap  smears  operate  at  the  invitation  of  and  in  con- 
junction with  the  county  medical  society. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

At  this  point,  the  Chairman  of  the  Board  of 
Trustees,  Ballard  W.  Cassady,  M.D.,  was  recognized, 
who  read  the  recommendation  of  the  Board  of 
Trustees  as  follows:  "The  KMA  Board  of  Trustees 
recommends  the  Report  of  the  Cancer  Committee 
not  be  accepted.”  A motion  was  then  entertained 
from  the  floor  that  the  House  accept  the  recommen- 
dation of  the  Board  of  Trustees  in  not  accepting  the 
Report  of  the  Cancer  Committee. 

(The  motion  was  seconded  and  carried.) 

Report  of  the  Interspecialty  Council 

(With  the  Exception  of  the  Last  Two  Paragraphs) 

The  Interspecialty  Council  held  two  meetings  this 
year  and  major  discussion  focused  on  the  concept  of 
mandatory  continuing  medical  education.  Last  year, 
the  KMA-KFMC  Committee  on  Continuing  Medical 
Education  made  the  recommendation  that  KMA 
adopt  a policy  of  requiring  continuing  medical  ed- 
ucation. There  was  a good  deal  of  discussion  as  to 
what  the  requirements  of  such  a program  would  be 
and  whether  or  not  it  should  be  tied  to  continued 
membership  in  KMA  or  to  a periodic  license  re- 
registration. The  Board  of  the  Kentucky  Foundation 
for  Medical  Care  asked  the  Interspecialty  Council  to 
consider  this  question.  As  a result  the  council  mem- 
bers agreed  to  go  back  to  their  respective  specialty 
societies  and  get  their  reaction  as  to  whether  they 
felt  a continuing  education  plan  in  Kentucky  should 
be  voluntary,  tied  to  KMA  membership,  or  to  license 
re-registration. 

At  our  meeting  on  June  4,  12  specialty  groups 
were  represented  with  10  favoring  a voluntary  con- 
cept, one  favoring  a tie-in  with  KMA  membership 
and  the  other  re-registration  of  license.  It  is  in- 
teresting to  note,  that  most  of  the  specialty  groups 
favoring  voluntary  continuing  education  in  Kentucky 
did  so  because  national  programs  for  continuing 
medical  education  have  been  developed  or  are  in 
planning  stages  as  a requirement  for  retention  of 
specialty  certification. 

It  should  be  noted  however,  that  national  certifica- 
tion programs  do  not  have  any  effect  on  state  li- 
censure laws;  the  council  members  were  in  agreement 
that  for  a continuing  medical  education  program  to 
be  truly  meaningful,  there  must  be  some  tie-in  with 
licensure,  such  as  proof  of  attaining  a certain  number 
of  continuing  education  hours  or  credits, for  license 
re-registration. 

The  council  was  in  agreement  that  the  concern 
was  not  with  the  certified  specialist  who  must  main- 
tain a certain  level  of  competency  to  retain  his 
certification  but  with  the  physician  practicing  in  a 


specialty  area  who  is  not  certified  and  who  makes  no 
effort  to  keep  abreast  of  changes  in  his  field. 

Although  the  concept  of  mandatory  continuing 
medical  education  is  distasteful  to  most  physicians, 
it  is  apparent  that  public  demand  for  a program  of 
this  nature  is  getting  considerable  attention  from 
government  sources  and  it  would  probably  behoove 
us  to  take  the  lead  in  determining  our  educational 
needs  rather  than  having  them  developed  for  us. 

James  B.  Holloway,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  reviewed  the  report  of 
the  Interspecialty  Council;  all  except  the  last  two 
paragraphs  on  page  37.2,  and  noted  the  fact  that  the 
Council  felt  that  although  the  concept  of  mandatory 
continuing  medical  education  is  distasteful  to  many 
physicians,  it  would  probably  behoove  us  to  take 
the  lead  in  determining  our  educational  needs  rather 
than  having  them  developed  for  us. 

Mr.  Speaker,  I move  the  acceptance  of  this  report 
for  informational  purposes. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Kentucky 
Foundation  for  Medical  Care 

KFMC  Continuing  Medical  Education  Committee 
KMA  Medical  Education  Committee 
Only 

Two  meetings  of  the  whole  Committee  were  con- 
ducted this  year,  the  major  content  of  both  being  the 
continuing  medical  education  program  proposed  in 
the  Committee’s  final  report  to  the  1973  House  of 
Delegates.  From  the  last  session  of  the  House  of 
Delegates,  the  Committee  identified  its  responsibility 
with  regard  to  the  continuing  medical  education 
program  as:  1)  studying  implementation  possibilities, 
and  2)  developing  adequate  educational  requirements 
by  medical  specialty. 

With  regard  to  specialty  education  requirements, 
the  Committee  felt  that  an  effective  manner  of  de- 
termining the  feelings  of  the  various  specialty  so- 
cieties with  regard  to  continuing  education  would  be 
through  the  KMA  Interspecialty  Council.  Members 
of  our  Committee  attended  a meeting  of  the  Inter- 
specialty Council  where  a request  was  posed  to  Coun- 
cil members  that  the  suggested  educational  require- 
ments by  specialty  as  submitted  in  the  Committee’s 
1973  final  report  be  presented  to  the  respective 
specialty  societies  for  their  review,  modification,  or 
approval. 

From  a subsequent  meeting  of  the  Council,  it 
appeared  that  a concensus  of  opinion  concerning 
requirements  by  specialty  was  that  continuing  medical 
education  should  be  a voluntary  function  of  the 
individual  specialty  society.  However,  Committee 
members  agreed  that  our  responsibility  to  establish 
a system  of  accreditation  for  educational  centers  was 
not  diminished. 

To  this  end,  a three-man  coordinating  group  has 
been  appointed  to  perform  implementation  planning. 
By  relying  on  advice  and  guidance  from  the  American 
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Medical  Association  and  earlier  research  by  the  Com- 
mittee, this  group  will  develop  a statement  of  es- 
sentials of  continuing  education,  devise  a written 
plan  for  the  program,  create  a form  for  use  by 
“applicant  centers”  that  states  program  requirements, 
and  develop  a survey  report  form  to  determine  ap- 
plicant center  eligibility  for  accreditation.  At  this 
point,  the  program  will  be  publicized  and  potential 
applicants  will  be  notified.  AMA  accreditation  for 
the  overall  program  can  then  be  sought. 

With  the  cooperation  of  the  deans  of  the  university 
medical  schools,  the  Committee  was  privileged  this 
year  again  in  selecting  recipients  for  the  KMA  Fac- 
ulty Scientific  Achievement  Award,  and  we  would 
like  to  take  this  opportunity  to  express  our  apprecia- 
tion for  the  efforts  of  the  deans  and  their  help  in 
this  regard.  It  is  worthwhile  to  note  that  many  of 
the  members  of  the  faculties  of  both  of  our  fine 
medical  schools  are  deserving  of  this  recognition  and 
the  Committee  is  pleased  to  be  a part  of  this  process. 

Another  endeavor  of  the  Committee  this  year  is  to 
begin  planning  for  the  upcoming  biennial  KMA 
Medical  Education  Conference  to  be  held  during  the 
first  part  of  1975.  From  all  reports,  the  last  con- 
ference seemed  to  provide  a very  beneficial  exchange 
of  ideas  and  the  Committee  feels  that  the  education 
conference  is  a worthwhile  activity. 

At  the  present  time,  the  Committee  has  undertaken 
a feasibility  study  to  determine  effective  methods  of 
communicating  with  the  membership  on  medical  ed- 
ucation activities.  It  is  our  opinion  that  a number  of 
items  of  pertinent  concern  in  the  area  of  medical 
education  often  arise  in  such  fields  as  legislation, 
under  and  postgraduate  training  programs,  and 
licensure  regulations,  that  should  be  routinely  pub- 
licized as  a function  of  the  Committee. 

I would  like  to  take  this  opportunity  to  thank 
each  of  the  members  of  the  Committee  for  their 
service  and  cooperation  and  the  devotion  of  their 
expertise  and  knowledge  to  the  activities  of  the  Com- 
mittee. 

Glenn  W.  Bryant,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  reviewed  the  report  of 
the  Kentucky  Foundation  for  Medical  Care;  only 
KFMC  4 dealing  with  the  KFMC  Continuing  Medical 
Education  Committee  and  KMA  Medical  Education 
Committee.  The  reference  committee  wishes  to  con- 
gratulate this  joint  committee  for  its  efforts  in  making 
continuing  medical  education  easier  to  obtain  and 
for  increasing  the  quality  of  the  continuing  education. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  KMA-KNA 
Joint  Practice  Committee 

Paragraphs  Relating  to  Continuing  Education 
Only 

A considerable  discussion  was  held  on  continuing 
professional  education  and  it  is  our  firm  belief  that 
much  can  be  done  within  both  professions  in  the 
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way  of  joint  continuing  medical  education  meetings. 
We  learned  that  KNA  is  now  organizing  continuing 
education  committees  all  over  the  state  whose  pri- 
mary funcion  is  to  define  available  or  needed  educa- 
tional resources.  The  Committees  are  developing 
critria  for  continuing  education  programs  and  in- 
dividuals participating  in  them  receive  recognition. 
There  are  some  950  nurses  now  participating. 

It  was  generally  agreed  that  the  combined  phy- 
sician-nurse continuing  education  program  concept  is 
good  and  should  be  continued  and  the  Committee 
went  on  record  of  supporting  continuing  inter- 
disciplinary health  education  programs. 

The  concept  of  an  internship  for  nursing  was  also 
discussed  and  there  was  some  concern  expressed  over 
the  clinical  ability  of  today’s  nurse  upon  graduation. 
As  a result,  the  Committee  recommends  a strength- 
ening of  clinical  experience  in  associate  degree  pro- 
grams by  all  Kentucky  schools  currently  offering 
nurse  training  programs  and  that  these  schools  be 
made  aware  of  the  committee’s  concern  in  this  matter. 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  reviewed  the  report  of 
the  KMA-KNA  Joint  Practice  Committee;  the  last 
paragraph  on  page  38.2  through  the  second  paragraph 
on  page  38.3  only,  which  deals  with  continuing  edu- 
cation. The  reference  committee  congratulates  the 
Kentucky  Nurses  Association  for  its  efforts  in  con- 
tinuing medical  education  and  encourages  the 
members  of  KMA  to  actively  participate  and  aid  in 
these  educational  activities. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  A 

KMA  Medical  Education  Committee 

WHEREAS,  one  of  the  sincere  desires  of  the 
conscientious  physician,  for  himself,  his  patients,  and 
his  colleagues,  is  to  maintain  the  practice  of  medicine 
at  a high  level  of  performance  based  on  current 
knowledge,  and 

WHEREAS,  a national  trend  increasingly  calls 
physicians  to  be  publicly  accountable  for  their  efforts 
in  continuing  medical  education,  and 

WHEREAS,  a systematic  program  for  organizing 
and  stimulating  physician  participation  in  continuing 
education  could  accomplish  acceptable  exposure  to  or 
participation  in  continuing  medical  education  by  all 
physicians,  and 

WHEREAS,  Public  Law  92-603  established  both  a 
national  and  a Kentucky  requirement  for  a PSRO, 
with  a concurrent  systematic  educational  mechanism 
for  developing  a response  to  PSRO  identified  edu- 
cational needs  of  physicians,  and 

WHEREAS,  a number  of  specialty  organizations 
have  either  established  or  are  in  the  process  of 
establishing  educational  requirements  viewed  as  min- 
imally essential  and  proper  to  the  continued  practice 
of  the  physician  in  the  respective  specialty  field, 
therefore  be  it 

RESOLVED,  that  the  KMA  endorse  and  hereby 
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call  upon  its  staff  to  administratively  establish  a 
system  for  insuring  the  systematic  participation  of  all 
physicians  in  continuing  education  based  on  the  fol- 
lowing components: 

A.  A continuing  educational  requirement  in  some 
detail,  and  by  specialty,  as  described  in  the 
document:  KM  A Continuing  Education  Pro- 
gram for  Physicians. 

B.  A proviso  that  the  plan  as  herein  adopted  by 

the  KMA  may  be  modified  from  time  to  time, 
specialty  by  specialty,  as  recommended  by 
respective  specialty  societies  and  approved  by 
the  KMA  Board  of  Trustees. 

C.  A system  for  the  collection  of  records  and 

data,  pertinent  to  establishing  the  compliance 
of  physicians  with  those  educational  standards, 
which  is  open  to  all  physicians  licensed  in 
Kentucky,  whether  KMA  members  or  not. 

D.  Every  physician  to  be  allotted  a period  of 
three  years  from  July  1,  1975,  to  furnish 
evidence  of  his  compliance  with  the  continuing 
education  requirements  of  his  specialty  as 
spelled  out  in  A.  above,  and  provided  that 
continued  compliance  after  the  initial  three 
years  will  be  based  on  the  same  standards  for 
subsequent  three  year  periods — or  less,  as  in- 
dicated in  the  KMA  plan. 

and  be  it  further 

RESOLVED,  that  the  Kentucky  Board  of  Medical 
Licensure  be  requested  to  require  (by  regulation) 
satisfactory  participation  in  continuing  education  for 
re-registration  of  the  license  to  practice  medicine. 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  considered  Resolution  A 
in  great  detail.  The  reference  committee  would  like 
to  thank  the  KMA  Medical  Education  Committee 
for  the  large  amount  of  time  and  work  that  it  has 
spent  on  the  problem  over  the  last  several  years.  A 
prolonged  and  enlightening  discussion  was  forth- 
coming from  the  floor.  The  pros  and  cons  of  this 
resolution  were  well  ventilated.  The  reference  com- 
mittee wishes  to  make  it  clear  that  this  resolution 
requires  a satisfactory  participation  in  continuing 
education  for  re-registration  of  the  license  to  practice 
medicine  and  is  not  to  be  construed  as  endorsing  an 
examination  of  any  type  for  re-registration  of  license. 
The  reference  committee  recommends  adoption  and 
implementation  of  Resolution  A. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(The  motion  was  seconded  and  carried.) 

Resolution  K 

Adair  County  Medical  Society 

WHEREAS,  almost  one-fifth  of  all  physicians  in 
the  United  States  today  are  foreign  medical  grad- 
uates; and 

WHEREAS,  there  has  been  a high  increase  in  the 
number  of  foreign  medical  graduates  in  recent  years 
in  Kentucky,  many  of  whom  are  highly  qualified, 
competent  physicians;  but 

WHEREAS,  some  foreign  medical  graduates  lack 
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the  education,  competency,  and  language  skills  to 
deliver  a high  quality  of  medical  care;  and 

WHEREAS,  we  must  be  concerned  foremost  with 
the  assurance  of  the  quality  of  health  care  delivered 
to  our  citizenry;  therefore  be  it 

RESOLVED,  that  the  KMA  urge  the  Kentucky 
State  Board  of  Medical  Licensure  to  amend  Section 
M and  0-2-1  relating  to  foreign  medical  graduates 
in  KRS  Chapter  331  to  state  in  Paragraph  #3, 
“that  the  graduates  of  medical  or  osteopathic 
schools  situated  outside  the  United  States  or 
Canada  shall  have  successfully  completed  at 
least  three  years  training  in  the  United  States 
(in  an  AMA  approved  hospital  program)”, 
and  be  it  further 

RESOLVED,  that  the  KSBML  adopt  a time 
limit/maximum  number  of  times  an  applicant  can 
take  the  state  licensure  exam  after  which  the  physician 
must  complete  further  training  before  qualifying  to 
retake  the  exam. 

Recommendations,  Reference  Committee  No.  2 

Resolution  K,  introduced  by  the  Adair  County 
Medical  Society,  was  considered  by  the  reference 
committee,  and  in  the  discussion,  the  delegate  from 
Adair  County  recommended  this  resolution  be  with- 
drawn. The  Reference  Committee  is  unable  to  allow 
the  withdrawal  of  this  resolution,  but  feels  it  should 
not  be  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  L 

Adair  County  Medical  Society 

WHEREAS,  there  are  many  areas  of  Kentucky  in 
need  of  physicians  and  health  care  services;  and 
WHEREAS,  most  of  these  underserved  areas  are 
outside  the  Jefferson  County-Fayette  County,  medi- 
cal school,  metropolitan  areas;  and 

WHEREAS,  both  Kentucky  Medical  Schools  have 
an  obligation  to  meet  and  supply  the  health  care 
needs  of  the  people  of  Kentucky;  and 

WHEREAS,  recent  statistics  indicate  that  medical 
students  from  underserved  areas  (mostly  rural)  return 
as  physicians  to  underserved  areas  in  significantly 
greater  percentages  than  do  students  from  urban 
areas;  and 

WHEREAS,  many  underserved,  rural  communities 
are  currently  attempting  to  attract  physicians;  and 
WHEREAS,  it  is  a well  known  fact  that  there 
are  qualified  medical  school  applicants  from  under- 
served areas  who  are  not  always  accepted  to  one  of 
our  two  medical  schools;  and 

WHEREAS,  90%  of  the  nation’s  health  manpower 
deficits  are  to  be  found  in  the  areas  of  primary  health 
care,  while  90%  or  more  of  our  medical  schools’ 
graduates  continue  to  enter  the  two  levels  of  advanced 
and  intermediate  specialty  care;  and 

WHEREAS,  the  American  Medical  Association  is 
on  record  urging  that  50%  of  all  physicians  should 
be  in  the  practice  of  primary  care  specialties  (Family 
Practice,  Internal  Medicine,  OB-GYN,  and  Pediat- 
rics), therefore  be  it 
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RESOLVED,  that  1)  admissions  incentives  and 
priorities  be  given  to  qualified  students  from  under- 
served, rural  areas  needing  physicians  and  to  students 
who  relate  a genuine  desire  to  practice  in  rural, 
underserved  areas;  2)  that  every  medical  student  in 
Kentucky  be  given  an  exposure  to  the  practice  of 
medicine  in  an  area  needing  physicians  in  a pre- 
| ceptorship  sometime  during  the  clinical  years  of  his 
i undergraduate  medical  education;  3)  that  the  KMA 
work  with  the  Kentucky  General  Assembly  and  with 
our  two  medical  schools  in  implementing  this  policy; 

. and  that  the  KMA  President  report  to  the  1975 
KMA  convention,  of  efforts  in  this  area;  and  be  it 
further 

RESOLVED,  that  the  KMA  commend  the  Rural 
Kentucky  Medical  Scholarship  Fund  and  the  Ken- 
| tucky  MECO  Programs  for  their  efforts  to  encourage 
: and  assist  Kentucky’s  medical  students  to  establish 
practices  in  underserved,  rural  areas  of  Kentucky. 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  reviewed  Resolution  L. 
The  reference  committee  is  in  sympathy  with  the 
need  to  encourage  physicians  to  practice  in  rural 
areas  and  other  areas  which  are  medically  under- 
served. However,  the  reference  committee  felt  that 
Resolution  L would  not  significantly  aid  in  the 
1 attainment  of  that  objective.  The  reference  committee 
also  felt  that  parts  of  this  resolution  were  discrimina- 
tory particularly  in  reference  to  the  selection  of 
applicants  to  medical  schools.  The  reference  com- 
mittee recommends  that  Resolution  L not  be 
accepted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  M 

Adair  County  Medical  Society 

WHEREAS,  the  National  Board  of  Medical  Ex- 
aminers (NBME)  has  received  from  its  Committee 
on  Goals  and  Priorities  recommendations  that: 

1.  Parts  I and  II  and  Portions  of  Part  III  of  the 
present  National  Board  examinations  should  be  com- 
bined, forming  a single  examination  (Qualifying  A), 
to  be  given  at  the  end  of  medical  school,  which 
would  qualify  a graduate  for  a “permit  to  practice  in  a 
supervised  setting.” 

2.  “.  . . the  NBME  should  develop  examinations 
(Qualifying  B)  to  be  given  at  the  completion  of 
formal  graduate  education  to  evaluate  performance 
. . . (and)  qualify  a candidate  for  specialty  board 
certification  . . . (and  an)  unrestricted  license  for  in- 
dependent practice”;  and 

WHEREAS,  this  would  require  a physician  to  com- 
plete training  in  a medical  specialty  before  he  could 
be  allowed  to  independently  practice  medicine  in  any 
way; and 

WHEREAS,  many  young  physicians  today  wish  to 
practice  general  medicine  a time,  particularly  in 
physician  deficient  areas,  prior  to  entering  postgradu- 
ate training;  and 

WHEREAS,  many  physicians  derive  considerable 
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financial  and  educational  benefit  during  their  years  of 
postgraduate  training  from  practicing  medicine  out- 
side of  the  supervised  institutional  setting  (i.e.  moon- 
lighting); and 

WHEREAS,  implementation  of  these  recommen- 
dations would  further  the  transformation  of  medical 
education  into  an  inflexible  continuum  unresponsive 
to  the  needs  and  desires  of  individual  physicians-in- 
training;  and 

WHEREAS,  centralization  of  specialty  board  ex- 
amination to  a single  organization  might  increase  the 
possibility  of  unwarranted  third  party  influence;  now 
therefore  be  it 

RESOLVED,  that  the  KMA  expresses  its  disagree- 
ment and  disapproval  of  the  recommendations  of  the 
Committee  on  Goals  and  Priorities  of  the  NBME  re- 
garding “Evaluation  of  the  Undergraduate/Graduate 
Interface"  and  “Evaluation  of  the  Graduate/Practice 
Interface"  as  stated  in  their  report,  “Evaluation  in  the 
Continuum  of  Medical  Education”;  and  be  it  further 

RESOLVED,  that  the  President  of  KMA  inform 
the  NBME  and  the  dean  of  clinical  affairs  of  our  two 
medical  schools,  by  letter,  of  the  Association’s  dis- 
agreement and  disapproval. 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  reviewed  Resolution  M. 
In  view  of  the  fact  that  the  Committee  on  Goals  and 
Priorities  of  the  National  Board  of  Medical  Examin- 
ers is  still  considering  this  problem,  the  reference 
committee  recommends  that  Resolution  M be  ac- 
cepted for  informational  purposes  only. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  N 

Adair  County  Medical  Society 

WHEREAS,  there  are  presently  two  different 
routes  to  becoming  licensed  to  practice  medicine  in 
Kentucky,  namely, 

1.  The  National  Board  Route 

2.  The  State  Board  (FLEX)  Route;  and 

WHEREAS,  the  National  Board  Route,  consisting 

of  three  parts,  is  given  sequentially  as  the  student 
completes  progressive  phases  of  education.  The  FLEX 
Route  is  given  only  once  during,  or  at  the  completing 
of  the  first  year  of  postgraduate  medical  training;  and 

WHEREAS,  all  medical  students  at  the  University 
of  Kentucky  School  of  Medicine  are  required  to  suc- 
cessfully complete  Part  I of  the  National  Boards  in 
order  to  enter  their  third  year  of  medical  school;  and, 
the  vast  majority  of  University  of  Louisville  medical 
students  elect  to  pursue  this  same  route;  and 

WHEREAS,  the  total  cost  of  becoming  licensed  to 
practice  medicine  in  Kentucky  is  $225  ($100  testing 
fee  plus  $125  endorsement  fee),  by  the  National 
Board  Route,  as  opposed  to  $125  by  the  State 
Board  ( FLEX ) Route,  therefore  be  it 

RESOLVED,  that  1 ) the  KMA  commend  the 
KSBML  for  its  recent  willingness  to  consider  reduc- 
ing its  endorsement  fee  for  accepting  National  Board 
scores  for  medical  licensure  of  physicians,  2)  that  the 
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KMA  express  to  the  KSBML  its  endorsement  of  a 
reduction  of  the  cost  of  becoming  licensed  to  practice 
medicine  via  the  National  Board  Route;  and  be  it 
further 

RESOLVED,  that  the  President  of  the  KMA  in- 
form the  KSBML  of  this  statement  of  policy,  that 
the  KMA  work  toward  reducing  this  inequitable  fee, 
and  that  the  President  report  back  to  the  1975  KMA 
convention  concerning  action  taken  on  this  resolution. 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  reviewed  Resolution  N. 
In  view  of  the  incompleteness  and  ambiguities  of  the 
resolution,  the  reference  committee  recommends  a 
substitute  resolution,  to  wit: 

WHEREAS,  there  are  presently  three  different 
routes  to  becoming  licensed  to  practice  medicine  in 
Kentucky  (1)  the  national  board  route,  (2)  the 
state  board  (FLEX)  route,  (3)  through  reciprocity 
with  another  state,  and 

WHEREAS,  the  national  board  route,  consisting 
of  three  parts,  is  given  sequentially  as  the  student 
completes  progressive  phases  of  education,  the 
FLEX  route  is  given  only  once  during  or  at  the 
completion  of  the  first  year  of  postgraduate  medical 
education  training;  and 

WHEREAS,  all  medical  students  at  the  Uni- 
versity of  Kentucky  are  required  to  successfully 
complete  Part  One  of  the  national  board  in  order  to 
enter  their  third  year  of  medical  school  and  the 
vast  majority  of  the  University  of  Louisville  medi- 
cal students  elected  to  pursue  this  same  route;  and 
WHEREAS,  the  total  cost  of  becoming  licensed 
to  practice  medicine  in  Kentucky  is  $225  ($100 
testing  fee  plus  $125  endorsement  fee)  by  the  na- 
tional board  route  as  opposed  to  $125  by  the  state 
board  (FLEX)  route;  therefore  be  it 

RESOLVED,  that  (1)  the  KMA  commend  the 
KSBML  for  its  recent  willingness  to  consider  re- 
ducing its  endorsement  fee  for  accepting  national 
board  scores  for  medical  licensure  of  physicians, 
and  (2)  that  the  KMA  express  to  KSBML  its  en- 
dorsement of  reduction  of  the  cost  of  becoming 
licensed  to  practice  medicine  via  the  national  board 
route;  and  be  it  further 

RESOLVED,  that  the  President  of  the  KMA  in- 
form the  KSBML  of  this  position  and  that  the 
KMA  work  toward  removing  these  inequities  in 
medical  licensure  fees,  particularly  as  these  in- 
equities apply  to  Kentucky  born  or  Kentucky 
trained  physicians. 

Mr.  Speaker,  1 move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  T 

Pennyrile  Medical  Society,  Inc. 

WHEREAS,  many  state  medical  societies  and  in- 
stitutions of  higher  medical  education  are  being  ap- 
proved by  the  American  Medical  Association  to 
award  Continuing  Medical  Education  credits  in  Cate- 
gory I,  and 

WHEREAS,  the  recommendation  has  been  made  in 


the  past  that  the  Kentucky  Medical  Association  be- 
come such  an  accredited  agent,  now  therefore  be  it 

RESOLVED,  the  1974  House  of  Delegates  request 
the  Board  of  Trustees  and  executive  personnel  of  the 
Kentucky  Medical  Association  to  implement  the 
necessary  applications  to  become  an  accrediting  agen- 
cy of  Continuing  Medical  Education  credits  and 
courses  as  outlined  by  the  American  Medical  As- 
sociation. 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  considered  Resolution  T, 
and  it  was  brought  to  the  attention  of  the  reference 
committee  that  the  applications  have  already  been 
submitted  for  the  KMA  to  become  an  accrediting 
agency  of  continuing  medical  education  as  outlined 
by  the  American  Medical  Association.  In  view  of  the 
fact  that  this  resolution  has  already  been  imple- 
mented, the  reference  committee  recommends  that 
this  resolution  be  accepted  for  informational  purposes 
only. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  Report  of 
Reference  Committee  No.  2 as  a whole,  with  the 
exception  of  that  portion  of  the  report  dealing  with 
the  Report  of  the  Cancer  Committee. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I would  like  to  thank  the  members  of 
this  reference  committee  for  their  help  in  considera- 
tion of  the  matters  brought  before  this  committee  and 
Mrs.  Smith  for  her  help  in  preparing  the  report. 

REFERENCE  COMMITTEE  NO.  2 
Richard  F.  Hench,  M.D.,  Lexington,  Chairman 
Henry  R.  Bell,  M.D.,  Elkton 
Arthur  H.  Keeney,  M.D.,  Loyisville 
Nelson  B.  Rue,  M.D.,  Bowling  Green 
Don  R.  Stephens,  M.D.,  Cynthiana 

REFERENCE  COMMITTEE  NO.  3 

Raymond  D.  Wells,  M.D.,  Inez,  Chairman 

Reference  Committee  No.  3 considered  the 
following  reports  and  resolutions: 

21.  Report  of  the  Committee  on  Occupational 
Health 

22.  Report  of  the  Maternal  Mortality  Study  Com- 
mittee 

27.  Report  of  the  Committee  on  Legislative  Ac- 
tivities 

29.  Report  of  the  Committee  on  Environmental 
Quality 

30.  Report  of  the  KMA  Liaison  on  Cults  to  the 
AMA 

1.  Report  of  the  President;  the  following  topics 
only 

Topic  VI  (National  Health  Insurance) — pages 
1.6  and  1.7 

Topic  X (Legislative  Activities) — pages  1.10  and 
1.11 

Topic  XII  (KEMPAC)— page  1.12  only 
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137.  Report  of  the  Interspecialty  Council;  the  last 
two  paragraphs  of  this  report  on  page  37.2  only 
Resolution  0 — Preservation  of  the  System  of 
Private  Medical  Practice  (Fayette  County 
Medical  Society) 

Resolution  U — A Non-discovery  Statute  in 
Kentucky  (Jefferson  County  Medical  Society) 

Report  of  the 

Committee  on  Occupational  Health 

The  Committee  on  Occupational  Health  met  only 
once  during  the  Associational  year  of  1973-74.  The 
Committee  has  conducted  a survey  of  all  physicians 
throughout  the  state  to  determine  if  they  would  be  in- 
terested in  a one-day  seminar  sponsored  by  KMA  to 
discuss  problems  of  occupational  medicine.  We  are 
hopeful  that  in  the  late  Fall  of  1974,  or  early  in 
1975,  such  a seminar  may  be  presented  and  additional 
work  can  be  done  to  possibly  bring  about  more  ac- 
tivity of  the  Association  in  this  very  important  part  of 
medicine. 

As  most  of  you  may  know,  the  obvious  reason  for 
the  Committee’s  lack  of  activity  in  the  latter  part  of 
the  Associational  year  was  due  to  the  untimely  death 
of  our  Chairman,  Charles  E.  Hornaday,  M.D.,  of 
Owensboro.  It  is  the  wish  of  the  Committee  that  the 
following  resolution  be  adopted  as  part  of  our  final 
report  for  this  Associational  year.  The  resolution  is  as 
follows: 

WHEREAS,  Charles  E.  Hornaday,  M.D., 
Owensboro,  was  taken  from  this  life  on  Decem- 
ber 14,  1973,  and 

WHEREAS,  Doctor  Hornaday  had  served  his 
profession,  his  community,  and  his  Association 
with  a high  degree  of  determination,  diligence, 
and  dedication;  now,  therefore,  be  it 

RESOLVED,  that  the  House  of  Delegates  of 
the  Kentucky  Medical  Association  on  September 
25,  1974,  does  hereby  recognize  the  outstanding 
efforts,  the  hard  work,  and  the  continuing  dedi- 
cation to  the  highest  ideals  of  the  profession 
which  were  constantly  exhibited  by  Doctor 
Hornaday,  and  be  it  further 

RESOLVED,  that  the  House  of  Delegates  in 
its  deliberations  does  include  this  resolution  as  a 
formal  portion  of  the  final  report  of  the  Com- 
mittee on  Occupational  Health  so  that  those  who 
may  look  upon  the  records  of  this  Association  in 
years  to  come  will  know  of  our  desire  to  honor 
the  memory  of  this  fine  fellow  physician. 

John  E.  Trevey,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Committee  on  Occupational 
Health  was  reviewed  by  the  committee.  Mr.  Speaker, 
I move  the  adoption  of  this  section  of  the  report. 
(Motion  was  seconded  and  carried.) 

Report  of  the  Maternal 
Mortality  Study  Committee 

The  Kentucky  Medical  Association  Maternal  Mor- 
tality Study  Committee  has  met  twice  during  the  last 
Associational  year.  On  September  19,  1973,  18  cases 
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involving  death  associated  with  pregnancy  were  re- 
viewed. On  June  1,  1974,  in  conjunction  with  the 
Annual  Meeting  of  the  Kentucky  Obstetrical  and 
Gynecological  Society,  three  maternal  deaths  were  re- 
viewed before  the  group  as  well  as  the  Committee. 
The  Committee  attendance  has  been  good  with  en- 
thusiasm expressed  by  its  members  for  the  work  they 
are  doing. 

Cases  were  discussed  in  great  detail.  The  meeting  in 
September  lasted  approximately  three  hours.  The 
three  cases  discussed  at  the  June  1st  meeting  were 
deliberated  for  over  an  hour  and  much  thought  given 
to  their  care  and  management.  Maternal  mortality 
patients  that  were  good  examples  for  teaching  were 
then  selected  by  the  Committee  Chairman  and  one 
published  each  month  in  the  Journal  of  the  Kentucky 
Medical  Association  with  editorial  comments  intended 
for  instructional  purposes.  This  was  done  every  month 
during  the  year  except  for  the  July  1974  issue  which 
because  of  space  limitations,  a Maternal  Mortality  re- 
port was  not  included.  However,  it  is  intended  they 
will  be  included  in  future  issues. 

At  the  1973  September  meeting,  considerable  con- 
cern was  expressed  that  our  Committee  does  not  have 
the  power  to  influence  the  practice  of  Obstetrics  in 
the  Commonwealth  of  Kentucky,  particularly  when 
we  review  preventable  deaths.  Therefore,  the  Chair- 
man of  the  Committee  circulated  to  the  members  of 
the  active  Committee  a letter  asking  for  their  thoughts 
as  to  how  the  work  of  the  Committee  could  be 
strengthened  and  appropriate  actions  taken.  Doctor 
John  Queenan  of  Louisville,  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology,  University  of 
Louisville  summarized  suggestions  from  the  responses 
that  were  received.  A summary  of  the  operation  for 
the  Committee  as  well  as  suggestions  to  strengthen  it 
is  as  follows: 

1.  The  current  method  of  operation  of  the  Com- 
mittee is  as  follows:  Doctor  John  Petry  of  Louis- 
ville examines  the  death  certificates  of  women  be- 
tween the  ages  of  15  and  45  years  of  age.  If 
pregnancy  is  not  listed  on  the  death  certificate,  he 
does  investigate  in  such  cases  whether  the  woman 
could  have  possibly  been  pregnant.  This  is  why 
there  is  a difference  in  our  maternal  mortality 
rates  compared  with  those  listed  in  the  vital 
statistics  of  the  Commonwealth.  Doctor  Petry, 
after  obtaining  permission  of  the  attending  physi- 
cian, contacts  the  hospital  record  room  and  asks 
for  a copy  of  the  pertinent  material.  This  is  sent 
to  the  Division  of  Maternal  and  Child  Health,  of 
the  Kentucky  State  Department  of  Health.  This 
assures  the  physician  and  hospital  of  the  legitimacy 
of  the  phone  request. 

An  abstract  of  the  information  given  is  then  sent  to 
the  physician  asking  if  he  would  add  any  addi- 
tional information  or  correct  any  inconsistencies. 
He  is  told  to  contact  Doctor  Petry  within  two 
weeks,  otherwise  the  report  will  be  considered  com- 
plete and  correct.  The  attending  physician  is  in- 
vited by  letter  to  attend  the  maternal  mortality 
meeting  when  his  case  will  be  anonymously  dis- 
cussed. After  the  Committee  meets  the  physician  is 
then  sent  a letter  giving  the  Committee’s  comments 
and  deliberations. 
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It  is  felt  by  the  Committee  that  it  would  be  of 
great  help  if  the  physician  were  made  to  be  present 
when  his  case  is  discussed.  This  is  done  in  many 
other  areas  of  the  United  States  and  we  ask  that  the 
Kentucky  Medical  Association  help  implement  such 
a procedure.  It  is  recommended  by  the  Committee 
that  physicians  be  invited  more  forcefully  to  sit 
with  the  Committee  to  provide  more  impact  for  its 
work,  or  that  legislation  be  enacted  to  achieve  this 
end. 

John  W.  Greene,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Maternal  Mortality  Study  Com- 
mittee was  reviewed  and  discussed  by  this  committee. 
Doctor  Petry,  who  is  a member  of  the  committee, 
was  in  attendance  and  upon  his  recommendation  we 
feel  that  the  last  paragraph  of  this  report  be  amended 
to  read  as  follows: 

“It  is  felt  by  the  committee  that  it  would  be  of 
great  help  if  the  attending  physician  were  to  be 
present  when  his  case  is  discussed.  This  is  done  in 
many  other  areas  of  the  United  States  and  we  ask 
that  the  Kentucky  Medical  Association  help  imple- 
ment such  a procedure.  It  is  recommended  by  the 
committee  that  physicians  be  strongly  encouraged  to 
sit  with  the  committee  to  provide  more  impact  for  its 
work.” 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the 

Committee  on  Legislative  Activities 

State  Affairs 

The  KMA  Committee  on  Legislative  Activities,  the 
members  of  the  Quick  Action  Committee,  and  a 
representative  of  the  Woman’s  Auxiliary  to  KMA  met 
every  two  weeks  during  the  session  of  the  Kentucky 
General  Assembly.  Most  of  the  meetings  were  held  in 
Frankfort. 

Immediately  after  the  May,  1973,  election  physi- 
cian Key  Men  were  appointed  for  State  Senators  and 
Representatives  who  would  be  unopposed  in  the 
November  election.  This  permitted  an  earlier  rapport 
between  the  physician  Key  Man  and  his  Legislator. 
The  balance  of  the  physician  Key  Men  were  ap- 
pointed after  the  November  election. 

Over  1400  bills  and  resolutions  were  introduced  in 
this  session  of  the  Kentucky  General  Assembly.  All 
proposals  were  carefully  screened  by  KMA  staff  for  a 
determination  of  health  and  medically-related  bills. 
Referrals  were  then  made  to  KMA’s  legal  counsel,  the 
Chairman  for  State  Affairs  of  the  KMA  Committee 
on  Legislative  Activities,  members  of  the  Legislative 
Committee  and  the  Quick  Action  Committee.  Some 
80  bills  were  of  interest. 

Throughout  the  session  of  the  General  Assembly  we 
tried  to  keep  our  membership  informed  on  the  status 
of  all  major  health  and  medical  proposals  through  a 
weekly  “Legislative  Committee  Bulletin”  and  a final 
legislative  summary. 


Included  in  the  proposed  budget  presented  by 
Governor  Wendell  Ford  to  the  members  of  the  Ken- 
tucky General  Assembly  on  January  22,  1974,  were 
funding  proposals  for  the  construction  of  a number 
of  major  health  facilities,  including: 

1.  $31  million  for  replacement  of  the  General 
Hospital  in  Louisville  and  other  University  of 
Louisville  Health  Science  Center  additions.  The 
hospital  would  be  a 380-bed  teaching  hospital  to 
serve  western  Kentucky 

2.  $1.83  million  for  the  Kentucky  School  for  the  i 
Blind  for  new  and  improved  facilities. 

3.  $1,493  million  for  improvements  at  Central  State 
Hospital. 

4.  $1.8  million  for  the  training  of  ambulance  at- 
tendants, setting  up  communications  between 
hospitals  and  ambulances  and  for  the  purchase 
of  emergency  vehicles  by  local  governments. 

5.  $2  million  for  a research  center  for  biology  of 
aging  at  the  University  of  Kentucky  Medical 
Center. 

6.  $4.6  million  for  a “multi-handicapped”  facility  at 
the  State  School  of  the  Deaf  at  Danville. 

7.  $29.5  million  for  a new  office  building  for 
Human  Resources  near  the  Health  Department 
Building  in  Frankfort 

8.  Approximately  $17  million  for  upgrading  state 
hospitals  for  the  mentally  ill  and  retarded. 

Prior  to  the  passage  of  a compromise  bill  by  the 
General  Assembly,  all  Legislators  were  provided  with 
copies  of  the  Abortion  Guidelines  adopted  by  the 
KMA  House  of  Delegates  in  September.  A com- 
promise “no-fault”  auto  insurance  bill  was  also  en- 
acted, which  provides  for  medical  expense  on  the 
basis  that  “any  medical  bill  submitted  is  reasonable.” 

Bills  passed  by  the  Legislature  having  KMA  sup- 
port included:  the  designation  of  anatomical  gifts  on 
a motor  vehicle  or  motorcycle  operator’s  license;  h 
certification  of  emergency  medical  technicians;  hy- 
podermic needle  and  syringe  record  of  sale  and  prod-  ' 
uct  disposition;  state-wide  lead-based  substance  pro-  < 
gram;  sickle  cell  legislation;  a resolution  directing  the 
Legislative  Research  Commission  to  study  the  Ken-  1 
tucky  Medical  Assistance  Program;  and  House  and 
Senate  resolutions  memoralizing  Congress  to  repeal 
PSRO.  A KMA-supported  clinical  associates  bill  did 
not  receive  legislative  approval.  u 


Some  legislation  opposed  by  KMA  which  did  not 
pass  included  two  bills  that  would  have  provided  for 
payment  of  chiropractic  services  and  fees  under  Ken- 
tucky’s Workmen’s  Compensation  laws;  a hearing  aid 
dealers  bill;  a proposal  requiring  anyone  using  ioniz- 
ing radiation,  who  worked  under  the  supervision  of  a 
physician,  to  obtain  a radiologic  technician’s  license; 
and  a bill  which  would  have  required  the  submission 
to  a referendum  of  voters  the  question  of  fluorida- 
tion of  water  supplies. 

Continuing  efforts  are  being  made  to  strengthen 
our  Key  Man  System,  and  we  wish  to  re-emphasize 
the  importance  of  the  Key  Man  as  related  to  our 
legislative  success  or  failure.  These  positions  are  ex- 
tremely important  and  should  not  be  accepted  by  any- 
one unless  he  has  both  the  time  and  the  interest  to 
fulfill  his  obligation. 
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I think  it  is  apparent  to  everyone  involved  in  any 
aspect  of  medicine  that  more  and  more  is  demanded 
of  our  time  and  talents  because  of  the  increasing  role 
of  government  and  legislative  matters  affecting  the 
practice  of  medicine. 

We  express  our  appreciation  to  the  members  of  the 
KMA  Quick  Action  Committee,  members  of  the 
KMA  Committee  on  Legislative  Activities,  Legislative 
Key  Men,  and  all  KMA  and  KEMPAC  members  and 
staff  who  worked  so  diligently  during  the  1974  ses- 
sion of  the  Kentucky  General  Assembly. 

William  W.  Hall,  M.D.,  Chairman  for  State  Affairs 

National  Affairs 

The  KMA  Committee  on  Legislative  Activities  met 
six  times  during  this  Associational  year.  At  these 
meetings,  the  Committee  members  were  appraised  on 
the  status  of  national  health  legislation,  and  action 
was  taken  when  indicated. 

We  have  corresponded  with  our  seven  U.  S.  Rep- 
resentatives and  two  U.  S.  Senators  on  many  impor- 
tant issues,  including  the  following: 

1.  Modifications  to  the  Keogh  Plan  increasing 
allowable  contributions. 

2.  Opposition  to  the  proposed  pre-admission  certifi- 
cation regulations  for  Medicare-Medicaid  hospi- 
tal patients. 

3.  Discontinuance  of  discriminatory  Phase  IV 
Economic  Controls  on  physicians. 

4.  Urging  specific  provisions  for  physicians  should 
gasoline  rationing  be  put  into  effect. 

5.  Support  of  the  now-enacted  Emergency  Medical 
Service  System  Development  Act. 

6.  Resolutions  on  PSRO  passed  by  our  1973  House 
of  Delegates  and  resolutions  requesting  repeal 
of  PSRO  passed  by  the  Kentucky  General 
Assembly. 

Our  Congressional  Delegation  has  also  been  re- 
quested to  support  the  19  amendments  proposed  by 


AMA  to  the  present  PSRO  law.  We  have  received  ex- 
cellent support  and  cooperation  from  our  Senators 
and  Representatives. 

The  17th  Annual  KMA-sponsored  Washington 
Congressional  Trip  was  made  on  May  13  and  14, 
1974.  This  year  the  annual  social  dinner  was  held  at 
The  Embassy  Row  Hotel  and  was  attended  by  42, 
which  included  physicians  and  their  wives,  Congress- 
men and  their  Administrative  Assistants.  A briefing 
session  was  held  on  May  13,  and  staff  from  the  AMA 
Washington  office  gave  an  excellent  presentation  on 
current  and  developing  national  legislation.  This  was 
followed  by  a presentation  on  PSRO  by  John  Farrell, 
M.D.,  Assistant  to  the  Director  of  the  Office  of 
Professional  Standards  Review,  and  by  a question  and 
answer  period.  Visits  were  made  to  all  members  of 
the  Kentucky  Congressional  Delegation  on  Tuesday, 
May  14. 

This  spring  and  summer  the  House  Ways  and 
Means  Committee  and  the  Senate  Finance  Committee 
held  hearings  on  national  health  legislative  proposals. 
Officers  of  the  American  Medical  Association  have 
testified  before  both  committees.  It  has  been  em- 
phasized that  AMA’s  Medicredit  has  a greater  number 
of  sponsors  than  any  other  proposal.  Of  the  182 
sponsors,  five  are  members  of  the  Senate  Finance 
Committee,  and  11  are  members  of  the  House  Ways 
and  Means  Committee. 

For  a status  report  on  selected  medical  legislation, 
see  Supplement  A to  this  report.  A “Status  of  Na- 
tional Health  Insurance  Legislation”  follows  this  re- 
port as  Supplement  B. 

The  Chairman  expresses  appreciation  for  the  op- 
portunity to  have  served  and  wishes  to  express  grate- 
ful appreciation  to  all  the  members  of  the  Committee 
who  have  served  diligently. 

Hoyt  D.  Gardner,  M.D.,  Chairman  for  National 

Affairs 
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STATUS  OF  SELECTED  MEDICAL  LEGISLATION 
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BILL  NUMBER 


DESCRIPTION 


STATUS 


H.R.  2 
Dent 


Employee  Benefit  Security  Act  of  1974:  Provides  for  regulation  of  In  Conference 
private  pension  funds  and  increases  allowable  Keogh  plan  deductions. 


H.R.  3153 
Mills 


Social  Security  Amendments  of  1974:  Includes  certain  outpatient  Senate  Conferees 
drugs  under  Medicare  and  other  Medicare  and  Medicaid  amendments.  appointed  1/30/73 


H.R.  5463 
Hungate 


To  establish  a code  of  evidence  for  actions  in  federal  courts  (present  House  Passed  2/6/74 
status  of  physician-patient  privilege  unchanged). 


H.R.  7724 
Rogers 


H.R.  9341 
Rogers 


The  National  Biomedical  Research  Fellowship,  Traineeship,  and 
Training  Act  of  1973:  Establishes  a program  of  health  research  fel- 
lowships through  NIH.  (Senate  bill  added  provision  for  control  of 
human  experimentation). 


House  Passed  5/31/73; 
Senate  Passed  9/1/73; 
Senate  & House  agreed 
on  Conference  Report 


Public  and  Allied  Health  Personnel  Act  of  1973:  Revises  existing  Hearings  before  Subconi- 

programs  of  federal  aid  for  allied  health  and  public  training.  mittee  on  Public  Health 

and  Environment 


H.R.  9440 
Waldie 


Provides  coverage  to  FEHB  beneficiaries  for  psychologists  and  op-  House  Passed  3/5/74 
tometrists’  services  without  prior  referral. 
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H R.  9984 
Rogers 

Medical  Devices  Amendments  of  1973:  Establishes  a program  for  the 
classification,  evaluation  and  testing  of  medical  devices. 

Hearings  before  the 
House  Sumcommittee  on 
Public  Health  and  Envir- 
onment. 

HR.  10957 
Rogers 

Public  Health  Service  Act  Amendments  of  1973:  Recodifies  the 
Public  Health  Service  Act. 

House  Passed  1/21/74 

H.R.  11385 
Rogers 

Health  Services  Research,  Health  Statistics  and  Medical  Libraries  Act 
of  1973:  Revises  programs  of  health  services  research  and  extends 
library  assistance. 

President  signed 
into  law  7/24/74 

H.R.  11511 
(S.  3280) 
Rogers 

To  extend  for  two  years  PHS  authorities  including  community  mental 
health  centers,  family  planning,  developmental  disability,  migrant 
health,  and  neighborhood  health  centers. 

House  and  Senate  hear- 
ings completed.  House 
Bill  reported 

H.R.  12053 
Rogers 

To  amend  the  Public  Health  Service  Act  to  provide  for  the  develop- 
ment of  a national  health  policy  and  to  augment  state  health  regu- 
latory programs  and  area  health  planning  programs. 

House  and  Senate  hear- 
ings completed. 

H.  R.  14930 
Staggers 

Comprehensive  Health  Manpower  Act  of  1974:  Modifies  loan  guar- 
antee programs  and  system  of  federal  aid  to  medical  schools. 

Hearings  scheduled  Sub- 
committee on  Public 
Health  and  Environment 

S.  966 
Nelson 

Omnibus  Drug  Amendments:  Calls  for  federal  formulary,  federal 
control  of  drug  research  and  distribution. 

Hearings  before  Senate 
Health  Subcommittee 

S.  2008 
Williams 

National  Workers’  Compensation  Standards  Act  of  1973:  Establishes 
standards  for  state  workmen’s  compensation  programs. 

Referred  to  Committee 
on  Labor  and  Public 
Welfare 

S.  2893 
Kennedy 

National  Cancer  Act  Amendments  of  1974:  Extends  the  National 
Cancer  Act  for  three  years  and  increases  the  authority  of  the  director 
of  the  National  Cancer  Institute. 

President  signed 
into  law  7/24/74 

S.  2511 
Dole 

Calls  for  the  establishment  of  an  Office  of  Rural  Health  within  the 
Department  of  Health,  Education  and  Welfare,  and  to  assist  in  the 
development  and  demonstration  of  Rural  Health  Care  Delivery 
Models  and  Components. 

Referred  to  Committee 
on  Labor  and  Public 
Welfare 

S.  3203 
Williams 

Includes  nonprofit  hospitals  under  the  National  Labor  Relations  Act. 

Senate  Passed  5/7/74 
House  Passed  5/30/74 
Conference  agreement 

S. 3181 
Kennedy 

National  Health  Service  Corps  Amendments  of  1974:  Extends  and 
modifies  NHSC  program. 

Hearings  before  Health 
Subcommittee 

S.  3441 
Kennedy 

Drug  Utilization  Improvement  Act:  Limits  drug  sample  distribution, 
establishes  drug  formulary  and  provides  aid  for  teaching  of  clinical 
pharmacology. 

Hearings  scheduled 

S.  3577 
Kennedy 

Health  Facilities  Assistance  Act  of  1974:  Replaces  Hill-Burton  au- 
thority with  program  of  grants  and  loans  to  qualified  health  facilities. 

Hearings  before  Subcom- 
mittee on  Health 

S. 3585 
Kennedy 

Health  Professions  Educational  Assistance  Act  of  1974:  Extends  and 
modifies  medical  manpower  training  programs;  establishes  national 
licensure  and  regulates  residencies. 

Hearings  held  before 
Committee  on  Labor  and 
Public  Welfare 

S. 3586 
Kennedy 

Nurse  Training  Act  of  1974:  Extends  existing  authority  for  aid  to 
nurse  training  programs. 

Hearings  held  before 
Committee  on  Labor  and 
Public  Welfare 
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Supplement  B 

STATUS  OF  NATIONAL  HEALTH  INSURANCE  LEGISLATION 


July  26,  1974 

Several  major  National  Health  Insurance  proposals  have  been  introduced  in  the  93rd  Congress.  The  House 
Ways  and  Means  Committee  has  completed  its  hearings  on  National  Health  Insurance.  The  Committee  is  now 
i expected  to  go  into  Executive  Session  to  prepare  its  own  NHI  bill.  The  Senate  Finance  Committee,  after 
I conducting  several  days  of  hearings,  has  postponed  further  hearings  on  National  Health  Insurance. 


BILL  NUMBER 


DESCRIPTION 


I H.R.  1 
Ullman 


H.R.  22 
S.  3 

Griffiths/ 

Kennedy 


National  Health  Care  Services  Reorganization  and  Financing  Act:  Provides  for  establishment 
of  new  program  of  health  care  delivery  through  locally  organized  health  care  corporations; 
establishes  program  of  health  insurance  coverage,  with  employers  paying  75%  of  health 
insurance  premiums;  HEW  would  provide  coverage  for  aged  and  indigent. 

Health  Security  Act:  Provides  for  comprehensive  health  benefits  for  all  U.S.  citizens  financed 
through  an  employer-employee  payroll  tax  and  from  general  revenue. 


H.R.  33 
Dingell 


H.R.  2222 
S.  444 
Fulton/ 
Broyhill/ 
Hartke/ 
Hansen 


The  National  Health  Insurance  Act:  Provides  for  a system  of  national  health  insurance  fi- 
nanced through  a payroll  tax,  and,  for  those  not  employed,  through  state  and  federal  general 
revenues.  The  plan  calls  for  comprehensive  benefits  and  covers  nearly  all  residents  of  the 
United  States. 

Health  Care  Insurance  Act  of  1973  (Medicredit):  Provides  comprehensive  basic  and  catastrophic 
health  insurance  coverage  financed  through  tax  credit  (or  vouchers)  with  full  federal  payments 
for  the  poor  and  for  other  assistance  related  to  income. 


S.  587 
Beall 

S.  915 
Javits 

S.  1100 

H.R.  5200 
McIntyre/ 
Burleon 

S.  1416 
Long 

S.  2513 
Long/ 
Ribicoff 

H.R.  14079 
Waggoner 

H.R.  11345 
Staggers 


National  Catastrophic  Illness  Protection  Act  of  1973:  Authorizes  national  catastrophic  illness 
insurance  program  administered  by  federal  government  through  the  states  and  existing  in- 
surance carriers. 

National  Health  Insurance  and  Health  Service  Improvement  Act:  Expands  Part  A and  B 
Medicare  benefits  as  a minimum  standard  for  everyone. 

National  Health  Care  Act  of  1973:  Establishes  a system  of  national  health  insurance  imple- 
mented through  existing  health  insurance  systems.  Benefits  would  be  phased-in  over  a 10-year 
period,  and  a system  of  insurance  pools  would  be  used  to  provide  benefits  to  the  poor,  near 
poor,  and  previously  uninsurable. 

Catastrophic  Health  Insurance  Plan:  Provides  coverage  after  first  60  days  of  hospitalization 
or  after  first  $2,000  of  medical  expenses.  Financed  by  .3  of  1%  payroll  tax  on  employers 
and  employees.  Program  would  be  administered  under  Social  Security. 

Catastrophic  Health  Insurance  and  Medical  Assistance  Act  of  1973:  Provides  coverage  for 
costs  of  catastrophic  illness,  federalized  Medicaid  and  establishes  federal  standards  for  private 
health  insurance  carriers. 


National  Comprehensive  Health  Benefits  Act  of  1973:  Establishes  mandated  health  care 
benefits  to  be  phased-in  over  a six-year  period.  Federal  revenues  would  finance  coverage  for 
the  aged,  poor,  unemployed,  and  near  poor.  HMO’s  would  be  assisted  through  a 10%  subsidy 
on  enrollment  fees. 


S.  2756 
Scott-Percy 


Health  Rights  Act  of  1973:  Replaces  Medicare  and  Medicaid;  provides  for  “major  illness 
protection  plan”  and  a “health  maintenance  insurance  plan.” 


S.  2796 

Pell-Mondale 


Health  Benefits  and  Health  Services  Distribution  and  Education  Act  of  1973:  Mandates  em- 
ployer-employee health  insurance  and  creates  community  health  and  education  centers. 
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Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Committee  on  Legislative  Ac- 
tivities was  reviewed.  This  committee  would  like  to 
commend  the  Committee  on  Legislative  Activities 
for  its  excellent  performance  and  extend  our  thanks 
for  its  voluminous  work  load. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

Topic  VI  Dealing  with 
National  Health  Insurance  Only 

It  seems  almost  an  accepted  fact  that  within  the 
immediate  future,  this  country  will  have  a national 
health  insurance  proposal  of  some  kind.  I have  ex- 
pressed throughout  the  year  concerns  that  organized 
medicine  may  have  not  adequately  conveyed  to  the 
public  our  true  feelings  on  National  Health  Insurance. 
I am  of  the  personal  opinion  that  there  is  no  justifi- 
cation whatsoever  for  any  national  health  insurance 
proposal  which  would  cover  individuals  from  the 
cradle  to  grave.  I am  afraid  that  organized  medicine 
has  not  adequately  expressed  this  view  to  the  voting 
public.  As  a matter  of  fact,  I am  afraid  that  we  have 
given  to  the  people  of  this  country  the  impression  that 
we  are,  in  fact,  in  favor  of  a sweeping  national  health 
insurance  proposal  to  cover  all  people  simply  because 
we  have  drafted  and  submitted  our  own  legislative 
proposal.  I do  not  place  blame  for  this  on  any  one 
and  must  assume  my  share  of  the  responsibility  since, 
as  I recall,  I voted  or  perhaps  even  made  the  motion 
to  endorse  the  AMA  Medicredit  proposal.  I am  not 
suggesting  that  we  not  support  this  proposal,  but  I am 
expressing  concern  that  we  have  not  emphasized 
enough  to  the  people  of  this  state  and  country  our 
feelings  that  various  national  health  insurance  pro- 
posals are  not  in  their  best  interests.  I am  not  aware 
of  a single,  federally  financed  program  which  has  de- 
creased the  cost  of  medical  care.  On  the  contrary, 
every  single  federally  financed  program  with  which  I 
am  familiar  has  in  fact  increased  the  cost  of  medical 
care,  and  National  Health  Insurance  is  certainly  to  do 
likewise.  It  would  seem  to  me  then,  that  if  our 
primary  concern  is  the  cost  of  medical  care  (and 
everyone  seems  to  say  that  it  is),  that  it  does  not  fol- 
low logic  then  to  pass  another  federal  health  program 
which,  prior  to  passage,  is  well  known  to  increase  the 
cost  of  medical  care,  not  decrease  it.  I personally  feel 
that  government  does  have  a role  to  play  in  medicine 


— mainly  to  provide  care  for  those  people  who  are 
financially  unable  to  provide  care  for  themsleves  and 
to  provide  some  type  of  coverage  to  all  people  for 
catastrophic  illnesses  so  that  no  family,  regardless  of 
financial  condition,  is  bankrupted  because  of  a catas- 
trophic illness.  If  the  federal  government  is  indeed 
concerned  about  the  cost  of  medical  care,  it  seems 
that  the  latter  approach  is  far  more  logical  than  an 
approach  covering  all  people  which  would  in  itself 
increase  the  cost  of  medical  care. 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  President,  Topic  VI  (National 
Health  Insurance)  was  reviewed  by  the  committee. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

Topic  X Dealing  With  Legislative  Activities  Only 

As  you  know  since  our  last  Annual  Meeting  an- 
other session  of  the  Kentucky  General  Assembly  has 
come  and  gone.  I personally  feel  that  we  were  most 
successful  with  our  legislative  program  and  this  is  due 
in  large  part  to  an  active  and  dedicated  staff.  The 
abortion  bill  passed  by  the  general  assembly  is  some- 
what confusing  in  that  it  states  abortion  may  be  per- 
formed during  the  first  trimester  of  pregnancy  by  a 
woman  upon  herself  upon  the  advice  of  a licensed 
physician.  The  Attorney  General  is  being  requested  to 
render  an  opinion  relative  to  this  section  of  the  law.  If 
that  opinion  is  available  by  the  time  we  convene  in 
September  it  will  be  made  available  as  a supplement 
to  this  report.  Almost  constant  contact  has  been  main- 
tained this  year  with  our  congressional  delegation  in 
Washington  by  way  of  letter  and/or  telephone  rela- 
tive to  a wide  variety  of  concerns  to  our  profession. 

I have  personally  made  five  visits  to  Washington  this 
past  year  during  which  time  Kentucky  Senators  and 
Congressmen  were  contacted  relative  to  PSRO,  wage 
and  price  controls,  retirement  plans,  National  Health 
Insurance,  pre-admission  certification,  and  other  mat- 
ters of  particular  concern  to  our  profession.  I am 
pleased  to  report  that  Kentucky’s  congressional  dele- 
gation has  been  most  cooperative  and  helpful  to  us. 

I cannot  urge  too  strongly  active  participation  and 
interest  on  the  part  of  our  members  in  legislative  af- 
fairs and  close  liaison  with  representatives  and  sena- 
tors in  their  respective  areas.  As  you  know,  the  Com- 
mittee on  Legislative  Activities  is  chaired  by  a Chair- 

December  1974  • The  Journal 


H.R.  12684  The  Comprehensive  Health  Insurance  Program  of  1974  (CHIP):  Establishes  mandated  health 

Mills  insurance  coverage  for  the  employed  with  the  employer  paying  75%  of  the  insurance  premium 

(by  request)  (after  a three-year  start-up  period);  replaces  Medicaid  program  with  a system  of  federal 
S.  2970  aid  to  low  income  groups  and  the  uninsurable;  modifies  the  Medicare  program  to  conform 

Packwood  with  the  benefit  structure  established  for  mandated  insurance  coverage. 

H.R.  13870  Comprehensive  National  Insurance  Act  for  1974:  This  bill  seeks  to  establish  a new  health 

Mills  care  program  with  broad  health  care  benefits  for  persons  under  65  years  of  age,  and  to 

S.  3286  expand  Medicare  for  the  aged  and  the  disabled  to  include  long-term  care.  The  proposal 

Kennedy  would  create  a Social  Security  Administration,  independent  of  DHEW  to  administer  the 

program.  Financing  would  be  derived  essentially  from  a payroll  tax  and  the  insurance  would 
be  compulsory.  Medicaid  programs  would  be  folded  and  become  a part  of  the  plan. 
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man  for  State  Affairs  and  a Chairman  for  National 
Affairs,  but  utilizes  the  same  committee.  Doctor  Hoyt 
Gardner  has  served  as  Chairman  for  National  Affairs 
for  a great  number  of  years  and  has  done  an  excellent 
job.  However,  I would  be  less  than  candid  if  I did  not 
say  that  for  all  practical  purposes  he  has  served  as  a 
one-man  committee  for  National  Affairs  since  I and 
other  members  who  have  served  on  the  Legislative 
Activities  Committee  have  perhaps  devoted  more 
time  to  state  affairs  than  we  have  to  national  affairs. 
I personally  feel  that  the  time  has  come  when  the 
legislative  involvement  is  so  great  at  the  state  and  na- 
tional level  that  we  should  have  two  full  separate 
committees,  one  for  state  affairs  and  one  for  national 
affairs.  Although  AMA  does  an  outstanding  job  in  my 
opinion  on  national  legislation,  I have  concluded  that 
there  are  so  many  considerations  in  Washington 
which  affect  all  of  us  so  drastically,  and  people  of 
this  country  so  drastically,  that  it  certainly  deserves 
the  attention  of  a full  committee  devoted  to  the  study 
and  understanding  of  various  national  proposals. 

Recommendations,  Reference  Committee  No.  3 

The  committee  has  reviewed  and  discussed  the  Re- 
port of  the  President,  Topic  X (Legislative  Activities) 
and  would  emphasize  that  Doctor  Rainey  has  called 
for  two  full  separate  committees,  one  for  state  affairs 
and  one  for  national  affairs. 

Mr.  Speaker,  we  recommend  the  adoption  and  im- 
plementation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Committee 
on  Environmental  Quality 

The  Committee  on  Environmental  Quality  met 
once  during  the  Association  year  of  1973-1974.  How- 
ever, because  of  the  State  Legislature  being  in  session, 
the  Committee  spent  a great  deal  of  time  reviewing 
proposed  legislation  and  making  recommendations 
and  comments  to  the  various  groups  that  were  in- 
volved in  the  legislative  process. 

The  activities  of  this  Committee  have  been  re- 
stricted for  the  past  two  years  by  virtue  of  the  fact 
that  a great  many  problems  involving  the  environ- 
ment are  more  localized  than  are  many  of  the  prob- 
lems facing  the  profession  today.  For  this  reason,  the 
Committee  feels  very  strongly  that  county  medical 
societies,  particularly  in  areas  beset  by  environmental 
problems,  should  become  much  more  active  in  their 
work  as  far  as  these  problems  are  concerned.  For  the 
state-level  Committee  to  function  effectively,  there 
will  have  to  be  a greater  input  of  information  from 
the  county-level  throughout  Kentucky. 

Even  though  it  may  seem  that  this  Committee  has 
not  been  particularly  active,  I want  to  take  this  op- 
portunity to  thank  the  members  of  the  Committee 
who  have  been  faithful  in  their  attendance  and  who 
continue  to  make  individual  contributions  in  the  field 
of  environmental  quality. 

John  E.  Trevey,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Committee  on  Environmental 
Quality  was  reviewed  and  discussed.  Doctor  Trevey, 
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Chairman  of  the  committee,  was  present.  The  com- 
mittee would  like  to  emphasize  one  portion  from  the 
report  in  that  it  agrees  that  county  medical  societies 
particularly  in  areas  beset  by  resource  problems 
should  become  much  more  active  in  the  work  as  far 
as  these  problems  are  concerned.  We  further  en- 
courage close  working  relationships  between  the  com- 
mittee and  the  Commssioner  of  Natural  Resources. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

KMA  Liaison  on  Cults  to  the  AMA 

During  the  1973-74  Associational  year,  the  Liaison 
Committee  on  Cults  did  not  hold  a formal  meeting. 
However,  with  the  assistance  of  the  AMA  Committee 
on  Quackery  and  the  KMA  Legislative  Committee, 
we  have  continued  to  attempt  to  stay  as  informed  as 
possible  on  the  many  activities  of  this  broad  and  ever- 
changing  field  of  endeavor. 

The  chiropractors  in  Kentucky  once  more  made  a 
concerted  effort  to  change  additional  laws  which  the 
Committee  felt  would  be  detrimental  to  sound  health 
care  programs,  particularly  in  the  field  of  Workmen’s 
Compensation.  We  are  pleased  to  report  that  they 
were  once  more  unsuccessful  in  their  legislative  ef- 
forts, but  we  would  hasten  to  caution  every  member 
of  the  Association  that  we  must  be  constantly  mindful 
of  the  continuing  activities  of  all  groups  such  as  this. 
Your  Committee  would  like  to  recommend  that 
physicians  throughout  the  state  contact  us  whenever 
they  have  information  on  any  cults  in  Kentucky 
about  which  they  feel  the  KMA  membership  should 
be  informed. 

Richard  F.  Park,  M.D. 

Melvin  Shein,  M.D. 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  KMA  Liaison  on  Cults  to  the 
AMA  was  discussed  and  reviewed  by  the  committee. 
It  is  our  recommendation  that  the  Committee  on 
Cults  be  expanded  in  membership  and  in  scope  to  in- 
clude not  only  legislation,  but  also  education  and  pub- 
lic complaints. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

(Topic  XII  Dealing  with  KEMPAC  Only) 

At  each  Annual  Meeting,  as  long  as  I can  recall, 
this  House  has  endorsed  and  encouraged  membership 
in  KEMPAC.  I am  extremely  pleased  with  the  active 
participation  of  the  physicians  whom  we  have  in 
KEMPAC  but  1 must  say  that  the  total  percentage  of 
physicians  in  Kentucky  who  have  joined  KEMPAC 
is,  in  my  opinion,  not  adequate.  I am  afraid  that  in- 
dividual members  take  too  much  for  granted  in  the 
political  process  of  present  day  times  and  feel  that  an 
attitude  of  “let  Joe  do  it”  will  accomplish  our  ob- 
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jectives.  I hope  that  somehow  the  delegates  to  this 
House  can  go  back  to  their  county  societies  and  em- 
phasize the  importance  of  all  physicians  belonging  to 
KEMPAC.  It  is  certainly  understandable  that  there 
may  be  times  when  KEMPAC  would  support  a 
candidate  that  an  individual  physician  might  not  de- 
sire to  support,  but  we  must  place  confidence  in 
those  people  who  are  placed  on  the  KEMPAC 
Board  of  Directors  to  make  the  best  decisions  possible 
for  organized  medicine  and  for  good  government.  It 
certainly  seems  logical  to  me  that  all  physicians 
should  belong  to  KEMPAC  to  present  a unified  and 
strong  political  effort  and,  at  the  same  time,  work  on 
an  individual  or  personal  basis  for  whichever  candi- 
date they  may  wish  to  support. 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  President,  Topic  XII 
(KEMPAC),  was  reviewed  by  the  committee. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Interspecialty  Council 

Last  Two  Paragraphs  Only 

The  council  was  also  asked  to  develop  norms  of 
patient  care  for  the  Kentucky  Foundation  for  Medical 
Care.  Last  year  a number  of  specialty  groups  under- 
took development  of  norms  for  care  and  we  are  very 
pleased  to  report  that  approximately  12  specialty  so- 
cieties are  actively  working  on  norms  for  care  and  are 
updating  existing  norms  when  indicated.  It  is  noted 
that  these  norms  for  care  will  be  necessary  to  use  as  a 
basis  for  hospital  admissions  in  implementing  the 
provisions  of  the  Professional  Standards  Review  Or- 
ganization Legislation.  Those  specialty  socieites  who 
have  developed  such  norms  are  to  be  commended  for 
their  foresight  and  leadership. 

One  of  the  primary  reasons  for  setting  up  the  In- 
terspecialty Council  four  years  ago  was  to  provide 
specialty  societies  with  administrative  assistance 
through  the  KMA  Headquarters  Office.  We  are 
pleased  to  report  that  nine  specialty  societies  have 
taken  advantage  of  these  services  to  some  extent. 
The  officers  of  KMA  feel  this  assistance  is  of  con- 
siderable value  to  specialty  societies  and  hope  that 
more  groups  will  take  advantage  of  the  service  in  the 
future. 

James  B.  Holloway,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

The  last  two  paragraphs  of  the  Report  of  the 
Interspecialty  Council  were  discussed  and  reviewed  by 
the  committee. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  O 

Fayette  County  Medical  Society 

WHEREAS,  the  private  practice  system  of  medical 
care  in  the  United  States  has  provided  our  citizens  the 


most  efficient,  economic  and  effective  means  of 
health  care  delivery  (as  noted  by  the  Kentucky  Foun- 
dation for  Medical  Care  in  May  1973),  and 

WHEREAS,  1)  Americans  are  living  longer  than 
ever  before,  2)  most  of  the  diseases  that  used  to  kill 
and  cripple  earlier  in  this  century  have  been  reduced 
sharply  in  virulence,  and  3)  infant  and  maternal 
mortality  have  continued  their  rapid  decline  as  proof 
of  the  above,  and 

WHEREAS,  federal  government  intrusion  into  the 
practice  of  medicine  by  forcing  unproven,  poorly 
tested  and  more  expensive  systems  of  alternative 
medical  care  and  by  attempting  to  dictate  unreason- 
able and  wasteful  bureaucratic  regulations  which  in- 
terfere with  the  fundamental  efficiency  and  economy 
of  our  present  successful  system  of  private  medical 
care,  and 

WHEREAS,  we  recognize  the  need  for  government 
support  for  our  citizens  for  catastrophic  illnesses, 
medical  research  and  medical  education,  therefore  be 
it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion endorse  the  system  of  private  practice  of  medi- 
cine which  is  consistent  with  the  delivery  of  the 
highest  quality  of  compassionate  care  at  the  lowest 
cost;  and  be  it  further 

RESOLVED,  that  public  policy  should  recognize 
that  good  medical  care  requires  that  physician  judg- 
ment remain  free  from  pressures  from  government 
and  third  parties,  and  be  it  further 

RESOLVED,  that  the  fundamental  freedoms  of  the 
American  private  health  care  system  are  to  be 
preserved;  1)  freedom  of  choice  of  physician;  2) 
freedom  of  choice  of  hospital;  3)  freedom  of  physi- 
cians to  make  the  decisions  inherent  in  the  practice  of 
medicine. 

Recommendations,  Reference  Committee  No.  3 

Mr.  Speaker,  the  committee  reviewed  and  dis- 
cussed Resolution  O.  It  is  our  recommendation  that 
the  Resolution  be  amended  to  substitute  “most  rea- 
sonable” for  “lowest”  in  the  first  line  of  page  2. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  O 

Jefferson  County  Medical  Society 

WHEREAS,  the  Joint  Commission  on  Hospital 
Accreditation  and  Federal  Standards  require  hospitals 
to  provide  improved  quality  care  review,  and 

WHEREAS,  physicians  and  hospitals  are  faced 
with  concern  that  the  committee  records  or  reports  of 
quality  review  may  be  used  by  attorneys  as  part  of 
their  discovery  procedure,  and 

WHEREAS,  many  states  have  enacted  laws  to  pro- 
tect this  quality  review  procedure  and  declare  them 
not  subject  to  subpoena  discovery  or  disclosure,  and 

WHEREAS,  some  states  have  declared  quality  re- 
view minutes  and  records  to  be  confidential  and/or 
privileged  and  therefore  physician  committee  members 
may  not  be  made  to  testify  as  to  what  transpired  dur- 
ing committee  deliberations,  and 
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WHEREAS,  the  Kentucky  Statute  which  provides 
immunity  to  the  individual  physician  who  serves  on  a 
review  committee  does  not  make  the  records  of  the 
committee  confidential  or  privileged,  and 

WHEREAS,  the  Kentucky  Medical  Association  and 
the  Kentucky  Hospital  Association  Legislative  Com- 
mittees both  agreed  that  such  a statute  needs  action 
by  the  State  Legislature,  and 

WHEREAS,  there  was  not  enough  time  to  properly 
prepare  and  communicate  this  matter  to  the  Kentucky 
General  Assembly  at  the  last  session  but  all  agreed 
that  the  next  two  years  should  be  used  in  preparing 
for  this  needed  statute,  and 

WHEREAS,  Report  #27  from  the  Committee  on 
Legislative  Activities  does  not  mention  the  discussion 
or  planning  about  this  important  matter,  therefore  be 

I lt 

RESOLVED,  that  this  House  of  Delegates  instruct 
the  KMA  Legislative  Committee  for  State  Affairs  to 
begin  at  once  to  work  with  the  Kentucky  Hospital 
Association  as  well  as  members  of  allied  groups  and 
legislators  to  plan  for  the  introduction  and  passage  of 
a NON-DISCOVERY  STATUTE  OF  QUALITY 
REVIEW  MINUTES,  RECORDS,  TESTIMONY 
AND  PROCEEDINGS  at  the  next  meeting  of  the 
Kentucky  General  Assembly. 

Recommendations,  Reference  Committee  No.  3 

The  committee  is  aware  that  the  Kentucky  Medical 
Association's  Legislative  Committee  for  State  Affairs 
has  already  been  working  to  introduce  this  legislation. 

I It  is  the  recommendation  of  this  committee  that  the 
RESOLVED  be  amended  to  read  “that  the  House  of 
Delegates  instruct  the  Kentucky  Medical  Association 
Legislative  Committee  for  State  Affairs  to  continue 
their  work  with  the  Kentucky  Hospital  Association  as 
well  as  members  of  allied  groups  and  legislators  to 
plan  for  the  introduction  and  passage  of  a NON- 
DISCOVERY STATUTE  OF  QUALITY  REVIEW 
MINUTES,  RECORDS,  TESTIMONIES  AND  PRO- 

: CEEDINGS  at  the  next  meeting  of  the  Kentucky 
General  Assembly.” 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  3 as  a whole. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I wish  to  thank  the  members  of  this 
committee,  R.  Kendall  Brown,  M.D.,  Terrell  D. 
Mays,  M.D.,  Earl  P.  Oliver,  M.D.,  Marilyn  M. 
Sanders,  M.D..  and  Mrs.  Hamm  for  preparing  this 
report. 

REFERENCE  COMMITTEE  NO.  3 

Raymond  D.  Wells,  M.D.,  Inez,  Chairman 
R.  Kendall  Brown,  M.D.,  Georgetown 
Terrell  D.  Mays,  M.D.,  Elizabethtown 
Earl  P.  Oliver,  M.D.,  Scottsville 
Marilyn  M.  Sanders,  M.D.,  Owensboro 

At  this  time,  Doctor  Greathouse  asked  Carl 
Cooper,  M.D.,  Chairman  of  the  KEMPAC 
Board  of  Directors,  to  present  his  annual  re- 
port which  follows: 
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(Following  Doctor  Cooper’s  presentation,  a 
motion  was  made,  seconded,  and  carried  to 
accept  the  KEMPAC  report.) 

Mr.  Speaker,  fellow  delegates  and  guests — 

As  Chairman  of  the  Board  of  Directors  of 
KEMPAC,  I am  most  pleased  to  have  this  opportuni- 
ty to  report  to  you  on  KEMPAC  activities  this  past 
year. 

An  increasing  number  of  physicians  are  realizing 
that  the  future  of  medicine  is  closely  tied  to  political 
activity,  a lesson  that  we  have  been  very  slow  to 
learn. 

We  want  to  remind  you  that,  for  the  first  time,  we 
will  have  statewide  billing.  Please  do  not  forget  your 
KEMPAC  dues  and  remember  the  more  sustaining 
members  we  have  the  more  political  activity  we  are 
able  to  participate  in  effectively. 

It  is  with  great  pride  that  I report  to  you  a record 
breaking  number  of  sustaining  KEMPAC  members 
and  we  are  nearing  our  all-time  record  of  two  years 
ago  in  active  memberships — a total  of  1272  active 
members  and  40  sustaining  members. 

Doctors’  wives  are  being  asked  to  volunteer  one 
hour  a week  for  six  weeks  to  the  candidate  of  their 
choice.  The  candidates  have  acknowledged  that  they 
welcome  this  support,  and,  of  course,  this  is  being 
coordinated  with  each  candidate’s  campaign  office. 

I would  like  to  give  a special  word  of  thanks  to  all 
KEMPAC  Board  members  who  work  in  behalf  of 
organized  medicine,  sometimes  with  considerable  dis- 
couragement. 

We  are  most  grateful  to  you,  the  House  of  Dele- 
gates of  KMA,  and  to  the  KMA  Board  of  Trustees 
for  your  support  and  understanding  and  I want  to 
express  my  appreciation  to  the  Woman’s  Auxiliary 
to  KMA  and  to  our  staff. 

In  1973,  as  in  past  years,  the  KMA  House  of 
Delegates  reaffirmed  its  belief  in  the  objectives  of 
KEMPAC  and  AMPAC  and  recommended  100% 
participation  by  doctors  and  their  spouses.  It  further 
recommended  a vote  of  endorsement  and  encourage- 
ment of  the  KEMPAC  organization  to  continue  its 
worthwhile  political  efforts  on  the  behalf  of  our  free 
enterprise  system  and  the  freedom  of  the  art  and 
science  of  medicine. 

I specifically  request  that  you  not  only  reaffirm 
this  endorsement  and  include  the  billing  of  KEMPAC 
dues  in  the  statewide  billing  for  1975  dues,  but  that 
you  work  individually  on  a personal  level  with  your 
colleagues  and  collectively  at  the  county  level  so  that 
we  can  be  an  effective  part  in  helping  in  the  selection 
of  candidates  who  will  work  for  the  free  enterprise 
practice  of  medicine. 

At  this  time,  Doctor  Greathouse  stated  the 
Special  Presentations  item  on  the  agenda  re- 
ferred to  the  House  acknowledging  and  ex- 
pressing appreciation  to  those  members  of 
KMA  who  have  served  ten  years  on  KMA 
Committees.  He  noted  in  the  past,  a special 
Resolution  had  been  presented  to  them  at  this 
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time  during  the  meeting.  As  the  policy  had 
since  been  changed  and  the  Resolutions  already 
presented,  Doctor  Greathouse  announced  that 
if  any  of  those  members  were  present,  the 
House  wished  to  express  its  appreciation  to 
them  for  their  service. 

REFERENCE  COMMITTEE  NO.  4 

McHenry  S.  Brewer,  M.D.,  Louisville, 
Chairman 

Reference  Committee  No.  4 considered  the 
following  reports  and  resolutions: 

12.  Report  of  the  Kentucky  Foundation  for  Medical 
Care  (KFMC  1)  KFMC  Board  of  Directors 
(KFMC  2) 

KFMC  Claims  and  Utilization  Review  Com- 
mittee (KFMC  3) 

KFMC  Health  Insurance  Standards  Committee 
(KFMC  5) 

KFMC  Health  Manpower  and  Placement 
Services  Committee  (KFMC  6) 

14.  Report  of  the  Board  of  Directors,  Kentucky 
Physicians’  Mutual,  Inc. 

19.  Report  of  the  Advisory  Committee  to  Blue 
Cross  and  Blue  Shield 

28.  Report  of  the  Committee  on  Community  and 
Rural  Health 

31.  Report  of  the  Committee  on  Health  Care  of  the 

Poor 

32.  Report  of  the  Committee  on  School  Health, 
Physical  Education  and  Medical  Aspects  of 
Sports 

1.  Report  of  the  President;  Topic  VIII  (PSRO- 
KPRO) — pages  1.8  and  1.9  only 
Resolution  B — Kentucky  Foundation  for  Medi- 
cal Care  (KMA  Board  of  Trustees) 

Resolution  D — Alternative  Delivery  Systems 
(KMA  Board  of  Trustees) 

Resolution  F — Opposition  to  Public  Law  92- 
603  (Campbell-Kenton  County  Medical  So- 
ciety) 

Resolution  G — Health  Maintenance  Organiza- 
tions and  Private  Insurance  Coverage  (Camp- 
bell-Kenton County  Medical  Society) 

Resolution  H — PL  92-603:  KMA  and  AMA 
Relationship  (Campbell-Kenton  County  Medi- 
cal Society) 

Resolution  I — PSRO  (Warren  County  Medical 
Society) 

Resolution  Y — PSRO  (KMA  Board  of  Trustees) 

Report  of  the  Kentucky 
Foundation  for  Medical  Care 

Report  of  the  President 

This  year  has  seen  a good  deal  of  activity  and 
progress  by  the  Foundation,  and,  as  my  term  expires, 
it  is  with  ambivalent  feelings  that  I consider  this 
year’s  end.  I have  had  the  honor  and  privilege  of 
serving  as  a President  of  the  Foundation  for  the  past 
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two  years  and  during  that  time  have  witnessed  the 
birth  and  development  of  some  noteworthy  projects. 

The  peer  review  mechanism,  which  was  begun  in 
earnest,  statewide,  six  years  ago,  has  achieved  a singu- 
lar degree  of  operation.  By  regionalizing  the  review 
system  in  the  form  of  county  society  and  trustee  dis- 
trict peer  review  committees,  there  has  been  es- 
tablished a review  process  which  maintains  local 
orientation  and  at  the  same  time,  impartiality,  and 
is  uniquely  suited  to  Kentucky’s  demography  and 
geography.  The  appeals  procedure  that  is  part  of  the 
system  can  readily  serve  as  a model  for  any  review 
mechanism  and  any  success  enjoyed  by  future  peer  re- 
view activities  will  be  based  in  large  part  on  these 
initial  experiences. 

Along  related  lines  there  is  another  project  worthy 
of  note  and  with  which  I have  been  quite  pleased  to 
see  the  Foundation  associated.  I assume  that  nearly 
everyone  has  become  somewhat  acquainted  with  the  * 
“Guidelines  for  Care”  developed  by  panels  of  medical 
specialists  under  the  auspices  of  the  Foundation.  Al- 
though the  book  that  was  published  was  a rudimen- 
tary effort,  it  seems  that  very  few  other  organizations 
have  undertaken  or  completed  such  a task.  Moreover, 
the  initial  project  as  well  as  follow-up  work  now 
being  accomplished  by  specialty  societies  was  com- 
pleted at  a very  nominal  cost  and  the  books  were 
provided  free  of  charge  to  every  KMA  member  and  , 
every  licensed  hospital  in  the  state.  I understand  that 
this  will  continue  to  be  an  ongoing  project,  and  I 
think  it  speaks  quite  highly  of  the  interest  in  peer  re-  | 
view  by  Kentucky  physicians. 

Continuing  medical  education  is  a project  that  has 
also  been  heavily  emphasized  by  the  Foundation.  I 
feel  that  we  physicians,  as  individuals  and  collective- 
ly, have  an  obligation  to  medicine  the  science,  our 
patient  public,  and  our  professional  competence  not 
only  to  participate  in  continuing  education  but  also  to 
insure  that  opportunities  are  available  for  such  partic- 
ipation. It  is  interesting  to  note  that  over  20  other 
state  medical  associations  have  instituted  some  formal  ^ 
program  for  continuing  education  in  addition  to  those  I 
programs  offered  by  state  and  national  medical  ' 
specialty  societies  and  the  AMA.  Regardless  of  any  : 
philosophical  argument  concerning  mandatory  as- 
pects of  continuing  education,  I see  this  area  as  one 
of  great  importance  both  now  and  in  the  coming 
years. 

Obviously,  a major  portion  of  KFMC  activities  this 
year  have  been  devoted  to  Professional  Standards  Re- 
view Organizations.  The  actions  of  the  AMA  House 
of  Delegates  in  passing  their  resolution  on  PSRO  and 
the  creation  by  the  combined  KMA  and  KFMC 
Boards  of  the  Kentucky  Peer  Review  Organization 
will  not  be  discussed  here  as  they  are  dealt  with  in 
more  detail  elsewhere  in  these  reports.  However,  the 
orientation  intended  by  means  of  the  AMA  resolution 
and  the  formation  of  KPRO  seem  to  be  the  only 
logical  steps  to  take  in  view  of  all  of  the  implications 
of  economics,  legal  aspects,  politics,  social  trends,  * 
and  the  future  of  medical  practice.  Although  or-  | 
ganized  medicine  does  not  have  complete  control 
over  this  legislation,  neither  can  this  legislation  im- 
pose complete  authority  over  the  profession. 

Kentucky  Medical  Association  • Decer 


There  is  a recommendation  before  this  House  of 
Delegates  concerning  deactivation  of  the  Foundation. 
The  recommendation  has  been  approved  by  both  the 
KM  A Board  of  Trustees  and  the  KFMC  Board  of 
Directors,  but  I would  like  to  interject  a personal 
observation.  The  Foundation  was  established  by  the 
House  primarily  in  anticipation  of  some  requirement 
for  automated,  concurrent  medical  care  appraisal, 
and  to  a lesser  degree,  as  a vehicle  for  involvement  in 
socio-economic  matters  of  concern.  The  accomplish- 
ment of  the  goal  of  medical  review  preparation  has 
been  completed  so  the  Foundation  presently  has  no 
outstanding  orientation.  The  rationale  used  by  the 
originators  of  the  Foundation  was  that  it  could  vir- 
tually fit  any  purpose  that  might  be  determined.  This 
would  still  be  the  case  if  it  is  deactivated,  and  by 
appointing  a 1974-75  Board  of  Directors,  the  Founda- 
tion could  be  reactivated  momentarily.  Additional 
consideration  for  deactivation  of  the  Foundation  is 
the  high  cost  in  time  and  involvement  necessary  for 
its  operation.  In  terms  of  the  “return”  on  this  invest- 
ment and  in  the  absence  of  peer  review,  we  must  ob- 
jectively consider  the  feasibility  of  continued  KFMC 
function.  My  personal  recommendation  parallels  that 
of  the  combined  Boards. 

It  would  be  virtually  impossible  to  adequately  ex- 
press my  gratitude  both  for  myself  and  on  behalf  of 
the  Board  to  all  those  who  have  toiled  with  such  great 
dedication  and  effort  in  Foundation  activities.  How- 
ever, realizing  the  inadequacy  of  such  expressions,  I 
hope  all  concerned  will  accept  my  sincere  “thanks” 
for  all  their  work. 

David  A.  Hull,  M.D.,  President 
Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  Kentucky  Foundation  for  Medi- 
cal Care  (KFMC  1)  was  reviewed.  The  committee  re- 
viewed the  report  of  the  President  and  wished  to 
commend  him  for  his  long  and  diligent  work. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Kentucky 
Foundation  for  Medical  Care 

Report  of  the  Board  of  Directors 

This  year  has  seen  the  accomplishment  of  sub- 
stantial efforts  by  the  Foundation  although  the  pri- 
mary activities  have  not  been  widely  varied.  The 
Foundation  Board  formally  met  twice  this  year  and 
met  once  jointly  with  the  KMA  Board.  The  Executive 
Committee  of  the  Board  of  Directors  met  once. 

Major  efforts  of  the  Foundation  were  in  the  area  of 
PSRO.  Peer  Review  has  been  a continuous  and  in- 
tense activity  but  has  not  required  a great  deal  of  at- 
tention by  the  Board  this  year,  and  other  areas  of 
endeavor  are  addressed  in  the  various  committee  re- 
ports. 

To  provide  a comprehensive  understanding  of  the 
Board’s  activities,  I would  like  to  present  their  ac- 
tions to  you  in  chronological  order  of  the  meetings  I 
have  mentioned. 

Meeting  of  the  Board  of  Directors,  October  18, 
1973.  The  first  meeting  of  the  Board  constituted  the 
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reorganizational  meeting  as  specified  in  the  Bylaws. 
Officers  were  elected  who  were  David  A.  Hull,  M.D., 
Lexington,  President;  W.  Neville  Caudill,  M.D., 
Louisville,  Vice  President;  Robert  G.  Cox,  Louisville, 
Secretary;  and  Paul  J.  Parks,  M.D.,  Bowling  Green, 
Treasurer.  An  Executive  Committee  was  appointed 
consisting  of  the  President,  Vice  President,  Treasurer, 
and  Lee  C.  Hess,  M.D.,  Florence;  and  Edward  N. 
Maxwell,  M.D.,  Louisville.  Committee  chairmen  and 
members  were  also  appointed. 

The  main  topic  of  the  meeting  consisted  of  discus- 
sions of  PSRO.  Specifically,  the  Board  noted  that  the 
KFMC  suggested  PSRO  implementation  plan  for 
Kentucky,  which  called  for  single  statewide  PSRO 
area  designation,  was  the  only  plan  submitted  to  the 
government  and  for  this  reason,  Kentucky  would 
probably  be  named  as  a single  area.  As  constituted, 
the  Foundation  did  not  qualify  as  a PSRO-eligible 
organization  because  it  was  not  open  to  all  licensed 
doctors  of  medicine  and  osteopathy  and  after  dis- 
cussion, the  Board  agreed  that  legal  counsel  should 
research  the  possibility  of  creating  a separate  or  sub- 
sidiary corporation  which  would  satisfy  the  PSRO 
law  with  the  provision  that  KMA/KFMC  should 
have  at  least  indirect  control  over  its  operations. 

The  Board  also  considered  the  possibility  of  in- 
cluding lay  representatives  on  the  KFMC  Board  with 
regard  to  PSRO  operations  but  after  noting  that  the 
Foundation  had  been  established  by  the  House  of 
Delegates  to  specifically  exclude  non-physicians,  it 
was  agreed  that  a lay  advisory  council  would  be 
more  advisable.  As  provided  for  in  the  Foundation 
Bylaws,  such  an  advisory  council  could  be  appointed 
and  lay  representatives  could  act  in  a consulting 
fashion.  Additional  actions  in  this  regard  were  held  in 
abeyance  pending  study  of  the  feasibility  of  establish- 
ing a separate  PSRO  corporation. 

A potential  role  for  the  KMA  Interspecialty  Coun- 
cil in  working  on  the  Norms  for  Care  project  was 
suggested  and  it  was  agreed  that  the  Council  members 
should  be  approached  with  the  idea. 

In  peer  review  matters,  the  Board  adopted  as  policy 
that  it  would  support  all  activities  and  findings  of 
various  KMA  peer  review  committees  to  include  ap- 
pearance and  testimony  by  KMA  officials  in  legal 
proceedings  with  regard  to  peer  review  findings. 

Meeting  of  KFMC  Executive  Committee,  Decem- 
ber 13,  1973.  At  the  December  meeting  of  the  Execu- 
tive Committee,  the  members  received  an  update  on 
current  PSRO  activities.  It  was  announced  that  the 
Department  of  HEW  would  soon  be  issuing  PSRO 
regulations  or  a program  operations  manual  and 
hopefully,  many  of  the  questions  that  had  surfaced 
with  regard  to  such  matters  as  the  development  of 
norms,  utilization  of  lay  personnel,  etc.,  would  there- 
by be  answered. 

Legal  advice  was  received  to  the  effect  that  the 
Foundation  would  not  qualify  as  a PSRO-eligible 
organization,  and  it  was  suggested  that  a separate 
corporation  should  be  created  whose  Board  of  Di- 
rectors should  range  from  12  to  25  members,  the 
majority  of  which  would  represent,  for  example,  each 
of  the  KMA  Trustee  Districts. 

At  the  request  of  the  Claims  and  Utilization  Re- 
view Committee,  the  Board  had  been  asked  to 
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stipulate  a relationship  between  the  peer  review  mech- 
anism and  the  Board  of  Medical  Licensure  for  peer 
review  purposes  because  periodically,  matters  come 
to  the  attention  of  the  review  system  which  should 
probably  be  referred  to  the  Licensure  Board  for 
consideration.  The  Board  voted  that  when  such  mat- 
ters arise,  the  CURC  should  refer  them  to  the  Foun- 
dation Board  for  further  referral  if  necessary. 

After  some  discussion,  the  Board  agreed  to  make  a 
definite  request  to  the  KMA  Interspecialty  Council 
that  their  individual  members  contact  their  respective 
specialty  societies  to  determine  if  they  would  be 
willing  to  appoint  ongoing  norms  panels  and  also  to 
determine  the  views  of  the  various  societies  on  con- 
tinuing medical  education. 

Because  of  the  increasing  volume  and  intricacies  of 
PSRO  research,  it  was  voted  to  change  the  Bylaws  so 
that  the  Board  could  be  enlarged  to  a total  of  twenty 
members  and  the  appointment  of  James  B.  Holloway, 
M.D.,  Lexington,  was  to  be  suggested  to  the  KMA 
Board  for  such  appointment. 

Additional  members  were  appointed  to  the  Claims 
and  Utilization  Review  Committee  for  the  specialties 
of  internal  medicine,  surgery,  and  physical  therapy 
and  rehabilitation,  to  fur.ther  expand  that  Commit- 
tee’s capabilities. 

Joint  Meeting  with  the  KMA  Board,  April  11, 
1974.  The  KFMC  Board  met  jointly  with  the  KMA 
Board  in  April  to  consider  the  subject  of  forming  a 
corporation  to  conduct  PSRO  activities.  In  an  effort 
to  comply  with  all  requirements  of  the  law  while  at 
the  same  time  emphasizing  professionally  controlled 
review  rather  than  review  solely  by  federal  mandate, 
the  formation  of  a new  corporation,  the  Kentucky 
Peer  Review  Organization,  was  suggested.  KPRO 
would  perform  ongoing,  concurrent  review  for  any 
contracting  party  whether  the  government  enters  into 
an  agreement  for  PSRO  purposes  or  not.  Information 
on  this  action  had  been  mailed  earlier  to  all  Trustees 
and  Board  members  and  draft  Articles  of  Incorpora- 
tion were  prepared  and  submitted.  If  approved, 
KPRO  would  be  a free-standing  organization  open  to 
all  doctors  of  medicine  and  osteopathy,  would  have 
an  Advisory  Committee  in  addition  to  a Board  of 
Directors,  would  have  the  authority  to  contract  with 
any  group  desiring  review,  and  would  be  incor- 
porated and  initially  controlled  by  the  KMA  Board. 

The  government  was  in  the  process  of  letting 
PSRO  planning  grants,  and  in  discussions,  it  was  de- 
termined that  a proposal  for  a grant  should  be  sub- 
mitted so  there  would  be  an  opportunity  to  organize 
this  corporation  in  a manner  agreeable  both  with  the 
KMA  members  and  the  Department  of  HEW.  KPRO 
was  then  formally  incorporated. 

A motion  was  made  that  members  of  the  KMA 
Board  absent  from  the  meeting  be  notified  of  these 
actions  and  polled  to  determine  if  they  wished  to  join 
the  KPRO  Board. 

Meeting  of  the  Board  of  Directors,  August  14, 
1974.  The  meeting  began  with  a presentation  to 
Marvin  A.  Bowers,  Jr.,  M.D.,  in  commemoration  of 
and  commendation  for  his  efforts  in  the  field  of  peer 
review. 


Final  reports  of  the  Foundation  committees  were 
submitted  and  accepted  for  information. 

A recommendation  was  considered  that  called  for 
certain  committee  changes  and  deactivation  of  the 
Foundation.  This  recommendation,  which  was  re- 
ceived from  the  KMA  Executive  Committee,  sug- 
gested that  the  Foundation  was  formed  primarily  to 
conduct  peer  review  activities  in  anticipation  of  some 
federal  medical  care  appraisal  requirement  and  that 
that  requirement  had  now  been  fulfilled  with  the  es- 
tablishment of  KPRO.  Because  the  Foundation  would 
no  longer  have  any  PSRO  responsibilities  and  to 
promote  the  efficiency  of  KMA  operations,  the  fol- 
lowing committee  arrangements  were  suggested: 

Claims  and  Utilization  Review  Committee — trans- 
fer back  to  KMA 

Continuing  Medical  Education  Committee — trans- 
fer back  to  KMA 

Health  Care  Delivery  Committee — reappoint  only 
when  needed 

Health  Insurance  Standards  Committee — reappoint 
only  when  needed 

Health  Manpower  and  Placement  Services  Com- 
mittee— transfer  back  to  KMA. 

It  was  further  recommended  that  the  Foundation  be 
placed  in  an  inactive  status  but  that  the  availability  of 
the  corporation  should  be  maintained  so  that  it  could 
be  reactivated  momentarily  when  such  a need  might 
arise.  This  recommendation  was  approved  along  with 
a resolution  to  be  submitted  to  the  House  of  Dele- 
gates to  this  effect. 

The  subject  of  peer  review  expenses  was  discussed 
in  line  with  administrative  and  other  costs  connected 
with  review  operations.  In  order  that  an  objective 
consideration  of  this  subject  could  be  conducted,  an 
Ad  Hoc  Committee  was  appointed  to  make  a study  of 
reasonable  peer  review  expenses  for  purposes  of 
budgeting  and  developing  realistic  expenditure  cate- 
gories. 

The  Board  was  advised  that  the  KMA  Inter- 
specialty Council  had  made  some  progress  in  updat- 
ing the  Norms  for  Care  and  voted  to  refer  this  entire 
project  to  the  Kentucky  Peer  Review  Organization  be- 
cause of  the  application  of  diagnostic  criteria  to  PSRO 
operations. 

Although  numerous  other  items  were  discussed 
and  acted  upon  by  the  Board  that  do  not  appear  in 
this  report,  it  does  provide,  in  summary  form,  the 
major  subjects  that  were  addressed.  It  has  been  my 
personal  pleasure  over  the  past  three  years  to  have 
served  on  this  Board,  and  I would  like  to  express  my 
deep  thanks  to  all  of  my  fellow  Directors  for  their 
help  and  support.  Our  meetings  have  invariably  been 
long  and  tedious  making  the  Board’s  efforts  that 
much  more  difficult,  in  addition  to  the  import  of  the 
matters  considered.  While  all  of  the  material  dis- 
cussed and  acted  upon  by  the  Board  may  not  have 
been  pleasant  nor  popular,  I can  make  assurances 
that  each  subject  was  treated  objectively  and  head-on. 
The  best  interests  of  the  profession  and  our  patients 
always  assumed  a role  of  the  highest  priority  in  the 
Board’s  deliberations. 

David  A.  Hull,  M.D..  President 
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Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  the  Report  of  the  Board  of 
Directors  of  the  Kentucky  Foundation  for  Medical 
Care.  We  commend  this  Board  for  a job  well  done. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Kentucky 
Foundation  for  Medical  Care 

Report  of  the  Claims  and  Utilization 
Review  Committee 

A number  of  new  procedures  were  instituted  by  the 
Claims  and  Utilization  Review  Committee  this  year 
in  an  effort  to  make  the  review  mechanism  more  ef- 
fective. 

Because  of  the  traditional  reorganization  of  KMA 
and  the  Foundation  in  the  fall,  as  well  as  county 
medical  society  organizations,  the  “official  review 
year”  was  established  to  coincide  with  the  calendar 
year.  In  addition,  meetings  of  the  state  Committee 
were  scheduled  in  advance  so  that  it  would  meet  once 
each  quarter.  This  process  was  effected  to  allow  in- 
surance carriers  and  other  submitting  parties  sufficient 
advance  time  for  submission  of  matters  requiring  state 
Committee  review.  Because  the  bulk  of  review  is  now 
being  accomplished  at  the  Trustee  District  and  county 
society  level,  it  has  not  been  necessary  for  the  state 
Committee  to  meet  more  often  than  each  quarter. 

For  the  convenience  of  peer  review  committee 
chairmen,  a number  of  forms  and  form  letters  were 
adopted  so  that  time-consuming  and  costly  corre- 
spondence would  be  kept  at  a minimum.  In  March,  a 
meeting  of  all  Trustee  District  and  county  society  re- 
view committee  chairmen  was  convened  where  these 
forms  were  discussed  and  approved  as  were  guidelines 
for  review  committee  operations.  Although  the  Com- 
mittee guidelines  were  not  intended  as  hard  standards, 
they  have  proven  to  be  useful  in  guiding  review 
procedures  and  have  helped  to  standardize  the  system. 

A new  trend  in  the  adjudicative  process  occurred 
this  year  with  an  increase  in  the  number  of  claims 
submitted  involving  utilization.  It  is  our  feeling  that 
utilization  review  serves  to  underscore  the  responsi- 
bility of  review  committees  because  the  adjudication 
of  quality  of  care  is  required.  It  has  been  our  ex- 
perience that  such  quality  care  review  provides  a true 
and  unique  educational  opportunity  for  both  review 
committee  members  and  attending  physicians,  and  for 
this  reason,  we  encourage  each  hospital  utilization  re- 
view committee  to  become  as  deeply  involved  in  re- 
view matters  as  possible. 

Although  the  state  Committee  is  not  directly  in- 
volved in  the  “Norms  for  Care”  project  being  di- 
rected by  the  KFMC  Board  of  Directors,  we  noted 
with  interest  the  activities  of  the  members  of  the 
KMA  Interspecialty  Council  in  this  regard  and  would 
certainly  endorse  their  efforts. 

The  committee  is  aware  of  the  question  raised  by 
many  concerning  the  future  of  the  current  peer  re- 
view mechanisms  with  regard  to  the  effects  of  PSRO. 
Public  Law  92-603  requires  that  PSRO  be  applicable, 
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at  least  for  the  present,  only  to  beneficiaries  of  the 
Medicare  and  Medicaid  programs.  It  is  obvious, 
however,  that  any  form  of  national  health  insurance 
will  be  interrelated  with  PSRO  operations.  We  feel, 
though,  that  in  view  of  the  many  uncertainties  that 
have  surrounded  the  PSRO  program  thus  far,  not 
withstanding  the  unknown  future  of  national  health 
insurance,  the  need  for  the  present  review  system  will 
continue  to  be  substantial  for  quite  some  time.  We 
feel  that  the  review  efforts  of  private  practicing 
physician  peers  constitutes  an  effective  buffer  be- 
tween the  practitioner  and  those  non-professionals 
who  would  mandate  medical  care  by  administrative 
edict. 

I feel  that  all  Kentucky  physicians  owe  a great  debt 
of  gratitude  to  all  KMA  peer  review  committee 
members  for  their  difficult  and  often  thankless  ef- 
forts. 

W.  Neville  Caudill,  M.D.,  Chairman 
Recommendations,  Reference  Committee  No.  4 
The  committee  reviewed  the  Report  of  the  KFMC 
Claims  and  Utilization  Review  Committee.  We  rec- 
ognize and  appreciate  the  importance  of  this  com- 
mittee’s work. 

Mr.  Speaker,  I move  adoption  of  this  section  of  the 
report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Kentucky 
Foundation  for  Medical  Care 

Report  of  the  Health  Insurance  Standards 

The  Committee  met  twice  during  the  year  and  con- 
tinued its  research  into  the  feasibility  of  adopting 
minimum  standards  for  health  insurance.  Earlier  ef- 
forts had  shown  that  evaluation  of  all  individual 
policies  sold  in  the  state  of  Kentucky  was  impossible 
as  some  700  different  policies  are  available.  Research 
was,  therefore,  directed  this  year  to  accomplishments 
by  other  groups  who  had  studied  the  subject  in  hopes 
of  formulating  some  general  guidelines. 

On  the  basis  of  noteworthy  accomplishments  in 
this  area,  groups  contacted  were  the  state  Departments 
of  Insurance  of  California,  Georgia,  Arizona,  and 
Massachusetts;  the  National  Association  of  Insurance 
Commissioners;  and  the  Health  Insurance  Association 
of  America.  Quite  a volume  of  material  was  eventual- 
ly received  from  these  groups,  and  in  summary,  the 
most  affirmative  aspects  of  establishing  minimum 
standards  for  health  insurance  appeared  to  be: 

There  should  be  honesty  in  advertising  of  insurance 
policies  and  individual  policyholders  should  be  in- 
formed of  the  exact  nature  of  coverage  provided  as 
well  as  that  not  provided. 

Health  insurance  benefits  provided  should  be  of 
real  economic  value  to  the  insured.  The  designation 
of  “real”  economic  value  would,  of  course,  vary 
according  to  the  purpose  of  the  policy.  Fraudulent, 
illusory,  and  economically  unsound  policies  with 
regard  to  coverage,  duration  of  benefits,  and  costs 
should  be  prohibited. 

One  group,  the  National  Association  of  Insurance 
Commissioners,  had  developed  a “model”  health 
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insurance  policy  statute  and  were  working  on 
“ideal”  implementing  regulations  that  could  be  in- 
troduced to  state  legislatures.  This  model  health  in- 
surance policy  was  to  cover  certain  minimum  re- 
quirements, but  avoided  very  rigid  guidelines,  leav- 
ing to  the  insurance  commissioner  his  objective 
appraisal  of  any  new  policies  as  to  whether  these 
were  in  the  “public  interest”. 

It  was  noted  that  there  should  be  a concern  over 
the  possible  inflexibility  of  a minimum  standards 
law  particularly  because  some  insurance  policies 
have  been  developed  to  supplement  other  policies 
of  individuals  or  groups. 

The  Committee  recognized  the  potential  impact  of 
national  health  insurance  and  realized  that  the  efforts 
and  deliberations  of  a committee  such  as  ours  might 
be  totally  out  of  order  as  basic  standards  may  be  set 
by  national  governmental  committees.  It  was,  there- 
fore, concluded  that  to  try  to  set  minimum  insurance 
standards  and  minimum  coverage  to  be  provided  by 
policies  was  unrealistic  but  certain  minimum  guide- 
lines could  be  identified  and  should  be  followed. 

On  the  basis  of  all  of  its  studies,  the  Committee, 
therefore,  recommends  the  following  proposed  guide- 
lines for  minimum  health  insurance  coverage: 

1)  The  insurance  carrier  should  be  responsible  for 
informing  each  policyholder  of  the  exact  coverage 
provided  by  his  insurance  policy  including  services  ex- 
cluded. 

2)  Insurance  carriers  should  encourage  purchasers 
to  obtain  coverage  that  is  adequate  and  equitable  to 
current  medical  and  hospital  costs  but  no  purchaser 
should  be  prohibited  from  buying  any  coverage  of- 
fered. 

3)  Insurance  purchasers  should  be  encouraged  to 
acquire  only  that  insurance  that  is  of  sound  economic 
value. 

4)  All  insurance  companies  selling  health  insurance 
in  the  Commonwealth  should  be  required  to  adhere  to 
basic  principles  of  honesty  in  advertising  and  opera- 
tion. 

5)  Policyholders  should  be  encouraged  to  period- 
ically update  their  coverage  by  the  carrier  to  reflect 
increased  costs. 

The  Committee  was  fortunate  this  year  in  having 
the  advice  and  suggestions  of  Mr.  Rufus  Sadler, 
representing  the  Kentucky  Health  Insurance  Council, 
and  Mr.  James  S.  Judy,  representing  Kentucky  Blue 
Cross-Blue  Shield. 

Richard  F.  Grise,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  KFMC  Health  Insurance  Stand- 
ards Committee  was  reviewed  and  approved. 

Mr.  Speaker,  I move  adoption  of  this  section  of  the 
report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Kentucky 
Foundation  for  Medical  Care 

Report  of  the  Health  Manpower 
and  Placement  Services  Committee 

This  year  the  Health  Manpower  and  Placement 
Services  Committee  devoted  most  of  its  time  to  the 


consideration  of  allied  health  professions  training 
programs  within  the  state. 

Particular  discussions  centered  about  the  role  and 
purposes  of  the  physician’s  assistant.  A rather  com- 
prehensive review  was  made  of  the  Clinical  Associate 
Program  at  the  University  of  Kentucky,  the  only 
Physician’s  Assistant  program  within  the  state.  The 
Committee  reinforced  its  endorsement  of  the  pro- 
gram and  expressed  its  continuing  interest  in  its 
progress. 

Another  area  of  concern  to  the  Committee  was  the 
problem  of  locating  allied  health  programs  in  regions 
of  need.  Continuing  surveillance  by  properly  staffed 
Comprehensive  Health  Planning  “B”  agencies  offers  a 
potential  for  providing  the  data  necessary  for  making 
such  decisions. 

In  addition,  the  Council  on  Public  Higher  Educa- 
tion is  engaged  in  a comprehensive  study  of  the 
health  manpower  needs  within  the  state.  Its  final  re- 
port due  early  next  year  should  be  of  great  help  in 
providing  specific  information  on  areas  of  health  care 
personnel  shortages. 

Joseph  Hamburg,  M.D.,  Chairman 
Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  KFMC  Health  Manpower  and 
Placement  Services  Committee — KFMC  6,  was  re- 
viewed and  approved. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Board  of  Directors  of 
Kentucky  Physicians  Mutual,  Inc. 

As  Chairman  of  the  Board  of  Kentucky  Physicians 
Mutual,  Inc.  (Blue  Shield  of  Kentucky),  it  is  a 
pleasure  for  me  to  present  a report  of  another  year  of 
growth  and  positive  accomplishments.  The  challenges 
to  health  care  providers  and  to  Blue  Shield  and  the 
voluntary  system  continue.  Priority  issues  continue  to 
be  health  care  cost  and  its  constant  increase,  govern- 
mental involvement,  public  attitudes  and  press  cov- 
erage. 

The  impact  of  the  President’s  Economic  Stabiliza- 
tion Order  was  still  with  us  in  1973;  however,  we  had 
an  excellent  year  of  new  enrollment.  In  1973,  1,333 
additional  companies  voluntarily  enrolled  their  em- 
ployees and  dependents  in  Blue  Shield  of  Kentucky, 
making  a total  of  13,967  member  groups.  This  pro- 
duced a membership  growth  of  5.40%  over  the  previ- 
ous year.  Over  1,300,000  Kentuckians  are  now  cov- 
ered by  Kentucky  Blue  Shield.  In  1973,  Blue  Sheild  of 
Kentucky  paid  in  excess  of  $26,922,482  for  services 
rendered  to  its  members  bringing  the  total  payment  to 
physicians,  since  the  organization  of  Blue  Shield  of 
Kentucky  in  1949,  to  over  $208,000,000. 

More  than  784,000  of  our  members  carry  addi- 
tional benefits  through  Major  Medical  and  Extended 
Benefits  to  help  pay  the  cost  of  long-term  and 
catastrophic  illness,  and  some  75,588  people  are  pro- 
tected by  the  Blue  Cross  and  Blue  Shield  Medicare 
Supplemental  Program.  The  Prescription  Drug  Pro- 
gram now  has  36,578  members;  and  during  last  year, 
$455,812  was  paid  in  prescription  benefits. 
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Physicians,  hospitals,  Blue  Cross  and  Blue  Shield 
and  the  entire  health  industry  have  been  under  strict 
price  controls  since  August,  1971.  With  the  lifting  of 
these  controls  effective  May  1,  1974,  close  public  and 
governmental  scrutiny  of  health  care  costs  became 
evident.  Many  people  predicted  huge  increases  in 
hospital  rates  and  professional  fees.  Rates  and  fees 
have  gone  up  since  the  lifting  of  controls.  These  in- 
creased charges  have  a direct  effect  on  Blue  Cross  and 
Blue  Shield  payments  and  general  dues  increases  are 
being  delivered  at  this  time.  All  Class  I groups  (un- 
der 50  employees)  and  nongroup  subscribers  are  re- 
ceiving adjustments  beginning  September  1,  1974, 
and  increases  in  the  inflationary  trend  factors  have 
been  instituted  in  rating  larger  groups. 

We  may  at  last  be  at  the  point  where  many  low 
benefit  programs  can  be  eliminated  from  the  market- 
place. Discussions  have  been  held  with  the  Com- 
missioner of  Insurance  about  automatically  upgrading 
the  benefits  of  those  subscribers  now  covered  by 
Standard  Blue  Cross  and  Standard  Blue  Shield.  We 
hope  to  be  in  a position  to  make  a positive  report  on 
upgrading  these  contracts  in  next  year’s  report. 

We  have  watched  with  much  interest  the  debate 
that  has  been  occurring  over  national  health  insurance 
for  the  past  few  years.  Our  national  offices  believe 
that  the  voluntary  system  will  continue  to  play  a vital 
role  in  NHI  and  that  the  passage  of  such  legislation 
will  provide  many  new  challenges  and  opportunities. 
We  believe  that  our  elected  officials  in  Washington 
recognize  that  the  health  care  system  in  America  has 
far  more  strengths  than  some  would  lead  us  to  be- 
lieve and  that  the  ultimate  NHI  bill  enacted  will  build 
upon  the  best  of  what  now  exists,  maximizing  the 
services  available  through  voluntary  prepayment  or- 
ganizations. 

To  date,  our  Blue  Shield  Plan  has  maintained  its 
financial  stability  and  continues  to  have  one  of  the 
lowest  operating  costs  per  member  of  Blue  Shield 
Plans  of  our  size  across  the  nation.  We  have  $10.89 
reserve  per  member. 

The  physician  staff  of  Blue  Cross  and  Blue  Shield’s 
Medical  Services  Consultation  has  been  expanded 
with  the  addition  of  Parnell  Rollings,  M.D.,  joining 
Henry  Asman,  M.D.,  and  Frank  Radmacher,  M.D. 
Doctor  Rollings,  a family  practitioner,  joined  the 
staff  in  February,  1974,  as  a Medical  Consultant. 

Some  areas  of  new  development  are:  revision  and 
wider  marketing  of  diagnositic  outpatient  coverage; 
expansion  of  Major  Medical  Certificates  to  maxi- 
mums  of  $250,000;  and  consideration  to  lowering 
eligible  employer  groups  from  a minimum  of  five 
employees  to  a minimum  of  two  employees. 

We  now  have  over  252,000  Kentuckians  covered 
by  Usual,  Customary  and  Reasonable  Programs. 
Physician  participation  continues  to  increase  with 
2,490  Kentucky  physicians  participating.  In  1973, 
194,090  Usual,  Customary  and  Reasonable  claims 
were  processed,  representing  payment  for  professional 
services  in  excess  of  $8,507,821.  Of  these  claims, 
only  3,647  required  special  handling  by  our  Pro- 
fessional Relations  staff  and  3,274  of  them  were 
processed  either  by  additional  information  or  re- 
consideration of  the  submitted  fee.  Only  310  cases 
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(or  less  than  two-tenths  of  1%  of  all  cases  processed) 
required  review  by  peer  review  committees. 

At  the  direction  of  the  Blue  Shield  Board,  staff  has 
continued  with  the  development  of  individual  physi- 
cian fee  profiles  for  use  in  the  administration  of  the 
Usual,  Customary  and  Reasonable  Program.  The 
computer  programming  has  been  completed,  and  in- 
dividual fee  profiles  are  scheduled  to  be  produced  for 
each  physician  submitting  Blue  Shield  claims  on  or 
after  January  1,  1975.  The  use  of  profiles  will  provide 
improvements  in  the  administration  of  the  Usual, 
Customary,  and  Reasonable  Program.  Prior  to  im- 
plementing the  profiles,  a discussion  will  be  held  with 
each  individual  physician,  and  an  agreement  reached 
on  his  profiled  charges.  This  will  enable  the  physician 
to  know  in  advance  what  to  expect  regarding  Blue 
Shield’s  Usual,  Customary  and  Reasonable  payments 
for  his  services,  and  the  use  of  profiles  in  general  will 
better  enable  staff  to  define  charging  patterns,  and 
more  accurately  rate  employee  groups  who  are  en- 
rolled in  Blue  Shield’s  Usual,  Customary  and  Rea- 
sonable benefits.  Prior  to  implementing  individual  fee 
profiles  on  a statewide  basis,  staff  will  test  the  pro- 
files with  several  groups  of  physicians  who  have 
offered  to  assist.  Modification  in  programming  and 
systems  affecting  the  production  of  profiles  can  be 
made  as  a result  of  these  experiments  and  profiles  for 
the  Usual,  Customary  and  Reasonable  Program  can 
be  fully  operative  by  early  1975. 

The  coding  and  nomenclature  system  used  in 
processing  Blue  Shield  claims  was  developed  in  1964 
and  has  become  outdated  by  advances,  new  proce- 
dures and  techniques  of  modern  medicine.  On 
January  1,  1975,  a new  coding  and  nomenclature  sys- 
tem developed  by  the  National  Association  of  Blue 
Shield  Plans  will  be  implemented.  This  is  a very 
comprehensive  four  digit  system  and  will  be  a posi- 
tive accomplishment  in  better  defining  services  ren- 
dered by  physicians,  and  thus  will  improve  the  ac- 
curacy of  our  claims  processing. 

The  Utilization  Review  Program  has  been  de- 
veloped to  establish  norms  and  patterns  of  health 
care  in  Kentucky.  Using  data  gathered  from  inpatient 
hospital  cases,  the  computerized  program  maintains 
statistical  information  from  which  routine,  special  and 
exception  reports  are  generated.  Using  these  reports, 
an  educational  approach  is  being  taken  with  providers 
of  care.  Each  hospital  in  the  state  has  now  been 
presented  a Utilization  Review  report  outlining  data 
gathered  from  1973  inpatient  Blue  Cross  cases. 
Quarterly  follow-up  reports  have  also  been  generated 
and  sent  to  each  hospital.  These  reports  can  be  very 
valuable  to  the  Medical  Staffs  and  Utilization  Review 
Committees  of  our  hospitals  in  monitoring  and 
evaluating  medical  care  and  individual  physician 
practices. 

Provider  response  has  been  excellent  and  several 
hospital  Utilization  Review  Committees  have  re- 
quested additional  reports  and  special  studies. 

We  are  all  aware  of  Congress’  mandate  to  develop 
Professional  Standards  Review  Organizations.  Blue 
Shield  of  Kentucky  has  continued  to  work  closely 
with  the  Kentucky  Medical  Association,  the  Kentucky 
Foundation  for  Medical  Care  and  the  Kentucky 
Professional  Review  Organization  in  the  PSRO  de- 
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velopment.  We  see  a very  viable  role  in  working  with 
the  development  in  such  areas  as  providing  statistical 
information  for  developing  standards  for  medical 
care,  parameters  for  case  review,  communications  and 
education  with  the  review  committees  and  provider 
segment.  We  recognize  the  necessity  of  working  with 
and  helping  make  successful  any  Professional  Stand- 
ards Review  Organization  approach  that  is  developed 
because  of  our  responsibility  to  our  subscribers  and 
the  dollars  they  have  entrusted  with  Blue  Shield  of 
Kentucky. 

PSRO  legislation  emphasizes  more  than  ever  before 
the  need  for  data  gathering  and  reporting  programs 
such  as  the  Kentucky  Utilization  Program  (KUP). 
There  are  now  over  50  hospitals  participating  in  the 
KUP  Program  and  we  expect  the  number  of  partici- 
pating hospitals  to  increase  with  the  legislated  need 
for  such  information. 

Blue  Shield  has  previously  reported  to  the  KMA 
House  of  Delegates  our  position  to  experiment  with 
alternate  methods  of  health  care  delivery.  With  the 
passage  of  a Federal  Health  Maintenance  Organiza- 
tion Act,  and  the  passage  of  a State  Health  Main- 
tenance Organization  Act,  several  federally  funded 
HMO’s  have  begun  operation.  Those  currently  in 
existence  represent  a closed  panel  approach.  Blue 
Shield,  jointly  with  Blue  Cross  of  Kentucky,  has  now 
developed  a prototype  of  an  experimental  Alternate 
Delivery  System  utilizing  the  Individual  Practice  As- 
sociation approach  which  represents  open  panel  prac- 
tice. 

With  operating  HMO's  now  in  existence  it  is  nec- 
essary for  Blue  Shield  to  step  up  its  timetable  of 
development  and  implementation.  The  Individual 
Practice  Association  approach  eliminates  the  need 
for  and  the  cost  of  financing  new  bricks  and  mortar 
which  may  be  duplicative  of  existing  facilities.  This 
approach  proposes  contractual  relationships  with 
physicians  in  the  setting  in  which  they  currently 
practice  medicine.  In  order  to  be  competitive  in  the 
marketplace  and  to  be  able  to  offer  a true  dual 
choice  to  subscribing  members,  the  new  program 
will  be  developed  in  a manner  that  it  can  eventually 
be  certified  by  HEW  under  the  Federal  Health  Main- 
tenance Organization  Act  of  1973.  It  will  also  meet 
the  criteria  of  the  HMO  Act  passed  by  the  1974 
session  of  the  Kentucky  Legislature. 

As  in  the  past,  Blue  Shield’s  Alternate  Delivery 
System  will  seek  the  support  of  organized  medicine 
and  will  operate  within  the  framework  of  the  Ken- 
tucky Medical  Association  and  its  constituent  County 
Medical  Societies.  The  Individual  Practice  Associa- 
tion approach  is  one  that  has  the  flexibility  to  be 
utilized  in  both  a rural  and  an  urban  setting,  and 
continues  to  permit  the  subscribing  member  a free 
choice  of  hospitals  and  a free  choice  of  physicians. 
We  propose  to  have  it  operational  within  the  next  12 
months. 

The  Consumer  Advisory  Committee  - to  Blue 
Shield  continues  to  express  concern  over  increasing 
health  care  costs  and  has  urged  the  Board  of  Di- 
rectors of  Kentucky  Blue  Shield  to  expedite  its  de- 
velopment of  an  Alternate  Delivery  System  permitting 
dual  choice  among  members.  They  also  have  ex- 
pressed support  for  the  continued  implementation  of 


programs  which  help  contain  costs  while  maintaining 
quality  care. 

The  voluntary  prepayment  system  is  strong,  vital, 
and  continues  to  grow.  There  are  many  dedicated 
people  in  and  out  of  medicine  who  voluntarily  give 
of  their  time  to  make  it  work  and  we  are  extremely 
grateful  to  them.  As  Chairman  of  the  Board  and 
speaking  for  the  Board,  we  know  our  objectives  are 
in  the  best  interest  of  the  people,  the  medical  pro- 
fession, and  our  voluntary  system.  We  again  thank 
the  entire  medical  profession  of  Kentucky  and  the 
staff  of  the  Kentucky  Medical  Association  for  their 
cooperation  and  contribution  in  the  past  year.  We 
know  that  our  future  successes  and  failures  will  be 
largely  dictated  by  how  we  respond  to  the  oppor- 
tunities and  challenges  facing  the  voluntary  system. 

George  W.  Pedigo,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  the  Report  of  the  Board 
of  Directors  of  the  Kentucky  Physicians’  Mutual, 
Inc.  Special  attention  should  be  drawn  to  two  pages 
in  this  report.  These  are  page  14.4,  the  first  full 
paragraph  having  to  do  with  individual  fee  profiles 
of  physicians;  and  the  two  full  paragraphs  on  page 
14.7,  regarding  the  development  by  Blue  Shield  of 
an  HMO  type  health  care  delivery  system. 

Mr.  Speaker,  I move  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Advisory  Committee 
to  Blue  Cross  and  Blue  Shield 

The  KMA  Advisory  Committee  to  Blue  Cross 
and  Blue  Shield  met  at  the  KMA  Headquarters 
office  on  April  3,  1974. 

The  first  order  of  business  was  to  review  that  the 
purpose  of  the  Committee  is  to  “Monitor  the  opera- 
tion of  Kentucky  Blue  Cross  and  Blue  Shield  with 
the  objective  of  striving  to  furnish  for  the  public  the 
most  advantageous  coverage  possible  for  the  premium 
dues  paid,  avoiding  abuses  of  Blue  Cross  and  Blue 
Shield  to  include  studying  and  correcting  trends  be- 
fore they  develop  into  abuses  and  continuing  to  keep 
Kentucky  physicians  informed,  interested  and  with 
a voice  in  the  operation  of  Blue  Cross  and  Blue 
Shield.” 

In  addition  to  Mr.  Doug  Sutherland,  Vice  Presi- 
dent; and  Mr.  Tom  Stroud,  Director  of  Professional 
Relations;  we  were  pleased  to  have  Blue  Shield’s 
Director  of  Medical  Service,  Henry  B.  Asman,  M.D., 
and  Parnell  Rollings,  M.D.,  who  recently  joined  the 
Blue  Shield  staff,  with  us. 

The  following  will  summarize  staff  reports  that 
reflect  continued  activity  and  leadership  provided  by 
Kentucky  Blue  Cross  and  Blue  Shield. 

Enrollment 

Staff  reported  that  1973  was  the  second  best  year 
in  the  history  of  Kentucky  Blue  Cross  and  Blue 
Shield  for  membership  growth.  Your  Advisory  Com- 
mittee heard  reports  indicating  that  a great  deal  of 
effort  is  being  placed  in  upgrading  existing  lower 
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benefit  programs  to  a more  realistic  coverage.  Many 
Standard  Blue  Cross  and  Blue  Shield  certificates 
were  updated  during  1974  and  discussions  are  being 
held  with  the  Department  of  Insurance  concerning 
the  possibility  of  automatically  upgrading  them. 

The  Committee  learned  that  there  has  been  a 
major  expansion  of  the  Major  Medical  certificates  to 
a maximum  of  $250,000.  This  increased  coverage  is 
limited  to  groups  of  fifty  or  over  at  present  and 
there  are  now  13  such  groups  which  total  7,265 
contracts.  More  groups  will  be  upgrading  to  this 
benefit  in  the  future. 

Staff  also  reported  that  they  are  continuing  to  mar- 
ket their  Usual,  Customary  and  Reasonable  certificate 
and  more  and  more  companies  are  going  to  this 
paid-in-full  type  program  rather  than  the  indemnity 
plans.  Staff  also  reported  that  the  Delta  Dental  Plan 
is  growing  with  several  groups  enrolled  and  several 
more  expressing  considerable  interest  in  it. 

Professional  Relations 

During  1973,  the  Professional  Relations  staff  con- 
tacted over  7,000  physicians’  offices,  personally  con- 
tacting the  physician  in  over  2,300  of  these  calls.  In 
addition,  the  staff  made  2,478  hospital  calls,  400 
contacts  for  skilled  nursing  facilities,  142  calls  on 
home  health  agencies,  864  in  dental  offices,  189 
calls  on  pharmacies  and  completed  170  Utilization 
and  Review  surveys  for  Part  A Medicare. 

The  Professional  Relations  staff  also  made  455 
other  contacts  which  included  Kentucky  Hospital 
Association  meetings.  Hospital  Conferences  and 
Kentucky  Medical  Association  meetings. 

Claims 

During  1973  Blue  Cross  and  Blue  Shield  processed 
a total  of  1,340,000  claims.  It  was  noted  that  with 
this  volume  of  claims  there  are  problems  that  require 
considerable  staff  time  for  research  and  solution.  Of 
primary  concern  is  claims  submitted  for  services  not 
covered  under  certificates  of  membership.  These 
claims  require  as  much  time  and  expense  to  process 
as  do  claims  for  covered  services.  An  intensified 
Provider  Education  Program  has  been  directed  to- 
wards this  problem.  We  were  pleased  to  learn  that 
Blue  Shield  is  developing  a national  claims  processing 
system  called  Reciprocity.  This  new  system  will  enable 
Kentucky  Blue  Shield  to  provide  direct  payment  to 
Kentucky  physicians  for  covered  services  rendered  to 
; certain  eligible  out-of-state  Blue  Shield  members.  The 
employees  of  the  motors  industry  will  have  Reci- 
procity benefits  effective  June  1,  1974,  and  it  is 
anticipated  that  ten  million  people  will  be  covered 
by  Reciprocity  by  the  end  of  the  year. 

In  our  discussion  of  claims  that  must  be  delayed 
for  an  exceptional  length  of  time,  the  Committee 
suggested  that  the  physician's  office  should  be  advised. 
Staff  agreed  to  research  this  matter  and  would  report 
back  to  the  Committee  at  a later  date. 

Coding  and  Nomenclature 

We  were  advised  that  the  current  coding  and 
nomenclature  system  used  by  Blue  Cross  and  Blue 
Shield  is  becoming  outdated.  Kentucky  Blue  Cross 
and  Blue  Shield  is  adopting  the  National  Blue  Shield 
coding  and  nomenclature  system  and  it  will  be  im- 
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plemented  effective  January  1,  1975.  There  will  be 
no  changes  in  the  physicians  billing  procedures  and 
we  were  advised  of  it  for  information  only.  The  new 
system  is  highly  flexible  and  is  directly  convertible 
to  AMA’s  Current  Procedural  Terminology  (CPT), 
if  necessary. 

Usual,  Customary  and  Reasonable 

Blue  Shield’s  Usual,  Customary  and  Reasonable 
Program  was  developed  in  close  cooperation  with 
KMA’s  Advisory  Committee  to  Blue  Shield.  The 
program  was  initiated  in  1968  and  currently  there 
are  over  200,000  Kentuckians  covered  under  pro- 
grams administered  on  the  UCR  basis  with  some 
78%  of  the  physicians  participating  in  the  program. 

The  Committee  was  advised  that  some  improve- 
ments in  the  program  are  planned;  one  of  which  is 
the  use  of  individual  physician  fee  profiles  in  the 
administration  of  the  program.  Individual  profiles 
will  allow  Blue  Shield  to  more  closely  utilize  the 
physicians’  usual  charges  as  the  guideline  for  any 
covered  procedures  for  which  Blue  Shield  claims  are 
received.  When  this  is  implemented  such  profiles  will 
enable  physicians  to  know  in  advance  what  payment 
can  be  expected  from  Kentucky  Blue  Shield  for 
covered  services  rendered  to  members  with  UCR 
benefits. 

It  is  anticipated  that  profile  implementation  will 
require  personal  contact  with  each  physician  in  Ken- 
tucky to  discuss  his  own  fee  profile.  The  recom- 
mendation was  made  that  profiles  be  produced  for 
each  member  of  the  Advisory  Committee  to  Blue 
Cross  and  Blue  Shield  and  that  individual  discussions 
be  held  with  each  member  as  a test  program  prior  to 
contacting  all  physicians.  Blue  Shield  plans  for  the 
program  to  be  implemented  early  in  1975. 

Utilization  Review 

A computerized  program  has  been  developed  which 
identifies  norms  or  patterns  of  care  based  on  all 
data  from  all  inpatient  Blue  Cross  cases.  Length  of 
stay  and  ancillary  service  perimeters  have  been  de- 
veloped for  every  major  disease  category  and 
quarterly  reports  will  be  generated  and  sent  to  every 
hospital.  Professional  Relations  representatives  will 
be  available  to  meet  with  medical  staffs  and  UR 
committees  to  discuss  this  program  in  more  detail. 

Alternate  Delivery  Systems 

The  Committee  acknowledged  receipt  of  a section 
of  the  final  report  of  the  Board  of  Directors  of 
Kentucky  Physicians  Mutual  to  the  1973  KMA  House 
of  Delegates  which  stated  their  desire  to  cooperate 
with  KMA  in  participating  in  any  alternate  health 
care  delivery  system.  We  were  pleased  to  learn  that 
the  corporate  policy  on  health  care  delivery  experi- 
ments of  Blue  Cross  and  Blue  Shield  of  Kentucky 
when  working  with  consumer  groups,  the  Kentucky 
Medical  Association,  Hospitals  and  County  Medical 
Societies  will  be  to  lend  expertise  and  counseling, 
including  marketing,  professional  relations  and  ad- 
ministrative know-how  and  service.  The  overall  ob- 
jective will  be  to  help  guide  these  developments  to  a 
self-supporting  basis  so  as  to  not  increase  the  cost 
of  care  by  duplication  of  services.  The  Committee 
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learned  that  there  are  as  many  as  18  separate 
HMOs  in  various  development  stages  in  Kentucky  at 
the  present  time  ranging  from  a closed  panel  type 
to  the  foundation  type  of  program. 

In  1971,  the  KMA  House  of  Delegates  asked  Blue 
Shield  to  qualify  as  an  HMO  in  the  belief  that 
Kentucky  Blue  Shield  could  be  the  stabilizing  factor 
in  the  various  health  care  delivery  systems  being 
conceived  at  that  time.  With  the  atmosphere  of  co- 
operation among  the  leadership  of  medicine,  hos- 
pitals, management  and  labor,  Blue  Cross  and  Blue 
Shield  Plans,  and  the  current  interest  in  recently 
enacted  legislation  with  regard  to  experimental 
delivery  systems,  perhaps  the  time  has  come  for  Blue 
Cross  and  Blue  Shield  to  take  a leadership  position 
in  the  development  and  administration  of  an  ex- 
perimental program  in  cooperation  with  the  voluntary 
system.  We  learned  that  development  of  such  a 
program  has  been  initiated  which  is  designed  to  have 
the  flexibility  to  be  utilized  throughout  Kentucky  to 
meet  the  needs  of  subscribers  to  Blue  Cross  and 
Blue  Shield  as  well  as  the  providers  of  health  care. 

This  Committee  in  its  role  of  maintaining  a close 
working  liaison  with  Blue  Cross  and  Blue  Shield 
hopes  to  continue  to  reflect  the  policies  of  this 
Association  and  to  provide  assistance  in  the  upgrading 
of  Blue  Cross  and  Blue  Shield  coverage  for  our 
citizens. 

Kenneth  P.  Crawford,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  the  Report  of  the  Ad- 
visory Committee  to  Blue  Cross  and  Blue  Shield. 
Special  note  again  was  made  in  this  report  of  the 
individual  physician  profiles  being  compiled  by  Blue 
Shield  and  of  Blue  Shield’s  efforts  to  develop  a pro- 
gram which  will  qualify  as  an  HMO. 

Mr.  Speaker,  I move  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Committee 
on  Community  and  Rural  Health 

The  Committee  on  Community  and  Rural  Health 
continues  to  maintain  its  interest  in  the  delivery  of 
health  care  in  urban  and  rural  areas,  particularly  with 
regard  to  distribution  of  health  manpower.  In  this 
area,  the  Committee  is  continuing  to  work  with  the 
Kentucky  Chamber  of  Commerce  in  setting  up  a 
program  to  attract  more  health  personnel  to  Kentucky 
as  well  as  other  business. 

KMA  representatives  met  with  Chamber  officials 
on  two  occasions  this  past  year  to  initiate  some  type 
of  workable  program.  The  problems  involved  are 
numerous  and  each  is  extremely  complex.  Discus- 
sions have  been  held  to  determine  the  feasibility  of 
emphasizing  positive  aspects  of  health  care  in  various 
communities  in  publications  the  Chamber-  currently 
puts  out  to  attract  industry  to  particular  areas. 
Although  the  program  is  still  in  the  formulative 
stages,  we  are  hopeful  that  some  type  of  workable 
agreement  can  be  arranged  for  implementation. 

The  Committee  is  maintaining  its  interest  in  the 
problem  of  alcoholism  and  was  pleased  to  have  two 


representatives  from  the  Kentucky  Bureau  of  Human 
Resources,  Department  of  Alcoholic  Rehabilitation 
and  Detoxification  attend  our  meeting.  We  learned 
that  there  are  currently  13  programs  in  existence  in 
Kentucky  in  relation  to  health  which  involve  84 
million  dollars  and  over  6,000  people.  We  found  the 
State  representatives  to  be  extremely  interested  in 
involving  more  of  the  private  sector  in  alcoholism 
and  detoxification  and  it  was  pointed  out  that  their 
fundamental  objective  is  to  formulate  programs  and 
have  the  local  mental  health  boards  and  comprehen- 
sive health  planning  councils  implement  them.  Other 
objectives  are  to  urge  contact  between  professionals 
and  legislators  in  order  to  give  these  programs  a more 
solid  basis;  to  urge  community  acceptance  of  alco- 
holism as  a medical  problem  and  not  a moral  one; 
and  to  increase  physician  awareness  by  setting  up 
programs  on  current  concepts  of  alcoholism,  man- 
agement techniques,  and  ancillary  services  available 
to  them  from  state  government. 

With  regard  to  these  goals,  the  Committee  has 
worked  in  conjunction  with  the  Department  of  Alco- 
holic Rehabilitation  and  Detoxification  in  working 
toward  the  presentation  of  an  exhibit  on  this  subject 
during  the  1974  KMA  Annual  Meeting.  We  are 
hopeful  that  this  will  be  finalized  by  Annual  Meeting 
time  and  would  urge  everyone  attending  the  Annual 
Meeting  to  look  for  the  exhibit  in  the  scientific  ex- 
hibits section. 

Representatives  of  the  Committee  attended  the 
27th  National  Conference  on  Rural  Health  held 
the  end  of  April.  We  feel  these  meetings  are  very  in- 
formative and  that  many  of  the  concepts  discussed 
nationally  can  be  applied  to  local  problems. 

It  has  been  a distinct  pleasure  for  me  to  serve  as 
Chairman  of  the  Committee  through  the  past  Asso- 
ciational  year.  I appreciate  the  interest,  attentative- 
ness,  and  active  participation  of  the  Committee 
members  in  the  Committee’s  activities. 

Stephen  B.  Kelley,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  the  Report  of  the  Com- 
mittee on  Community  and  Rural  Health.  The  work 
of  this  committee  on  the  problem  of  alcoholism  is 
especially  noted. 

Mr.  Speaker,  I move  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Committee 
on  Health  Care  of  the  Poor 

The  purpose  of  the  Committee  is  to  study  the 
problem  of  health  care  of  the  poor,  particularly  in 
the  central-city  poverty  areas  and  the  rural  areas  of 
the  Commonwealth  and  to  recommend  appropriate 
actions  to  the  KMA  Board  of  Trustees. 

The  Committee  also  maintains  liaison  with  the 
AMA  Committee  on  Health  Care  of  the  Poor  and 
follows  the  progress  made  by  similar  committees  in 
other  states. 

Informational  studies  have  been  made  on  the  idea 
of  a multi-county,  mini-clinic,  which  would  provide 
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24-hour  primary  care  with  a working  arrangement 
and  availability  to  secondary  and  tertiary  care  facili- 
ties. Much  activity  has  been  in  the  direction  of  trying 
to  identify  a location  of  need.  A number  of  demo- 
graphic studies  were  made,  and  Webster  County  was 
selected  for  further  consideration.  Trips  have  been 
made  by  the  Chairman,  staff,  State  and  university 
officials.  Meetings  have  been  held  both  at  the  KMA 
office  and  in  the  Webster  County  area  with  rep- 
resentatives of  the  University  of  Louisville  School  of 
Medicine,  State  officials,  physicians  and  community 
leaders.  It  is  hoped  that  a more  concrete  proposal 
will  be  forthcoming  in  the  near  future. 

In  mid-August,  our  Committee  will  meet  in  Louis- 
ville with  the  AMA  Committee  on  Health  Care  of 
the  Poor  to  exchange  ideas  for  future  consideration. 

I would  like  to  take  this  opportunity  to  thank  the 
members  of  this  Committee,  Bush  A.  Hunter,  M.D.; 
Millard  C.  Loy,  M.D.;  Paul  F.  Maddox,  M.D.;  James 
W.  Rackley,  M.D.;  and  Leroy  E.  Thompson,  M.D., 
for  their  work  during  the  year. 

Robert  C.  Long,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  and  approved  the  Report 
of  the  Committee  on  Health  Care  of  the  Poor. 

Mr.  Speaker,  I move  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Committee  on 
School  Health,  Physical  Education 
and  Medical  Aspects  of  Sports 

The  Committee  on  School  Health,  Physical  Educa- 
tion and  Medical  Aspects  of  Sports  had  one  formal 
meeting  in  1974  on  May  16.  At  that  time  the  Com- 
mittee sponsored  a Seminar  on  the  Medical  Aspects 
of  Sports  in  conjunction  with  the  Kentucky  High 
School  Athletic  Association  and  the  Eastern  Kentucky 
University.  This  was  a very  enlightening  meeting  with 
many  prominent  speakers  which  included  James  F. 
Molloy,  M.D.,  Louisville;  Donald  L.  Cooper,  M.D., 
Stillwater,  Oklahoma;  and  Isao  Hirata,  Jr.,  M.D., 
Columbia,  South  Carolina.  Also,  the  Committee  has 
continued  their  lectures  to  football  coaches  on  medi- 
cal problems  that  are  apt  to  develop  with  their  play- 
ers. This  has  been  done  in  conjunction  with  the 
Kentucky  High  School  athletic  Association  Rule 
Clinics. 

The  Committee  plans  to  continue  sponsoring  a 
Medical  Aspects  of  Sports  Seminar,  but  they  desire 
to  rotate  the  hosting  of  the  program  among  univer- 
sities throughout  the  state  and  thus  make  important 
information  more  readily  available  to  coaches,  train- 
ers, and  team  physicians. 

Also,  the  Committee  is  in  the  process  of  developing 
a comprehensive  first  aid  and  sick  room  manual  to 
be  used  in  the  elementary  and  secondary  schools  in 
Kentucky. 

The  Committee  thanks  the  Board  of  Trustees  of 
the  Kentucky  Medical  Association,  Doctor  Fred 
Rainey,  our  President,  and  Jerry  Mahoney,  Director 
of  Communications,  from  the  staff  of  the  Kentucky 
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Medical  Association,  and  urges  their  continued  sup- 
port of  our  programs. 

Ronald  E.  Waldridge,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  the  Report  of  the  Com- 
mittee on  School  Health,  Physical  Education  and 
Medical  Aspects  of  Sports.  We  approve  the  contin- 
uation of  the  seminars  on  the  Medical  Aspects  of 
Sports. 

Mr.  Speaker,  I move  adoption  and  implementation 
of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

Topic  VIII  Dealing  with  PSRO  and  KPRO  Only 

This  year  has  been  a most  troublesome  and  bother- 
some year  so  far  as  I am  personally  concerned 
relative  to  this  topic.  As  you  well  know,  PSRO  is 
the  law  and  as  you  well  know  this  House  took  a 
position  last  September  to  direct  the  Board  to  proceed 
along  the  lines  as  was  recommended  to  the  House  by 
the  Kentucky  Foundation  for  Medical  Care.  I would 
be  less  than  honest  with  you  if  I didn’t  say  that  I 
have  heard  PSRO  so  much  and  for  so  long  this  year 
that  I am  personally  sick  of  hearing  it.  However, 
regardless  of  how  nauseated  I may  have  become,  it 
still  remains  with  us  and  we  must  deal  with  it.  I 
personally  feel  that  the  position  assumed  by  AMA 
was,  although  not  one  which  totally  pleases  all  of  us, 
a wise  position  to  take.  I also  feel  that  it  was  the  only 
practical  position  to  assume.  I cannot  state  too 
strongly  that  physicians  must  maintain  control  of 
this  program  not  only  for  the  convenience  and  co- 
operation of  our  members  but  for  the  benefit  of  our 
patients  as  well.  I feel  that  the  plan  for  this  program 
in  Kentucky  has  been  well  organized  and  well  thought 
out,  and  is  as  less  objectionable  as  possible.  Although 
there  are  areas  of  this  program  which  are  extremely 
distasteful  to  most  of  us,  we  must  maintain  “our 
cool”  and  continue  to  exert  efforts  to  mold  the  pro- 
gram so  that  our  patients  will  be  served  in  the  best 
manner  possible. 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  and  approved  Topic  VIII 
of  the  President’s  Report  dealing  with  PSRO  and 
KPRO  only. 

Mr.  Speaker,  I move  for  the  adoption  of  this 
section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  B 

KMA  Board  of  Trustees 

WHEREAS,  the  Kentucky  Foundation  for  Medical 
Care  was  formed  to  conduct  peer  review  activities 
in  the  Commonwealth  in  anticipation  of  a potential 
federal  medical  care  appraisal  requirement,  and 

WHEREAS,  that  responsibility  has  been  fulfilled 
with  the  establishment  of  the  Kentucky  Peer  Review 
Organization  which  meets  federal  organization  guide- 
lines, and  which  has  been  designated  as  the  organi- 
zation to  perform  PSRO  activities  in  the  state,  and 
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WHEREAS,  the  Foundation  has  completed  the 
initial  task  for  which  it  was  organized,  therefore  be  it 
RESOLVED,  that  the  active  KFMC  committees 
be  transferred  back  under  the  auspices  of  KMA  and 
that  the  KFMC  be  retained  for  such  further  activities 
and  responsibilities  as  shall  be  appropriate  in  the 
future. 

Explanatory  Note:  The  KMA  Board  of  Trustees  as 
sole  members  of  the  Kentucky 
Foundation  for  Medical  Care  has 
taken  the  above  action  but  felt 
it  appropriate  for  the  House  of 
Delegates  to  have  the  oppor- 
tunity of  concurring  or  other- 
wise voicing  its  opinion. 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  Resolution  B,  introduced 
by  the  KMA  Board  of  Trustees.  We  approved  of 
this  action. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  D 

KMA  Board  of  Trustees 

WHEREAS,  the  Kentucky  Medical  Association  has 
a position  of  encouraging  experimentation  with 
alternate  delivery  systems;  and 

WHEREAS,  in  the  last  three  or  four  years  sub- 
stantial activity  with  regard  to  HMO  developments 
has  been  going  on  throughout  Kentucky;  and 

WHEREAS,  legislation  has  been  passed  at  both 
the  state  and  federal  levels  that  provides  regulations 
of  HMOs  while  at  the  same  time  encouraging  their 
development  through  funding  mechanisms  and  man- 
dating access  to  market  provisions;  and 

WHEREAS,  three  federally  funded  HMOs  are 
currently  in  operation  embracing  the  closed  panel 
approach;  and 

WHEREAS,  Blue  Cross  and  Blue  Shield  have 
developed  an  alternative  delivery  system  designed  to 
meet  the  requirements  of  the  state  and  federal  legis- 
lation and  utilizing  the  Individual  Practice  Association 
(open  panel)  embodying  the  following  principles: 
— One  that  would  utilize  existing  physicians,  pro- 
viders and  facilities, 

— One  that  preserves  free  choice  of  hospitals, 
physicians  and  other  providers, 

— One  that  would  offer  to  the  member  a choice 
of  delivery  systems, 

— One  that  would  offer  to  the  physician  reim- 
bursement based  on  either  fee-for-service  or 
capitation: 

Therefore  be  it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion House  of  Delegates  endorse  the  principles  of  the 
Individual  Practice  Association  (open  panel)  alternate 
delivery  systems  such  as  being  developed  by  Blue 
Cross  and  Blue  Shield  and  further  encourage  Blue 
Cross  and  Blue  Shield  to  continue  its  leadership  role. 


Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  Resolution  D,  introduced 
by  the  KMA  Board  of  Trustees,  dealing  with  Alterna- 
tive Delivery  Systems.  This  has  to  do  with  encourag- 
ing Blue  Cross  and  Blue  Shield  to  continue  their 
development  of  the  Individual  Practice  Association, 
which  will  meet  the  state  and  federal  requirements 
of  an  HMO. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  F 

Campbell-Kenton  County  Medical  Society 

WHEREAS,  since  the  United  States  Federal  Gov- 
ernment has  taken  unto  itself  the  regulation  of  the 
practice  of  medicine  and  the  rationing  of  quality 
medical  care,  and  invaded  the  confidentiality  of 
patient’s  medical  records  through  the  passage  and 
implementation  of  Public  Law  92-603,  setting  up 
nationwide  surveillance  mechanisms,  therefore  be  it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion is  and  will  remain  unalterably  opposed  to  Public 
Law  92-603  and  directs  its  Board  of  Trustees  and 
members  to  work  unceasingly  for  its  repeal,  and  be 
it  further 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion urge  all  of  its  members  not  to  cooperate  with 
the  Kentucky  Peer  Review  Organization  or  any  other 
Peer  Review  Organization  that  is  established  in  Ken- 
tucky and  that  the  Kentucky  Medical  Association  is 
opposed  to  all  Peer  Review  Organizations  that  might 
be  formed  in  this  state,  and  be  it  further 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion will  file  an  amicus  curiae  brief  in  Federal  Court 
along  with  medical  Associations  that  have  already 
done  so,  challenging  the  constitutionality  of  Public 
Law  92-603  and  that  the  Kentucky  Medical 
Association  shall  assist  in  defraying  the  legal  expenses 
of  such  a suit  in  the  amount  of  $5,000. 

Resolution  H 

Campbell-Kenton  County  Medical  Society 

WHEREAS,  because  the  passage  and  implementa- 
tion of  Public  Law  92-603  shall  interfere  with  the 
ethical  practice  of  medicine  and  will  be  dangerous  to 
patient  care,  therefore  be  it 

RESOLVED,  that  if  the  American  Medical 
Association  does  not  file  suit  by  July  31,  1975  in 
Federal  Court  challenging  the  constitutionality  of 
Public  Law  92-603,  that  the  Kentucky  Medical 
Association  House  of  Delegates  shall  consider  at  its 
September,  1975  House  of  Delegates  Meeting  whether 
or  not  the  Kentucky  Medical  Association  shall  con- 
tinue as  a component  state  society  of  the  American 
Medical  Association  or  terminate  this  relationship. 

Resolution  J 

Warren  County  Medical  Society 

WHEREAS,  the  PSRO  law  is  ill-advised  in  that  it 
is  or  threatens  to  be  detrimental  to  patient  and 
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doctor  by,  among  other  things,  invading  confidenti- 
ality and  undermining  quality  of  care,  and 

WHEREAS,  the  Kentucky  Medical  Association  is 
an  organization  concerned  with  the  freedom  of  the 
people  of  Kentucky  to  obtain  quality  medical  care, 
therefore  be  it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion encourage  its  member  physicians  not  to  par- 
ticipate in  implementation  of  the  law,  and  be  it 
further 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion seek  outright  repeal  of  the  PSRO  law.  (Section 
249F  of  Public  Law  92-603). 

Resolution  Y 

KMA  Board  of  Trustees 

WHEREAS,  the  ‘ Bennett  Amendment”  establishes 
as  the  “law  of  the  land”  that  there  will  be  a PSRO 
in  Kentucky,  and 

WHEREAS,  if  a physician  organization  does  not 
qualify  for  and  perform  the  tasks  required  by  the 
law,  the  Secretary  of  HEW  must  appoint  such  other 
public,  non-profit  private,  or  other  agency  or  organi- 
zation which  he  determines  can  and  will  perform 
such  tasks,  and 

WHEREAS,  there  exists  in  Kentucky  an  organiza- 
tion (KPRO)  founded  and  directed  by  practicing 
physicians  for  the  implicit  purpose  of  assuring  that 
whatever  professional  review  is  done  by  legislative 
mandate  will  be  done  with  proper  regard  for  the 
rights  and  privacy  of  both  patients  and  physicians  in 
keeping  with  the  interest  of  the  House  of  Delegates’ 
action  in  1973,  and 

WHEREAS,  KPRO  is  now  operating  only  in  a 
planning  stage  with  no  plan  yet  finalized  for  sub- 
mission to  the  government  for  a conditional  grant, 
and 

WHEREAS,  most  physicians,  while  skeptical  of 
the  motives  leading  to  the  passage  of  the  Bennett 
Amendment  and  concerned  that  the  implementation 
of  this  law  could,  in  some  respects,  be  detrimental  to 
the  well-being  of  our  patients,  nonetheless  recognize 
that  it  is  law,  now  therefore  be  it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion endorse  KPRO  as  the  required  PSRO  for  Ken- 
tucky, and  be  it  further 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion encourage  its  members  to  participate  in  the 
KPRO  so  that  input  of  practicing  physicians  will  be 
insured  in  the  actions  and  policies  of  that  organiza- 
tion while  at  the  same  time  reiterate  our  policy  of 
opposition  to  PSRO  and  support  of  the  position  and 
amendments  of  the  American  Medical  Association  to 
make  desired  changes  in  this  law. 

Recommendations,  Reference  Committee  No.  4 

Resolutions  F,  H,  J and  Y,  all  of  which  deal  with 
PSRO,  were  discussed  simultaneously  and  at  great 
length.  There  was  a general  expression  of  dissatis- 
faction with  the  PSRO  law.  Differences  of  opinion 
regarding  our  present  attitude  toward  implementation 
of  the  law  were  apparent  in  the  discussion  before  the 
committee. 


This  reference  committee  felt  that  our  present 
stance  with  regard  to  PSRO  was  more  properly 
reflected  by  Resolution  Y than  by  Resolutions  F,  H 
and  J. 

However,  Mr.  Speaker,  one  member  of  the  ref- 
erence committee,  Doctor  Jerry  Sutkamp,  filed  a 
minority  report  as  follows: 

“As  a member  of  Reference  Committee  No.  4,  I 
represent  the  minority  vote  and  recommend  the 
adoption  of  Resolution  F as  introduced  by  Campbell- 
Kenton  County  Medical  Society,  dealing  with  oppo- 
sition to  PL  92-603.  There  were  a sufficient  number 
of  delegates  at  the  Reference  Committee  supporting 
Resolution  F to  warrant  my  vote  to  adopt  this 
resolution.” 

Mr.  Speaker,  on  behalf  of  the  majority  of  Ref- 
erence Committee  No.  4,  I move  that  Resolutions 
F,  H,  and  J not  be  adopted  and  that  Resolution  Y 
be  adopted. 

The  motion  was  seconded  from  the  floor. 

Doctor  Frank  Pitzer  rose  and  moved  for  the 
question.  A vote  was  taken  and  the  motion  carried 
105  to  51. 

Doctor  Howard  Heringer  rose  and  moved  for  a 
roll  call  on  the  vote.  The  motion  was  seconded  and 
a hand  vote  taken,  and  the  motion  was  defeated  89 
to  46. 

A vote  was  then  taken  on  Doctor  Brewer’s  motion 
on  behalf  of  Reference  Committee  No.  4,  and  the 
motion  carried  1 10  to  33. 

Doctor  Daryl  P.  Harvey  rose  to  a point  of  personal 
privilege  and  asked  whether  or  not  the  vote  on 
Doctor  Pitzer’s  motion  for  the  question  would  stand, 
inasmuch  as  some  Delegates  had  not  registered  their 
attendance  for  the  second  session.  He  asked  the 
Speaker  if  the  vote  still  stands. 

The  Speaker  ruled  that  the  Delegates  voting  were 
duly  elected  and  qualified,  and  their  vote  stands. 
There  was  no  appeal  taken  to  the  Speaker’s  ruling. 

Resolution  G 

Campbell-Kenton  County  Medical  Society 

WHEREAS,  since  the  Federal  Government  has 
undertaken  to  subsidize  the  establishment  of  Health 
Maintenance  Organizations  as  an  alternative  system 
of  providing  medical  care,  therefore  be  it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion shall  undertake  to  encourage  and  persuade  all 
third  party  insurance  companies  in  this  state  to  offer 
to  their  subscribers  health  insurance  policies  com- 
parable to  major  medical  policies  including  out- 
patient testing,  so  that  private  medical  practitioners 
may  be  able  to  compete  on  an  equal  basis  with 
Health  Maintenance  Organizations. 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  and  approved  Resolution 
G presented  by  Campbell-Kenton  County  Medical 
Society,  dealing  with  Health  Maintenance  Organiza- 
tions and  Private  Insurance  Coverage. 

Mr.  Speaker,  I move  for  the  adoption  of  this 
section  of  the  report. 

(Motion  was  seconded  and  carried.) 
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Mr.  Speaker,  I move  for  the  adoption  of  the 
Report  of  Reference  Committee  No.  4 as  a whole. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  as  chairman,  I wish  to  thank  all 
members  of  this  committee,  Doctors  McElvein, 
Richardson,  Sutkamp  and  Zimmerman,  for  their  ef- 
forts in  helping  to  prepare  this  report.  Our  thanks, 
too,  go  to  Miss  Sharon  Heckel  for  invaluable  sec- 
retarial help. 

REFERENCE  COMMITTEE  NO.  4 
McHenry  S.  Brewer,  M.D.,  Louisville,  Chairman 
Richard  B.  McElvein,  M.D.,  Lexington 
W.  N.  Richardson,  M.D.,  Cadiz 
Jerry  C.  Sutkamp,  M.D.,  Bellevue 
James  B.  Zimmerman,  M.D.,  Pikeville 

Minority  Report  of 
Jerry  C.  Sutkamp,  M.D. 
Member  of 

Reference  Committee  No.  4 

Resolution  F — Opposition  to  Public  Law  92-603 

(Campbell-Kenton  County  Medical  Society) 

As  a member  of  Reference  Committee  No.  4,  I 
represent  the  minority  vote  and  recommend  the 
adoption  of  Resolution  F as  introduced  by  Campbell- 
Kenton  County  Medical  Society,  dealing  with  op- 
position to  PL  92-603.  There  were  sufficient  number 
of  delegates  at  the  Reference  Committee  supporting 
Resolution  F to  warrant  my  vote  to  adopt  this 
resolution. 

REFERENCE  COMMITTEE  NO.  5 

N.  H.  Talley,  M.D.,  Princeton,  Chairman 

Reference  Committee  No.  5 considered  the 
following  reports  and  resolutions: 

20.  Report  of  the  Committee  on  Business  Man- 
agement and  Services 

24.  Report  of  the  Advisory  Committee  to  Selective 
Service 

34.  Report  of  the  Committee  on  Public  Relations 

35.  Report  of  the  Committee  on  Governmental 

Services 

36.  Report  of  the  Technical  Advisory  Committee 

on  Physician  Services  (Title  XIX) 

1.  Report  of  the  President;  the  following  topics 
only 

Topic  IX  (Public  Relations) — pages  1.9  and 

1.10 

Topic  XI  (Medicaid) — pages  1.11  and  1.12 
Topic  XVI  (Mental  Health  Programs  in 
Kentucky) — pages  1.14  through  1.17 
Topic  XVII  (Bureau  of  Health  Services)  — 
pages  1.17  and  1.18 

Topic  XVIII  (Chiropractic  Services) — Sup- 
plemental pages  3 and  4 

5.  Report  of  the  Chairman,  Board  of  Trustees; 
the  portion  dealing  with  the  Ad  Hoc  Com- 
mittee on  Mental  Health-Mental  Retardation 
— pages  5.9  through  5.14  only. 


Resolution  Q — Chiropractic  Involvement  with 
Medicare  (KM A Board  of  Trustees) 

Resolution  R — Medicare  and  Medicare  Payments 
(Pennyrile  Medical  Society,  Inc.) 

Resolution  W — Requirements  of  Intermediate  and 
Extended  Care  Facilities  (Campbell-Kenton 
County  Medical  Society) 

Resolution  X — Medicaid  (KMA  Board  of  Trustees) 

Resolution  Z — Medicaid  (Henderson  County  Med- 
ical Society) 

Report  of  the  Business  Management 
and  Services  Committee 

The  primary  purpose  of  the  Business  Management 
and  Services  Committee  is  to  investigate  programs 
that  will  provide  tangible  benefits  for  KMA  members. 
The  Committee  members  deemed  it  advisable  to 
review  the  previously-approved  programs  by  inviting 
representatives  to  a Committee  meeting. 

Representatives  of  the  company  who  has  our 
leasing  agreement,  the  General  Leasing  Corporation, 
reported  that  they  now  have  126  members  leasing 
automobiles.  This  corporation  is  also  interested  in 
providing  to  KMA  members  leasing  arrangements 
for  such  items  as  office  and  laboratory  equipment, 
furniture,  recreational  and  telephone  equipment.  Ad- 
ditional leasing  plans  have  been  promoted  through 
ads  in  The  KMA  Journal. 

The  KMA-sponsored  hospital  and  major  medical  ‘ 
group  insurance  program  is  with  Blue  Cross-Blue 
Shield  with  1,692  people  in  660  offices  covered  by 
the  plan.  Three  changes  were  made  in  the  program  , 
approximately  a year  ago:  (1)  coverage  under  the  i 
plan  for  students  to  age  23;  (2)  hospital  room  allow- 
ance from  $25  per  day  to  average  semi-private  room 
rates;  and  (3)  changes  in  coverage  under  major  med- 
ical for  nervous  and  mental  out-patient  treatment 
from  50-50  to  80-20  percent.  Effective  February  1,  j 
1974,  there  was  a slight  reduction  in  rates  with  the  ' 
reserves  in  the  group  plan  rated  good.  Blue  Cross-  I 
Blue  Shield  exhibits  at  our  Annual  Meetings  and 
advertises  regularly  in  The  KMA  Journal. 

During  the  past  year  KMA  officers,  trustees,  al- 
ternate trustees,  delegates  and  alternate  delegates  to 
AMA,  KMA  delegates,  KMA  committee  members 
and  KMA  staff,  for  a total  of  364  members  and  21 
staff  members,  have  been  provided  with  individual 
accidental  death  or  dismemberment  coverage  of 
$50,000  with  an  aggregate  limitation  of  liability  of 
$300,000.  The  pre-paid  policy,  which  was  purchased  j 
after  the  review  of  competitive  bids,  is  with  the 
Lumbermens  Mutual  Casualty  Company  at  an  ap- 
proximate cost  of  one  dollar  per  person  per  year. 

For  the  past  two  years,  the  Committee  members 
have  been  interviewing  a number  of  companies  that 
provide  for  disability  insurance.  This  year  the  Com-  I 
mittee  recommended,  and  the  KMA  Board  of  Trust-  I 
ees  approved,  the  endorsement  of  the  A.  P.  Lee 
Agency,  which  writes  coverage  through  the  Phoenix 
Assurance  Company  of  New  York.  This  agency  1 
currently  provides  coverage  for  over  700  Kentucky 
physicians.  Informational  material  has  been  mailed 
to  all  KMA  members,  and  ads  are  being  placed  in  ' 
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our  Journal.  This  agency  is  a regular  exhibitor  at  our 
Annual  Meetings. 

Two  additionally  approved  programs  did  not 
materialize.  The  first  was  a KMA-sponsored  trip  to 
Barbados  scheduled  for  June  2-9,  1974.  A number  of 
difficulties  were  encountered  in  developing  plans, 
which  resulted  in  late  and  sparse  promotion  and  a 
small  number  of  reservations. 

The  second  was  a $1,000,000  excess  professional 
and  personal  liability  umbrella  insurance  program, 
which  would  have  provided  additional  liability  and 
major  medical  coverage  at  a 15%  discount.  The 
sponsoring  company  later  stipulated  that  it  would 
be  necessary  that  the  carrier  also  be  the  underlying 
insurer.  Inquiries  have  been  made  to  other  carriers 
without  success. 

During  the  coming  Associational  year,  the  Com- 
mittee will  continue  to  review  plans  and  programs 
it  believes  will  be  of  benefit  to  members  of  KMA. 

Berel  Lee  Abrams,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report 
of  the  Committee  on  Business  Management  and 
Services  and  recommends  that  the  report  be  accepted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Advisory 
Committee  to  Selective  Service 

The  purpose  of  this  quasi-governmental  Committee 
is  to  maintain  as  much  as  possible  an  appropriate 
balance  and  distribution  of  medical  personnel  between 
our  civilian  population  and  the  Armed  Forces. 

With  the  absence  of  a draft  for  physicians,  dentists, 
or  allied  specialists,  it  was  unnecessary  for  the 
Committee  to  meet  during  this  Associational  year. 
In  April  1974,  Congress  enacted  and  the  President 
signed  into  law  (PL-93-274)  a Military  Special  Pay 
Act,  which  provides  for  a service  bonus  up  to 
$13,500  a year  for  medical  officers  who  agree  to 
remain  in  the  uniformed  services. 

The  Committee  members  and  Colonel  Taylor 
Davidson  and  his  staff  with  the  State  Selective  Service 
office  have  been  most  helpful  and  cooperative. 

Russell  H.  Davis,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report 
of  the  Advisory  Committee  to  Selective  Service  and 
recommends  that  the  report  be  accepted. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Public  Relations  Committee 

The  early  meetings  of  the  Committee  were  spent 
primarily  attempting  to  determine  how  best  to  pro- 
mote and  further  a positive  image  for  the  profession 
to  the  public.  There  was  lengthy  discussion  held 
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concerning  the  possibility  of  a speakers  bureau;  how- 
ever, it  was  felt  that  this  would  be  unwise  and 
would  not  really  provide  the  best  format  for  im- 
proving public  relations  at  KMA. 

The  Committee  has  determined  that  we  should 
once  more  have  a booth  at  the  Kentucky  State 
Fair.  At  the  time  this  report  is  being  written,  we  are 
proposing  that  there  will  be  registered  nurses  and 
physicians  staffing  the  booth  and  taking  blood  pres- 
sure readings  for  anyone  in  attendance  at  the  Fair 
who  might  be  interested  in  such  a service.  There  has 
been  discussion  with  the  Kentucky  Heart  Association 
that  this  may  possibly  be  done  as  a joint  venture,  but 
no  final  decision  has  been  made  as  of  the  filing  of 
this  report.  The  plan  would  be  to  refer  individuals 
with  abnormal  blood  pressures  to  their  private  phy- 
sicians. 

The  Committee  has  spent  many  hours  in  trying  to 
develop  a program  for  high  schools  and  colleges 
concerning  venereal  disease  control.  There  have  been 
several  unforeseen  problems  arising  regarding  the 
school  systems  and  the  rules  and  regulations  under 
which  they  operate.  At  the  time  that  this  report  is 
being  written,  a slide  presentation  is  available  from 
the  KMA  office  to  any  group  which  may  be  interested 
in  such  a program.  We  are  hopeful  that  the  members 
of  KMA  will  not  hesitate  to  request  the  use  of  this 
program  whenever  they  feel  it  could  be  of  assistance 
in  the  schools  and  in  other  appropriate  groups  in 
their  specific  areas. 

A Seminar  for  New  Physicians  was  sponsored  in 
conjunction  with  AMA-ERF  on  April  22  and  23, 
1974.  The  seminar,  which  was  restricted  to  25  par- 
ticipants, was  professionally  staffed  by  representatives 
of  George  Conomikes  and  Associates.  This  group, 
working  with  state  medical  associations  and  the 
AMA,  is  providing  an  in-depth  look  at  the  many 
problems  faced  by  new  physicians  in  establishing  a 
practice  and  the  manner  in  which  these  problems 
can  best  be  solved.  The  Committee  had  an  extremely 
fine  reaction  from  participants  in  this  seminar,  and 
it  would  be  our  recommendation  that,  on  an  annual 
basis,  such  a seminar  be  held  by  KMA. 

A Patient/Public  Relations  Seminar  for  Medical 
Assistants  was  held  in  Louisville  on  June  13,  1974, 
and  in  Lexington  on  July  17,  1974.  Approximately 
300  medical  assistants  from  throughout  the  state 
attended  these  seminars,  and  it  is  the  feeling  of  the 
Committee  that  such  a program  could  be  of  great 
and  lasting  importance  to  the  image  of  the  physician 
and  to  improving  that  image  through  his  office  staff. 
It  is  the  recommendation  of  the  Public  Relations 
Committee  that  these  seminars  be  held  at  regular 
intervals  each  year  and  that  we  make  an  attempt  to 
hold  seminars  throughout  the  state  so  that  more 
office  assistants  have  an  opportunity  to  attend. 

The  Committee  also  prepared  an  “In-House  Bro- 
chure”, which  will  be  made  available  to  all  members 
of  KMA,  listing  the  services  and  the  programs  of 
the  Kentucky  Medical  Association.  This  brochure  is 
in  the  process  of  final  printing  and  should  be  in  the 
hands  of  all  members  prior  to  the  end  of  the  year. 

As  Chairman  of  the  Public  Relations  Committee, 
I feel  there  were  several  important  programs  initiated 
during  this  Associational  year.  A considerable  amount 
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of  time  and  effort  has  been  expended  by  members  of 
the  Committee  and,  although  we  did  not  achieve  all 
of  our  objectives,  we  certainly  feel  that  the  many 
programs  in  which  we  were  involved  will  be  of 
immeasurable  benefit  to  KMA  as  they  are  pursued 
in  the  years  ahead.  I want  to  personally  thank  each 
and  every  member  of  the  Committee  for  their  at- 
tendance, their  interest,  and  their  effort. 

James  B.  Holloway,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report 
of  the  Committee  on  Public  Relations  and  recom- 
mends it  be  accepted. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

TOPIX  IX  Dealing  with  Public  Relations  Only 

I expressed  early  in  the  year  my  concern  that  we 
have  spent  too  much  time  talking  with  other  mem- 
bers of  our  Association  and  that  we  have  spent  too 
little  time  communicating  with  the  general  public 
relative  to  the  problems  which  face  medicine  as  we 
see  them  and  hearing  problems  as  they  see  them. 
Therefore,  I have  spent  considerable  time  and  effort 
this  past  year  trying  to  determine  what,  in  fact,  the 
general  public  feels  about  organized  medicine — what 
we  might  be  doing  wrong  and  what  we  are  doing 
right — what  they  would  like  to  see  in  the  future 
and  what  they  would  not  like  to  see  in  the  future. 

I am  pleased  to  report  that  in  my  opinion  the  vast 
majority  of  people  of  Kentucky  feel  that  quality 
medical  care  is  in  fact  readily  available  and  that 
they  are  quite  happy  with  it.  I have  made  an  effort 
to  communicate  the  problems  as  we  see  them  to  the 
people  of  Kentucky  and  have  attempted  to  develop 
some  sense  of  understanding  as  to  problems  which 
they  may  feel  are  presently  existing  and/or  will 
exist  in  the  future.  It  has  been  my  privilege  to  appear 
on  several  television  programs,  radio  programs,  and 
before  civic  organizations  to  present  organized  med- 
icine’s view  on  the  problems  as  we  see  them.  I per- 
sonally feel  that  efforts  should  continue  to  improve 
understanding  and  communication  with  members  of 
the  press  and  other  organized  groups  within  the 
State  of  Kentucky  with  whom  we  have  more  in 
common  than  we  have  differences.  I personally  feel 
that  it  is  probably  not  possible  to  adequately  convey 
to  the  general  public  organized  medicine’s  concern 
about  the  many  programs  which  are  either  existing 
or  are  proposed  without  spending  a rather  large  sum 
of  money  which  obviously  we  do  not  have.  I do  feel, 
however,  that  it  is  worthwhile  to  continue  efforts  on 
a much  smaller  scale  such  as  has  been  done  this  year 
to  keep  the  public  informed  as  to  how  we  feel  about 
the  problems  facing  medicine  today  and  to  allow 
them  input  to  us  relative  to  those  problems  and  to 
receive  their  views. 

As  I have  appeared  on  various  programs,  two 
primary  complaints  have  been  expressed  by  the  public. 
One  is  the  length  of  time  spent  in  physician  waiting 


rooms  and  the  other  is  difficulty  in  securing  a family 
physician  when  the  patient  moves  and/or  when  a 
change  in  physician  is  desired  regardless  of  the 
reason.  I personally  feel  that  organized  medicine  has 
an  obligation  to  assist  those  patients  who  express  a 
desire  to  locate  a new  physician  and  who  express 
difficulty  in  doing  so.  Therefore,  I would  recommend 
that  the  Kentucky  Medical  Association  encourage 
county  medical  societies  to  assume  the  responsibility 
of  assisting  those  patients  who  report  to  them  that 
they  have  encountered  difficulty  in  securing  a family 
physician. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report 
of  the  President,  Topic  IX,  dealing  with  Public 
Relations.  Reference  Committee  No.  5 recommends 
that  this  topic  from  the  President’s  Report  be  ac- 
cepted as  written. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Committee 
on  Governmental  Medical  Services 

This  eight-member  Committee  serves  the  Associa- 
tion as  a referral  body  to  which  all  matters  dealing 
with  governmental  medical  programs  may  be  directed 
for  specific  study,  clarification,  advice  or  recommen- 
dation. 

The  Committee  membership  includes  physicians 
who  either  now  or  in  the  past  served  on  a KMA 
governmental  medical  committee  or  in  a State  Gov- 
ernment post.  This  permitted  referral  of  several  items 
on  an  individual  basis  for  recommendations  to  KMA 
during  the  past  year.  The  Committee  as  a whole  did 
not  meet  during  the  Associational  year. 

I wish  to  express  my  appreciation  to  the  members 
of  the  Committee  for  their  individual  contribution 
and  assistance. 

Frank  M.  Gaines,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report  of 
the  Committee  on  Governmental  Medical  Services 
and  recommends  it  be  accepted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Technical  Advisory  Committee  on 
Physician  Services  (Title  XIX) 

The  five-member,  KMA-appointed  Technical  Ad- 
visory Committee  on  Physician  Services  (Title  XIX) 
is  a quasi-governmental  body  called  for  by  Kentucky 
statutes.  It  is  one  of  several  provider  groups 
“established  for  the  purpose  of  acting  in  an  advisory 
capacity  to  the  Advisory  Council  for  Medical 
Assistance.” 

This  Committee  met  on  four  occasions  and  had 
excellent  attendance.  Three  of  the  meetings  were  held 
prior  to  the  Advisory  Council  meetings,  which  were 
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also  attended  by  this  Committee’s  members.  One 
meeting  was  held  with  the  Technical  Advisory  Com- 
mittee on  Nursing  Services  and  the  Technical  Ad- 
visory Committee  on  Nursing  Home  Services. 

During  this  Associational  year  the  Title  XIX 
Program  in  Kentucky  underwent  administrative 
changes  brought  about  by  the  Governor’s  reorgani- 
zation plan,  although  no  basic  changes  in  philosophy 
or  direction  have  evolved. 

A comprehensive  family  planning  program,  man- 
dated by  the  Federal  Government,  was  implemented 
on  January  1,  1974. 

The  program  for  the  aged,  blind  and  disabled 
became  federalized  on  January  1,  1974,  in  terms  of 
financial  assistance  through  the  Social  Security  In- 
come Program.  These  categories  were  covered  under 
Title  XVI  with  state  and  federal  matching  funds. 
It  has  been  estimated  that  with  this  program  an 
additional  60,000  people  will  be  added  under  Title 
XIX. 

Physicians  have  continued  to  subsidize  the  Medi- 
caid Program  through  payment  for  outpatient  serv- 
ices based  on  1968  profiles  and  either  token  payment 
or  no  payment  for  inpatient  services.  Efforts  are 
being  continued  by  this  Committee,  the  Advisory 
Council  for  Medical  Assistance  and  by  KMA  Offi- 
cers who  have  met  with  State  officials  to  correct 
these  inequities. 

As  Chairman,  I wish  to  thank  the  dedicated  mem- 
bers of  this  Committee  who  have  served  so  diligently 
and  the  staff  members  of  the  Kentucky  Medical 
Assistance  Program  for  their  assistance. 

William  T.  Watkins,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report  of 
the  Technical  Advisory  Committee  on  Physician 
Services  (Title  XIX)  and  recommends  it  be  accepted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

TOPIC  XI.  Dealing  with  Medicaid  Only 

Medicaid  is  another  program  with  which  KMA 
officers  and  officials  have  wrestled  for  a number  of 
years  and  we  have  enjoyed  very  few  improvements 
in  the  program.  As  I have  travelled  the  state  this 
year,  I have  found  widespread  discontent  with  the 
Medicaid  program.  I wish  to  assure  you  that  we  have 
exerted  every  effort  this  year  to  secure  changes  in 
the  program  which  would  make  it  a more  reasonable 
and  just  program,  not  only  for  our  members,  but  for 
the  recipients  of  the  Medicaid  Program.  At  the  time 
of  this  writing,  these  efforts  are  continuing  and  I 
shall  present  to  you  a final  report  on  Medicaid  as  a 
supplemental  report  at  the  time  of  the  House  of 
Delegates  meeting. 

(The  supplement  begins  with  the  next  paragraph.) 

One  of  my  priorities  this  year  has  been  the  im- 
provement of  the  Medicaid  Program.  Many  meetings 
have  been  held  and  little  or  no  progress  was  made 
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until  recently.  I am  extremely  pleased  to  be  able  to 
report  to  you  that  recent  meetings  with  Governor 
Ford  have  resulted  in  an  addition  of  approximately 
8 million  dollars  to  be  allocated  for  the  payment  of 
physician  fees  under  the  Medicaid  Program  and  that 
for  the  first  time  in  history  (although  this  has  always 
been  KMA’s  Official  Policy)  conversion  to  Usual, 
Customary  and  Reasonable  Fee  Schedule  has  been 
accomplished.  In  addition  to  that,  profiles  for  out- 
patient services  are  currently  being  updated  and,  in 
fact,  may  well  be  completed  by  the  time  of  this 
meeting.  The  program  will  now  pay  60-62%  of  the 
Usual,  Customary,  and  Reasonable  fees  based  on 
Medicare’s  75th  Percentile  for  in-patient  services  and 
the  fee  schedule  for  obstetrical  and  pediatric  services 
(which,  of  course,  are  not  included  under  the  Medi- 
care Program)  are  currently  being  updated.  A com- 
mitment has  also  been  secured  to  further  recommend 
updating  the  schedule  to  full  payment  of  Usual, 
Customary  and  Reasonable  fees  for  in-patient  serv- 
ices equal  to  the  Medicare  Schedule  and  periodic 
updating  of  profiles  for  out-patient  services.  With 
this  addition  of  funds,  the  total  allocation  for  phy- 
sician fees  will  be  increased  from  approximately  12 
million  dollars  to  approximately  20  million  dollars 
per  year. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report 
of  the  President,  Topic  XI,  dealing  with  Medicaid, 
and  recommends  it  be  accepted. 

The  Committee  recognizes  the  improvements  that 
are  promised  in  the  Medicaid  Program.  The  Com- 
mittee wishes  to  express  its  appreciation  to  Doctor 
Rainey  and  the  Board  of  Trustees  for  their  work  in 
this  area. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

Resolution  X 

KMA  Board  of  Trustees 

WHEREAS,  the  Medicaid  Program  in  Kentucky 
has,  since  its  inception,  been  fraught  with  problems 
for  the  physicians  of  Kentucky,  and 

WHEREAS,  Physician  Profiles  have  never  been 
updated  to  bring  them  into  line  with  normal  charges 
or  even  with  Medicare  and  other  government  medical 
programs  in  which  physicians  are  urged  to  partici- 
pate, and 

WHEREAS,  during  the  past  Associational  year 
one  of  the  chief  goals  of  the  President  and  Board 
of  Trustees  of  KMA  has  been  to  bring  about  im- 
provements in  the  Medicaid  Program  in  Kentucky, 
and 

WHEREAS,  in  pursuing  this  worthwhile  goal,  un- 
told hours  of  time  and  much  effort  have  been  ex- 
pended in  meeting  with  and  corresponding  with  the 
Governor  of  the  Commonwealth  and  many  other 
involved  state  officials,  and 

WHEREAS,  many  suggestions  have  been  made  by 
KMA  as  to  the  proper  manner  for  the  program  to 
be  improved  such  as  adherence  to  the  Usual,  Cus- 
tomary and  Reasonable  method  of  reimbursement 
to  which  KMA  has  continued  to  address  itself,  and 

733 


WHEREAS,  the  Governor  of  the  Commonwealth 
has,  in  fact,  shown  interest  in  our  concerns  by  taking 
action  to  improve  the  method  of  payment  and  amount 
of  state  funds  available  to  the  Medicaid  Program 
(copy  of  letter  attached),  now  therefore,  be  it 

RESOLVED,  that  the  Board  of  Trustees  of  the 
Kentucky  Medical  Association  does  hereby  urge 
Kentucky  physicians  to  continue  to  participate  in 
the  Medicaid  Program  and  the  Board  of  Trustees 
will  continue  to  pursue  the  goal  of  attaining  a full 
reimbursement  UCR  Program  within  the  structure 
of  Medicaid. 

Letter  from  the  Governor 

Gentlemen: 

I appreciate  your  recent  letter  regarding  the  re- 
action of  the  KMA  Board  of  Trustees  to  the  im- 
provements currently  being  made  in  payments  to 
physicians  for  services  provided  under  the  Kentucky 
Medical  Assistance  Program. 

I fully  realize  the  leadership  role  Kentucky  phy- 
sicians have  assumed  in  the  development  of  this 
program  and  readily  acknowledge  that  millions  of 
dollars  of  free  services  have  been  provided  recipients 
of  this  program.  It  would  have  been  impossible  for 
the  program  to  have  expanded  to  the  scope  and 
range  of  services  currently  offered  had  not  the  phy- 
sicians of  Kentucky  continually  subsidized  it  during 
the  developmental  period.  I also  realize  that  prac- 
tically nothing  has  been  done  since  1968  to  adjust 
physicians’  fees  even  though  we  have  been  in  a 
continuing  period  of  inflation. 

I believe,  however,  that  the  actions  I have  taken 
to  provide  additional  funding  for  physicians’  fees 
represents  a significant  step  toward  correcting  this 
injustice. 

First,  funds  were  made  available  to  update  pay- 
ments to  physicians  for  out-of-hospital  services.  This 
represents  the  first  improvement  in  this  element  of 
the  program  in  over  six  years.  The  increased  pay- 
ments will  be  reflected  in  claims  processed  during 
the  latter  part  of  this  month.  The  updated  fees  will 
be  based  on  charges  reported  by  physicians  during 
the  period  January  1,  1973,  to  January  1,  1974. 

Secondly,  the  program  is  adopting  usual,  customary 
and  reasonable  charges  as  the  basis  of  payment  for 
physicians’  services  to  hospitalized  patients.  I know 
that  your  association  has  since  the  inception  of  the 
program,  consistently  urged  the  adoption  of  this 
principle  of  payment. 

I have  provided  sufficient  funds  to  implement  this 
method  of  payment  at  a level  approximately  60-62 
percent  of  the  usual,  customary  and  reasonable  fees 
as  paid  by  Medicare.  This  increased  level  of  payment 
will  be  effective  prior  to  January  1,  1975,  and  will 
be  based  on  fees  reported  by  physicians  during  the 
period  January  1,  1973,  to  January  1,  1974.  I have 
further  instructed  the  program  staff  to  routinely  in- 
clude sufficient  funds  in  future  budget  requests  to 
allow  for  annual  updating  of  physician  fees  for 
out-of-hospital  services.  In  addition,  we  would  expect 
to  provide  for  annual  increases  in  in-patient  fees  until 
the  program  is  paying  full  usual,  customary  and 
reasonable  charges  as  established  by  Medicare. 


I know  that  some  physicians  in  this  program  feel 
that  the  amount  allocated  is  “too  little  too  late”.  I 
hope  that  they  understand  that  the  direction  we  have 
taken  will  ultimately  meet  the  objectives  they  feel 
should  have  existed  from  the  beginning.  State  re- 
sources are  limited  and  the  amount  that  can  be 
allocated  for  this  program  must  be  weighed  against 
their  needs.  Against  that  background  I feel  that  I 
allocated  as  large  an  amount  as  I could.  The  alloca- 
tion will  increase  payments  to  physicians  by  over  $8 
million  annually.  It  means  an  increase  in  expenditures 
for  physicians’  services  from  approximately  $12  mil- 
lion, included  in  the  Executive  Budget,  to  over  $20 
million.  Together  with  the  updated  profiles,  I believe 
it  is  a giant  step  in  meeting  your  expectations.  I am 
firmly  convinced  that  it  represents  significant  im- 
provements. 

Sincerely 
Wendell  Ford 

Resolution  Z 

Henderson  County  Medical  Society 

WHEREAS,  the  Kentucky  Medicaid  Program  since 
its  inception  has  never  upgraded  fees  paid  to  physi- 
cians in  this  state,  in  spite  of  constant  inflation,  and 
WHEREAS,  the  Program  has  further  failed  to 
make  payments  to  the  physicians  of  this  state  as  as- 
sured by  the  Program,  and 

WHEREAS,  in  those  cases  in  which  payment  has 
been  made,  the  time  lapse  between  rendering  of  serv- 
ices and  payment  of  the  claims  have  been  totally 
ridiculous,  and 

WHEREAS,  fees  paid  quasi-governmental  agencies 
for  medical  services  rendered  by  paramedical  per- 
sonnel in  many  cases  exceed  those  payments  allowed 
to  physicians  rendering  the  same  services,  and 

WHEREAS,  recipients  under  the  program  have 
been  informed  that  their  cards  entitle  them  to  total 
medical  care,  when  the  employees  of  the  Medicaid 
Program  know  this  to  be  completely  untrue,  and 
WHEREAS,  no  one  in  the  Department  for  Human 
Resources  will  make  a positive  statement  to  a private 
physician  in  regard  to  the  problems  involving  the 
program,  and 

WHEREAS,  patients  denied  benefits  of  the  pro- 
gram are  at  times  led  to  believe  that  the  reaction  is 
due  to  the  private  physician,  now  therefore  be  it 

RESOLVED,  the  Kentucky  State  Medical  As- 
sociation go  on  record  in  total  opposition  to  this 
program,  and  as  a body  so  inform  the  Governor  of 
Kentucky,  the  Department  for  Human  Resources, 
and  the  appropriate  news  media  of  this  action. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  Resolution 
X — Medicaid,  introduced  by  the  KMA  board  of 
Trustees,  and  Resolution  Z — Medicaid,  introduced  by 
the  Henderson  County  Medical  Society. 

There  was  considerable  discussion  involving  Mr. 
Laurel  True,  Secretary  for  Human  Resources,  and 
Mr.  James  Rogers  of  the  Medicaid  Program.  Mr. 
True  outlined  the  projected  program,  which  would 
update  the  payment  mechanism  to  include  complete 
usual  and  customary,  within  the  Medicare  limitations, 


734 


December  1974  • The  Jourru 


over  the  next  two  legislative  sessions.  He  promised 
that  profiles  would  be  updated  on  an  annual  basis. 

Reference  Committee  No.  5 recommends  that 
Resolution  Z not  be  accepted  and  that  Resolution  X 
be  approved  with  the  addition  of  the  following  be- 
tween the  second  and  third  WHEREAS’s: 

"WHEREAS,  recipients  under  the  program  have 
been  informed  that  their  cards  entitle  them  to  total 
medical  care,  when  the  employees  of  the  Medicaid 
Program  know  this  to  be  completely  untrue,  and.” 

The  Reference  Committee  feels  it  should  be  em- 
phasized to  all  members  that  they  should  continue  to 
submit  their  usual  and  customary  fees  for  any  service 
regardless  of  the  amount  of  payment  received. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

TOPIC  XVI  Dealing  with  Mental  Heath 
Programs  in  Kentucky  Only 

In  September,  1972,  this  House  directed  that  an  ad 
hoc  committee  be  formed  to  monitor  the  community 
mental  health  centers  in  Kentucky  and  to  report  back 
to  our  next  House  of  Delegates  meeting  in  September, 
1973.  That  committee  reported  to  the  1973  House  of 
Delegates,  and  in  essence,  reported  that  they  had  not 
received  cooperation  from  the  mental  health  people 
and  had  been  unable  to  secure  information  to  present 
to  our  House  of  Delegates.  The  1973  House  of  Dele- 
gates directed  that  the  ad  hoc  committee  be  continued 
and  that  efforts  to  monitor  the  community  health 
center  should  continue.  In  view  of  the  difficulties 
encountered  in  the  past  and  the  reiterated  interest  ex- 
pressed by  this  House,  I have  made  every  effort  to  see 
that  this  committee  succeeded  this  year.  An  editorial 
written  by  the  undersigned  in  the  July  issue  of  the 
KM  A Journal  expresses  my  personal  feeling  about  the 
community  mental  health  centers  and  I shall  not 
consume  this  space  and  repeat  those  observations 
here  since  copies  are  available  if  the  committee 
members  so  desire.  I have  reviewed  the  report  of  the 
ad  hoc  committee  on  mental  health  centers  and  feel  it 
is  a good  report.  I wish  to  draw  particular  attention 
to  pages  5 and  6 of  the  report  which  raises  the  ques- 
tions and/or  makes  the  following  statements  in  part: 

1.  Have  we  exchanged  one  caretaking  system  for 
another  with  benefits  going  to  the  providers  rather 
than  the  intended  recipients? 

2.  Have  we  established  another  large  bureaucracy 
which  becomes  self-perpetuating,  ever-expanding 
and  maintained  by  its  being  the  only  resource 
available  more  than  its  being  responsive  to  peo- 
ple’s needs? 

3.  Our  committee  concludes  there  is  cause  for  the 
most  serious  concern  regarding  the  philosophy,  the 
operation  and  the  ultimate  usefulness  of  the  mental 
health  centers  in  Kentucky. 

According  to  information  provided  the  committee 
on  mental  health  centers  and  mental  retardation,  the 
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approach  to  assisting  emotionally  disturbed  indi- 
viduals has  changed  entirely  from  that  at  the  be- 
ginning. Sufficient  funds  are  available  to  expand  the 
centers  in  any  direction  even  remotely  akin  to  mental 
health.  The  emphasis  is  shifting  from  providing  help 
to  growing  larger.  The  influence  of  psychiatry  has 
diminished  to  the  vanishing  point  as  lay  administra- 
tors endeavor  to  deal  with  problems  which  they  are 
inadequately  prepared  to  handle. 

4.  Psychiatric  therapy  is  poor  at  best  and  probably 

dangerous  when  done  without  constant  self-evalua- 
tion by  the  providers. 

I certainly  share  grave  concern  about  the  com- 
munity mental  health  centers  and  I seriously  question 
the  quality  of  care  being  provided.  Although  I feel  it 
might  well  be  beneficial  to  continue  the  ad  hoc  com- 
mittee as  that  committee  recommends,  I must  agree 
that  the  operation  of  this  statewide  system  of  com- 
munity mental  health  centers  is  so  vastly  large  and 
complex  and  generally  so  uncooperative  in  providing 
needed  statistics  and  information,  that  it  renders  our 
committee  almost  unproductive.  From  my  experience 
as  a member  of  the  Regional  Comprehensive  Health 
Planning  Council  and  our  problems  with  the  com- 
munity mental  health  center,  I can  assure  you  that  it 
would  take  full  time  for  many  weeks  for  our  com- 
mittee to  extract  and  digest  the  information  needed 
from  just  one  center  alone  to  say  nothing  of  the 
state-wide  system.  I regret  that  I do  not  have  a 
satisfactory  solution  to  offer  at  this  time.  Suffice  it  to 
say  that  I personally  feel  the  system  should  have 
wide  exposure  and  close  scrutiny  in  order  to  assure 
the  people  of  Kentucky  of  quality  care  and  more  ef- 
ficient expenditure  of  funds. 

In  addition  to  community  mental  health  centers, 
there  is  room  for  concern  about  state  mental  hospi- 
tals as  well.  I recognize  that  Kentucky  has  a reputa- 
tion at  the  national  level  of  having  a “model”  mental 
health  system,  however,  this  may  have  resulted  from 
the  paper  system  rather  than  a functioning,  efficient 
system  of  quality  care.  Recently,  the  Courier-Journal 
called  attention  to  the  fact  that  unlicensed  M.D.’s 
were  working  in  mental  hospitals.  This  situation  was 
brought  to  my  attention  several  weeks  before  and  I 
made  an  I impromptu  visit  to  Western  State  Hospital 
with  the  following  findings: 

a)  Over  400  inpatients  were  in  the  hospital  that  day 

b)  Only  13  physicians  were  on  the  staff  and  all  of 
those  13  physicians  were  foreign  medical  gradu- 
ates 

c)  Two  of  the  13  did  only  administrative  work, 
and  did  not  treat  patients  at  all 

d)  The  Chief-of-Staff  escorted  me  courteously 
through  the  hospital  and  assured  me  that  all 
physicians  there  were  licensed. 

e)  He  further  revealed  that  only  three  of  the 
physicians  had  any  psychiatric  residency  train- 
ing at  all  (although  the  others  were  providing 
psychiatric  care  to  the  inpatients) 

In  addition  to  this  use  of  foreign  medical  graduates, 
it  has  now  become  apparent  that  some  of  the  com- 
munity mental  health  centers  are  exerting  efforts  to 
establish  and  operate  HMO’s.  There  is  some  feeling 
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that  such  HMO’s,  if  ever  operational,  would  likely  be 
staffed  by  foreign  medical  graduates,  a situation 
which  again,  in  my  opinion  would  decrease  the 
quality  of  care.  Therefore,  I would  suggest  an  ad  hoc 
committee  to  study  the  situation  in  Kentucky  relative 
to  the  overall  situation  with  foreign  medical  graduates 
and  report  back  to  our  Board  of  Trustees  and/or 
House  of  Delegates. 

I have  recently  written  to  the  Attorney  General 
requesting  an  opinion  as  to  whether  or  not  Com- 
prehensive Health  Planning  Councils  have  jurisdiction 
over  community  mental  health  centers  and/or  pro- 
grams or  whether  their  authority  is  restricted  to 
“review  and  comment”  and  whether  or  not  Com- 
prehensive Health  Planning  has  jurisdiction  over  only 
new  programs  or  whether  jurisdiction  would  extend 
to  a continuation  and/or  expansion  of  already  exist- 
ing programs.  Although  I do  not  have  a written 
opinion  at  the  time  of  this  report,  I have  been  ad- 
vised by  phone  conversation  from  the  office  of  the 
Attorney  General  that  the  ruling  will  be  that  Com- 
prehensive Health  Planning  Councils  do,  in  fact,  have 
jurisdiction  over  community  mental  health  programs 
and  that  they  do,  in  fact,  have  approval  or  disap- 
proval authority. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report  of 
the  President,  Topic  XVI,  dealing  with  Mental  Health 
Programs  in  Kentucky,  and  its  supplement. 

There  was  considerable  discussion  with  numerous 
participants. 

Reference  Committee  No.  5 recommends  that  this 
topic  from  the  President’s  Report  be  accepted. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Board  of  Trustees 

Portion  Dealing  with  the  Report  of  the  Ad  Hoc 
Committee  on  Mental  Health-Mental  Retardation 

This  year  marks  the  second  year  of  work  for  this 
Committee.  The  function  of  this  Ad  Hoc  Committee 
is  to  monitor  the  mental  health  centers  in  the  state. 
This  seems  like  a small  assignment,  very  precise  in  its 
limitations  and  the  centers  are  certainly  manifest  to 
anyone  who  wants  to  look. 

However,  this  proved  to  be  deceptive  and  we 
would  like  to  appraise  readers  of  our  report  of  some 
of  the  difficulties  encountered.  In  the  first  place,  the 
concept  of  delivering  mental  health  services  to  the 
whole  community  entails  a vast  governmental  pro- 
gram without  definable  boundaries.  Secondly,  al- 
though applying  an  old  idea,  many  of  the  personnel 
are  inexperienced  and  adapting  to  entirely  new  chal- 
lenges. This  has  called  forth  much  comment  and 
criticism,  some  of  which  is  justified  but  much  un- 
justified. Thirdly,  there  has  been  poor  communication 
between  staffs  at  the  centers  and  the  medical  profes- 
sion; in  fact,  there  has  been  obvious  antagonism 
oftentimes.  The  centers  do  not  follow  the  “medical 
model”  with  patients  and,  other  than  allow  some 
psychiatric  advice-giving  and  consultation,  adjure  any 


other  comparison  to  medical  treatment.  Thus,  any 
inquiries  as  to  cost  per  patient  contact,  measurement 
of  results,  efficacy  of  varied  therapeutic  approaches, 
etc.,  have  gone  unanswered.  Lastly,  to  direct  a small 
group  of  observers  to  give  a meaningful  report  on  a 
giant  project  is  a formidable  task,  perhaps  an  im- 
possible one,  since  we  know  of  no  agency  capable 
of  doing  a satisfactory  job. 

Our  approach  has  been  to  contact  staff  members  in 
the  mental  health  centers,  some  of  high  standing  and 
with  years  of  experience.  We  have  interviewed  many 
doctors  in  the  state  and  some  from  other  states.  We 
have  read  whatever  pertinent  articles  we  could  obtain 
and  discussed  all  of  these  data  during  our  two  com- 
mittee meetings  in  Louisville  during  the  year.  We 
then  condensed  this  into  the  brief  report  herewith 
submitted.  We  are  taking  the  liberty  of  including  an 
historical  sketch  to  provide  background  information. 

Historical  Survey 

The  application  of  mental  health  principles  to  an 
entire  community  is  an  old  idea.  Adolf  Meyer,  for 
one,  postulated  the  practicality  of  this  approach  50 
years  ago.1  Little  impetus  was  given  such  ideas  until 
the  1940’s  when  the  high  rate  of  rejects  for  military 
service  due  to  psychiatric  reasons  (12%  of  all  draftees) 
created  widespread  concern.  Individuals  with  relatives 
requiring  psychiatric  care  were  enlightened  by  mental 
health  groups  and  became  less  willing  to  tolerate 
emotional  problems  as  inevitable,  less  willing  to  ac- 
cept abstract  albeit  fascinating  theories  of  mental 
illness,  or  to  accept  ineffective  traditional  treatment 
approaches.  In  fact,  the  public  clamored  for  psychiat- 
ric information  and  great  interest  and  fascination 
with  all  things  psychiatric  developed.  Some  in- 
dividuals, even  professionals,  “oversold”  this  new 
science  to  where  people  expected  miracles.  Even  if 
funding  were  available  to  provide  a sufficient  supply, 
we  must  be  aware  of  the  fact  that  the  very  concept  of 
mental  illness  continues  to  be  questioned2  and  all 
therapy,  even  psychotherapy,  is  suspect  and  dependent 
in  quality  on  the  individual  rendering  this  care. 

In  search  of  more  effective  treatment,  attention 
turned  to  social  factors.  State  hospitals,  long  seen  as 
warehouses  of  defective  individuals,  were  now  re- 
garded as  totally  undesirable  and  tranquilizers  have 
emptied  these  institutions.  Now  many  of  these  self- 
same patients  have  “disappeared”  into  urban  slums 
and  the  long  term  deleterious  effects  of  these  drugs 
are  under  investigation.  Thus  dependency  has  been 
transferred  from  huge  hospitals  and  attendants  there 
onto  drugs. 

Despite  these  questions  about  their  services,  avail- 
able psychiatrists  met  much  public  acceptance  and  at- 
tention. By  experience  with  professionals  people 
found  improved  care.  Psychiatrists  migrated  after  the 
patients  from  the  hospitals  into  the  private  practice 
sector.  However,  they  were  in  short  supply  and  quite 
expensive  for  long  term  care. 

The  Federal  Government  tried  to  increase  the 
number  of  psychiatrists  by  funding  doctors  to  take 
training.  This  not  only  depleted  the  number  of  doctors 
in  other  fields  but  made  psychiatrists  available  more 
to  the  moneyed  (or  those  with  health  insurance)  than 
to  the  socially  and  economically  deprived  whose 
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needs  were  actually  much  greater.  Mental  health 
centers  were  proposed  to  provide  varied  services  to  an 
entire  population  segment.  These  centers  were  to  be 
developed  with  funds  from  the  Federal  Government 
initially  but  would  be  progressively  self-supporting 
through  welfare  programs,  health  insurance  and  fee- 
for-service  charges.  The  health  centers  were  put  under 
the  control  of  people  of  the  community  served  and 
required  to  offer  inpatient  treatment,  outpatient  treat- 
ment, partial  hospitalization,  emergency  services  24 
hours  daily  and  consultation  and  education  to  in- 
dividual and  group  leaders  of  the  community.  The 
addition  of  diagnositic  and  rehabilitation  facilities, 
clinics  for  pre-care  and  follow-up  care,  alcoholics  and 
drug  addicts  into  one  unified  facility  forms  the  com- 
prehensive health  center  which  is  the  goal  of  com- 
munity psychiatry. 

The  Centers  Today 

Hopes  soared  when  the  concept  of  the  mental 
health  centers  was  implemented  in  1963.  Ideally  this 
provides  the  benefits  of  mental  health  care  to  people 
of  all  levels  of  society.  It  would  extend  beyond  the 
medical  model  to  encompass  social  measures,  vast  in 
number,  which  bear  on  a person’s  mental  well  being. 
Psychiatrists  could  extend  their  influence  manyfold 
through  the  utilization  of  workers  trained  in  some 
aspect  of  the  field.  While  it  is  still  too  early  to  judge 
progress  toward  these  goals,  there  is  evidence  of 
established  important  trends. 

By  and  large,  it  is  a rare  doctor  in  private  practice 
who  endorses  the  work  of  the  centers  as  being  good. 
They  certainly  rate  them  as  being  superior  to  the  void 
that  existed  before  the  centers’  establishment.  They 
resent  their  patients  receiving  no  traditional  psychiat- 
ric care  by  a psychiatrist  although  no  claim  had  ever 
been  made  that  psychiatrists  would  render  all  the 
care.  However,  the  doctors  feel  that  psychiatrists  in 
these  centers  rarely  spend  much  time  with  patients, 
that  they  are  in  the  organization  more  to  prescribe 
medicines  than  to  set  the  standards  or  patterns  of 
practice.  Accustomed  to  receiving  reports  back  from 
specialists,  these  physicians  resent  the  paucity  of  re- 
ports and  their  losing  contact  with  the  referred  pa- 
tients. 

These  same  doctors  we  interviewed  see  problems 
beyond  the  surface.  They  question  the  cost  of  this 
enormous  operation.  In  some  communities,  the  hired 
now  outnumber  the  highway  department  workers. 
The  leading  citizens  who  set  policy  are  aware  of 
strong  political  influences  being  wielded,  especially  in 
hiring  practices.  Some  of  those  hired  are  chosen  on 
the  basis  that  they  have  overcome  the  problem  which 
they  will  strive  to  treat  in  others.  This  gives  some  cen- 
ters an  appearance  in  which  the  staff  cannot  be 
differentiated  from  the  clients  and  some  facilities  take 
on  the  appearance  of  a public  meeting  place  for 
transients  except  that  these  transients  become  chronic 
inhabitants. 

This  observation  leads  to  further  questions:  Have 
we  exchanged  one  caretaking  system  for  another  with 
benefits  going  to  the  providers  rather  than  the  in- 
tended recipients?  Have  we  established  another  large 
bureaucracy  which  becomes  self-perpetuating,  ever 
expanding  and  maintained  by  its  being  the  only  re- 
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source  available  more  than  its  being  responsive  to 
peoples’  needs?  One  need  only  look  at  other  large 
governmental  operations  (e.g.,  the  Veterans  Adminis- 
tration, university  funding  programs,  welfare  pro- 
grams, etc.)  to  see  how  size  and  bureaucratic  prolif- 
eration affect  responsiveness. 

Our  Committee  concludes  that  there  is  cause  for 
the  most  serious  concern  regarding  the  philosophy, 
the  operation  and  the  ultimate  usefulness  of  the 
mental  health  centers  in  Kentucky.  According  to 
information  provided  the  Committee  on  Mental 
Health  Centers  and  Mental  Retardation  the  approach 
to  assisting  emotionally  disturbed  individuals  has 
changed  entirely  from  that  at  the  beginning.  Suf- 
ficient funds  are  available  to  expand  the  centers  in 
any  direction  even  remotely  akin  to  mental  health. 
The  emphasis  is  shifting  from  providing  help  to 
growing  larger.  The  influence  of  psychiatrists  has 
diminished  to  the  vanishing  point  as  lay  adminis- 
trators endeavor  to  deal  with  problems  they  are 
inadequately  prepared  to  handle. 

It  is  always  easy  to  find  fault  and  cry  doom.  Our 
hope  is  that  the  assets  of  these  programs  can  be 
retained.  We  know  of  some  excellent  units  operating 
within  this  network  and  some  first  class  workers  who 
have  a great  deal  to  offer.  The  questions  of  im- 
proving the  availability  of  good  care,  of  attracting 
good  workers,  of  maintaining  responsiveness  to  a 
changing  society  are  concerns  to  us  all  if  these  are 
truly  community  centers.  Matters  are  not  improved 
by  a lack  of  sharing  or  cooperation  between  the 
centers  and  organized  medical  groups. 

Ultimately  the  purpose  of  any  psychiatric  care  is 
to  free  the  individual  of  maladaptice  elements  of  his 
functioning  or  personality  and  establish  independence 
and  self-esteem.  Psychiatric  therapy  is  poor  at  best 
and  probably  dangerous  when  done  without  constant 
self-evaluation  by  the  providers.  So  far  the  mental 
health  centers  have  shown  no  tendency  toward  an 
open  and  frank  attitude  at  least  so  far  as  the  medical 
profession  is  concerned. 

This  report  raises  more  questions  than  it  answers. 
It  is  our  hope  that  all  concerned  individuals  will 
begin  to  reflect  on  these  matters  and  correspond  with 
this  Committee  as  to  their  observations  and  opinions. 
We  recommend  to  the  House  of  Delegates  of  the  Ken- 
tucky Medical  Association  that  this  Committee  be 
continued. 

Homer  B.  Martin,  M.D.,  Chairman 
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Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  portion 
of  the  Report  of  the  Chairman,  Board  of  Trustees, 
dealing  with  the  Ad  Hoc  Committee  on  Mental 
Health-Mental  Retardation,  and  recommends  that 
this  be  approved  as  written. 

The  Reference  Committee  further  recommends  that 
this  report  be  sent  to  all  county  medical  societies  in 
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Kentucky  with  the  request  that  the  societies  distribute 
it  to  each  board  member  of  the  comprehensive  care 
centers  in  their  areas. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

TOPIC  XVII  Dealing  with  Bureau  for 
Health  Services  Only 

As  you  know,  under  the  reorganization  plan,  the 
State  Board  of  Health  was  abolished  and  apparently 
its  functions  were  transferred  to  the  Secretary  of  the 
Department  for  Human  Resources.  Additional  opin- 
ion is  now  being  sought  from  the  office  of  the 
Attorney  General  and  such  opinions  will  be  made 
available  to  you  in  the  form  of  a supplement  to  this 
report  if  they  are  in  fact  available  by  our  September 
meeting.  During  the  recent  session  of  the  General 
Assembly,  I was  assured  that  local  Boards  of  Health 
would  continue  to  function  as  they  have  in  the  past 
and  that  no  county  health  department  would  be 
forced  to  merge  into  a regional  health  department 
system  unless  that  particular  local  health  department 
so  wished.  It  is  becoming  clear  however,  that  “en- 
couragement” to  regionalize  is  coming  about  through 
suggestions  that  the  state  will  not  provide  operational 
funds  for  any  health  department  except  regional 
health  departments. 

Although  there  appears  to  be  several  advantages 
to  regional  health  departments  over  local  health  de- 
partments, I am  somewhat  apprehensive  about  the 
long  range  future  of  our  public  health  system  in 
Kentucky  and  just  where  the  control  may  end  up. 
Mental  health  people,  particularly  community  mental 
health  centers,  have  reportedly  demonstrated  an  un- 
usual interest  in  securing  control  of  health  depart- 
ments and/or  health  department  programs.  I 
personally  feel  this  change,  if  indeed  it  should  ever 
occur,  would  be  a grave  mistake  for  the  people  of 
Kentucky.  I find  that  the  concerns  relative  to  public 
health  in  Kentucky  are  shared  by  physicians  across 
the  state.  (The  supplement  begins  with  the  following 
paragraph.) 

Although  I do  not  have  a written  report  from  the 
Attorney  General  at  the  time  of  this  report  relative 
to  the  authority  of  the  Secretary  for  the  Department 
of  Human  Resources  under  the  reorganization  plan 
implemented,  I am  informed  by  telephone  from  the 
office  of  the  Attorney  General  that  all  those  respon- 
sibilities and  authorities  previously  vested  in  the 
State  Board  of  Health,  including  the  approval  or 
disapproval  of  budgets  submitted  by  local  Boards  of 
Health  and  the  appointment  of  members  to  local 
boards  of  health  are  now,  in  fact,  vested  in  the 
Secretary  of  the  Department  for  Human  Resources 
and/or  his  representative. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report 
of  the  President,  Topic  XVII  (Bureau  for  Health 
Services)  and  recommends  it  be  accepted. 

We  appreciate  Doctor  Rainey’s  concern  in  the 


establishment  of  regional  health  department  systems. 
From  Mr.  Laurel  True  we  understand  it  is  already 
being  implemented.  Therefore,  it  is  felt  that  the 
Kentucky  Medical  Association  should  offer  the  serv- 
ices of  an  advisory  committee  immediately. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

Topic  XVIII  Dealing  with 
Chiropractic  Services  Only 

I was  recently  informed  that  Metropolitan  Life 
Insurance  Company  had  employed  chiropractors  for 
the  purpose  of  interpreting  x-rays.  I inquired  by 
telephone  and  was  told  by  an  officer  of  Metropolitan 
Life  Insurance  Company  that  this  was  true.  Still  not 
being  satisfied,  I wrote  the  Vice-President  and  Chief 
Medical  Director  of  Metropolitan  Life  Insurance 
Company  asking  him  for  confirmation  of  this  ar- 
rangement and,  if  in  fact  it  was  true,  the  reasoning 
behind  such  a policy.  I have  received  a response 
from  Metropolitan,  a copy  of  which  will  be  made 
available  to  any  delegate  who  may  desire  it.  Suffice 
it  to  say  that  the  response  confirmed  the  fact  that 
Metropolitan  Life  Insurance  Company  is,  in  fact, 
utilizing  the  services  of  chiropractors  for  roentgeno- 
logical interpretations  and  the  letter  strongly  insinu- 
ates that  the  interpretations  of  chiropractors  are,  in 
fact,  being  accepted  over  the  advice  and  interpreta- 
tions of  Radiologists.  A report  has  been  made  to 
your  Board  of  Trustees  and  the  Board  is  presenting 
to  you  Resolution  Q,  which  I would  strongly  endorse. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report 
of  the  President,  Topic  XVIII  (Chiropractic  Services),  # 
and  recommends  it  be  approved. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  Q 

KMA  Board  of  Trustees 

WHEREAS,  Public  Law  92-603  authorizes  pay- 
ment  to  chiropractors  for  “manual  manipulation  of 
the  spine  to  correct  a subluxation  (demonstrated  by 
x-ray  to  exist)  which  has  resulted  in  a neuromusculo-  tbi 
skeletal  condition,”  and 

WHEREAS,  the  Regulations  recently  published 
(August  9,  1974)  require  “malpositioning  of  a 

vertebra  anatomically  demonstrable  on  an  x-ray  film 
and  that  its  objectivity  should  be  such  that  anyone 
trained  and  experienced  in  the  reading  of  x-rays  I fee 
could  identify  it,”  and 

WHEREAS,  The  Metropolitan  Insurance  Com-  I 
pany  has  retained  chiropractors  in  their  review 
mechanism;  and 

WHEREAS,  this  action  (though  legal)  may  , JC| 
jeopardize  the  fine  relationship  of  the  physicians  of  0n 
Kentucky  and  the  Metropolitan,  therefore  be  it 
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RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion, by  its  Board  of  Trustees  and  executive  staff, 
petition  the  Metropolitan  Insurance  Company  to  re- 
consider the  use  of  chiropractors  in  the  claims 
review  system  and  institute  scientific,  accepted  sys- 
tems to  reasonably  process  legitimate  claims  and  that 
Metropolitan  be  notified  that  its  actions  are  jeop- 
ardizing the  continuing  cooperation  of  physicians  with 
Metropolitan  in  all  aspects  including  management  of 
Part  B of  the  Medicare  law,  and  be  it  further 

RESOLVED,  that  if  negotiations  prove  futile,  the 
Board  be  empowered  to  inform  the  membership  and 
advise  Kentucky  physicians  of  appropriate  actions 
regarding  Metropolitan  Insurance  Company,  and  be 
it  further 

RESOLVED,  that  all  KMA  members  be  informed 
of  the  unalterable  opposition  of  the  House  of  Dele- 
gates to  the  inclusion  of  chiropractors  for  the  x-ray 
determination  of  malposition. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  Resolution 
Q,  Chiropractic  Involvement  with  Medicare,  intro- 
duced by  the  KMA  Board  of  Trustees. 

Reference  Committee  No.  5 recommends  that 
Resolution  Q be  approved  with  the  deletion  of  the 
following  phrase  in  the  first  RESOLVED:  “in  all 
aspects,  including  management  of  Part  B of  the 
Medicare  law,”  which  would  then  make  the  first 
RESOLVED  read  as  quoted  below. 

“RESOLVED,  that  the  Kentucky  Medical  Asso- 
ciation, by  its  Board  of  Trustees  and  executive  staff, 
petition  the  Metropolitan  Insurance  Company  to 
reconsider  the  use  of  chiropractors  in  the  claims 
review  system  and  institute  scientific,  accepted  sys- 
tems to  reasonably  process  legitimate  claims  and 
that  Metropolitan  be  notified  that  its  actions  are 
jeopardizing  the  continuing  cooperation  of  physicians 
with  Metropolitan.” 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  R 

Pennyrile  Medical  Society,  Inc. 

WHEREAS,  for  a number  of  years  the  House  of 
Delegates  of  the  Kentucky  Medical  Association  has 
voiced  the  desire  to  see  the  Commonwealth  of  Ken- 
tucky treated  as  a single  payment  area,  and 

WHEREAS,  under  the  UCR  concept  of  payments 
the  current  boundaries  are  very  artificial,  and 

WHEREAS,  no  longer  is  it  true  that  the  high  per 
capita  income  or  cost  of  living  or  cost  of  supplies  is 
found  only  in  metropolitan  areas,  and 

WHEREAS,  medicare  payments  at  present  are 
based  supposedly  on  the  75th  percentile  of  UCR 
fees  submitted  for  1973  to  those  who  have  established 
profiles  and  on  the  50th  percentile  for  young  phy- 
sicians entering  practice  for  the  first  time,  and 

WHEREAS,  medicare  purports  to  update  phy- 
sicians’ profiles  regarding  the  fees  submitted,  what 
actually  seems  to  be  done  is  a token  increase  based 
on  fees  allowed— so  these  are  not  fees  following  a 
UCR  concept,  and 
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WHEREAS,  fees  in  dispute  may  be  referred  to 
local  peer  review  committees  or  even  the  state  peer 
review  committee,  the  medicare  organization  makes 
it  clear  they  may  be  guided  by  the  outcome  of  such 
hearings  but  they  are  under  no  obligation  to  abide 
by  the  outcome  of  such  hearings,  and 

WHEREAS,  if  a young  physician  enters  practice 
with  an  established  group  his  fees  remain  those  of 
the  group  and  a number  of  such  physicians  entering 
practice  in  Kentucky  who  have  already  been  in 
practice  in  adjacent  or  nearby  states  find  that  their 
“established  Kentucky  profile”  is  often  only  half  as 
much  as  their  previous  profile,  and 

WHEREAS,  physicians  coming  into  the  state  who 
have  already  established  profiles  in  other  states  may 
find  they  too  must  establish  a “Kentucky  profile” 
and  are  paid  at  the  50th  percentile  till  such  a profile 
is  “established”,  and 

WHEREAS,  over  and  over  we  hear  the  problem 
of  maldistribution  of  physicians  discussed  and  the 
current  medicare  fee  system  promotes  this  problem, 
now  therefore  be  it 

RESOLVED,  the  1974  Kentucky  Medical  Associa- 
tion House  of  Delegates  instruct  the  Board  of  Trustees 
to  resolve  the  following  points  with  medicare: 

1 ) For  payment  purposes  the  Commonwealth  of 
Kentucky  should  be  considered  one  payment  area. 

2)  The  1974  KMA  House  of  Delegates  reaffirms 
its  support  of  the  UCR  concept. 

3)  Profiles  for  medicare  payment  purposes  should 
be  updated  at  least  annually  based  on  physicians’ 
charges  and  not  medicare  allowances  and  not  two 
years  behind  as  is  the  current  policy. 

4)  Disputed  fees  should  be  turned  over  to  Peer 
Review  (KPRO)  for  arbitration  that  is  binding  on 
both  parties. 

5)  Physicians  with  established  practices  in  other 
states  should  be  allowed  to  transfer  their  profile 
from  one  state  medicare  office  to  another,  and  this 
should  be  publicized  to  physicians. 

6)  Younger  physicians  entering  practice  should  not 
be  faced  with  the  current  inequitable  payment  for 
services  for  this  is  the  same  as  saying  his  services 
aren't  as  good  as  those  of  older  colleagues. 

7)  It  seems  inconceivable  that  the  average  or 
median  UCR  payments  should  vary  as  much  as 
they  seemingly  do  from  state  to  state  and  information 
regarding  this  should  be  obtained. 

8)  If  the  above  points  are  not  resolved  in  a manner 
satisfactory  to  the  Board  of  Trustees  (and  based  on 
past  experience  with  previously  passed  resolutions, 
some  of  these  points  may  not  be  resolvable  by  the 
Board  of  Trustees)  within  one  year  then  the  public 
should  be  informed  by  a statement  of  fact  to  be 
displayed  in  physicians'  offices  of  the  medicare  pro- 
gram’s misleading  and  often  degrading  inferences  with 
regard  to  the  disallowance  of  charges  and  note  that 
this  disparity  is  even  greater  for  the  young  physician 
first  entering  practice. 

(Comment:  such  a communication  might  be  printed 
on  a sheet  of  the  KMA  Communicator  suitable  for 
display  in  a physician's  office  and  would  require 
very  little  or  no  additional  cash  outlay.) 

and  be  it  further 
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RESOLVED,  the  Board  of  Trustees  report  back 
to  the  1975  House  of  Delegates  as  to  their  success 
or  failure  on  a point  by  point  basis  for  further 
deliberations  as  may  be  necessary. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  Resolution 
R.  Medicare  and  Medicare  Payments,  introduced  by 
the  Pennyrile  Medical  Society,  Inc.,  and  recommends 
it  be  approved. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  W 

Campbell-Kenton  County  Medical  Society 

WHEREAS,  current  requirements  for  transfer  of 
patients  from  acute  to  intermediate  and  extended 
care  facilities  and  maintenance  of  records  in  such 
facilities  are  burdensome  and  wasteful  of  professional 
time,  thereby  detrimental  to  the  highest  quality  medi- 
cal care  for  patients,  now  therefore  be  it 

RESOLVED,  that  the  Board  of  Trustees  of  the 
Kentucky  Medical  Association  be  requested  to  con- 
vene a meeting  of  representatives  of  the  Kentucky 
Medical  Association,  the  Kentucky  Nurses  Associa- 
tion, the  Kentucky  Association  of  Health  Care  Fa- 
cilities and  representatives  of  state  and  federal 
agencies  for  the  purpose  of  reviewing  and  greatly 
simplifying  the  present  requirements  governing  ex- 
tended care  facilities. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  Resolution 
W,  Requirements  of  Intermediate  and  Extended  Care 
Facilities,  introduced  by  the  Campbell-Kenton 
County  Medical  Society,  and  recommends  it  be  ap- 
proved. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Recommendations,  Reference  Committee  No.  5 

Mr.  Speaker,  I move  the  adoption  of  the  Report 
of  Reference  Committee  No.  5 as  a whole. 

(Motion  was  seconded  and  carried.) 

Recommendations,  Reference  Committee  No.  5 

Mr.  Speaker,  I would  like  to  thank  each  member 
of  this  Committee  for  his  help  in  reviewing  these 
reports  and  writing  the  Reference  Committee  report 
and  Mrs.  Doris  Crume  for  her  assistance  in  preparing 
this  report. 

(Motion  was  seconded  and  carried.) 

REFERENCE  COMMITTEE  NO.  5 
N.  H.  Talley,  M.D.,  Princeton,  Chairman 
Danny  M.  Clark,  M.D.,  Somerset 
Emanuel  H.  Rader,  M.D.,  Pineville 
R.  Parnell  Rollings,  M.D.,  Louisville 
William  R.  Yates,  M.D.,  Hebron 
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REFERENCE  COMMITTEE  NO.  6 

Wally  O.  Montgomery,  M.D.,  Paducah, 
Chairman 

Reference  Committee  No.  6 considered  the 
following  reports  and  resolutions: 

11.  Report  of  the  KMA  ludicial  Council 
13.  Report  of  the  Rural  Kentucky  Medical 
Scholarship  Fund 

25.  Report  of  the  Committee  to  Study  the  Con- 

stitution and  Bylaws 

26.  Report  of  the  McDowell  House  Board  of 

Managers 

38.  Report  of  the  KMA-KNA  loint  Practice  Com- 

mittee, except  the  portion  beginning  with 
the  last  paragraph  on  page  38.2  through 
the  second  paragraph  on  page  38.3,  dealing 
with  continuing  education,  which  is  referred 
to  Reference  Committee  No.  2 

39.  Report  of  the  Physician-Attorney  Liaison 

Committee 

40.  Report  of  the  Ad  Hoc  Committee  to  Study 

the  External  Structure  of  KMA 

1.  Report  of  the  President;  the  following  topics 
only 

Topic  Illb  (The  Election  Process  for  Presi- 
dent-Elect)— pages  1.3  & 1.4 
Topic  IV  (The  Office  of  Vice  President)  — 
pages  1.4  and  1.5 

Topic  V (Participation  of  Medical  Students, 
Interns  and  Residents  in  Organized  Medi- 
cine)— pages  1.5  and  1.6 
Topic  VII  (AMA,  KMA  and  County  Mem- 
bership— Unified  Membership) — pages  1.7 
and  1.8 

Resolution  C — Specialty  Representation  in  the 
KMA  House  of  Delegates  (Hardin-Larue  County 
Medical  Society) 

Resolution  E — Method  of  Selecting  Nominating 
Committee  (McCracken  County  Medical  So- 
ciety) 

Resolution  I — Malpractice  Suits  (Campbell-Kenton 
County  Medical  Society) 

Resolution  P — Lyon  County  Joining  the  Pennyrile 
Medical  Society  (Pennyrile  Medical  Society, 
Inc.  and  Lyon  County  Medical  Society) 

Resolution  S — Clarification  of  the  Selection  of 
Delegates  and  Alternate  Delegates  to  the  Ameri- 
can Medical  Association  (Pennyrile  Medical  So- 
ciety, Inc.) 

Report  of  the 
KMA  Judicial  Council 

During  the  past  year  since  our  last  report,  the 
Judicial  Council  met  on  the  following  dates:  Sep- 
tember 19,  1973;  October  31,  1973;  December  12, 
1973;  February  20,  1974;  April  17,  1974;  June  20, 
1974,  and  August  21,  1974  and  considered  com- 
plaints from  patients,  physicians,  and  third  parties 
relating  to  treatment  received,  fees  charged,  billing 
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procedures,  and  other  aspects  of  medical  practices. 
These  items  totaled  102,  many  of  which  were  con- 
tinued from  month  to  month. 

Following  are  abstracts  of  the  items  that  are  of 
general  interest  to  the  profession  or  of  a personal 
interest : 

1)  In  answer  to  a complaint  from  a podiatrist  that 
an  attending  physician  did  not  make  available  to 
him  medical  history  of  a patient  whom  he  was 
treating,  the  Council  cited  the  AM  A Judicial  Council 
Opinions  and  Reports  and  stated: 

“That  the  practice  of  podiatry  is  ancillary  to 
the  medical  practice  and  that  pertinent  medical 
records  should  be  made  available  in  an  ap- 
propriate situation.” 

2)  Appeal  of  Richard  Carter,  M.D.,  from  the 
decision  of  the  Fayette  County  Medical  Society: 
The  Council,  after  a hearing  and  a review  of  extensive 
legal  arguments,  made  the  determination  that  Doctor 
Carter  was  not  responsible  for  advertising  being  done 
by  the  Hunter  Foundation;  however,  the  Judicial 
Council  pointed  out  that  it  did  not  agree  that  adver- 
tising by  an  HMO  is  necessary  for  its  existence  or 
success  and  that  such  advertising  by  an  HMO  does 
not  reflect  credit  on  the  medical  profession. 

3)  The  Council  received  information  concerning 
the  operation  of  abortion  clinics  in  several  areas  of 
the  state  and  proceeded  through  local  societies  to 
investigate  whether  or  not  the  clinics  were  in  opera- 
tion and  if  so,  whether  or  not  the  KMA  guidelines 
were  being  met.  This  investigation  is  an  on-going 
process  and  excellent  cooperation  has  been  received 
from  local  physicians  in  monitoring  these  clinics. 
Thus  far,  the  Council’s  investigation  has  disclosed 
that  the  KMA  guidelines  are  being  met,  but  in 
several  instances  solicitation  methods  have  been  open 
to  question. 

4)  The  Council  has  received  information  and  com- 
plaints concerning  the  operation  of  mobile  pulmonary 
testing  laboratories  operating  in  Kentucky  and  is 
attempting  to  make  on-the-scene  investigations  of 
these  testing  labs  to  determine  if  proper  supervision 
and  medical  procedures  are  being  followed. 

5)  Upon  inquiry  from  a medical  insurance  carrier, 
the  Council,  in  accordance  with  Section  Ten  of  the 
Principles  of  Medical  Ethics,  and  decisions  of  the 
AMA  Judicial  Council,  stated  its  opinion  that: 

“Where  a reasonable  request  for  medical  in- 
formation is  made  to  a physician  by  a recognized 
insurance  carrier,  with  the  patient’s  permission, 
to  enable  a fair  determination  to  be  made  on  a 
patient’s  claim  for  medical  insurance  benefits, 
it  would  be  unethical  for  a physician  to  refuse 
to  provide  pertinent  and  relevant  information 
without  some  just  cause.” 

6)  The  Council  received  several  inquiries  concern- 
ing a proper  announcement  of  the  opening  of  a 
physician’s  office,  and  has  reiterated  its  view  that 
under  Section  Five  of  the  Canons  of  Medical  Ethics, 
a printed  announcement  should  not  be  sent  indis- 
criminately to  all  persons  in  the  community  nor 
should  commercial  mailing  lists  be  utilized,  but  rather 
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its  distribution  should  be  limited  to  colleagues,  per- 
sonal friends  not  in  the  medical  profession,  and 
persons  in  allied  fields  with  whom  the  physician 
may  be  associated. 

The  form  of  the  announcement  should  be  kept 
simple,  announce  the  facts  of  the  opening  of  an 
office,  and  the  type  of  practice  to  be  conducted. 
Any  embellishment  into  the  details  of  the  practice 
or  the  skills  or  training  of  the  physician  are  not  in 
good  taste.  The  Judicial  Council  has  no  objection  to 
consulting  with  any  physician  opening  a new  office 
and  reviewing  his  planned  announcement  with  him. 

The  Council  has  also  received  other  questions  of 
ethics  concerning  individual  situations  including  ac- 
tivities of  nurse  practitioners,  financial  interest  in 
drugstores  by  physicians,  the  handling  of  delinquent 
accounts,  consent  requirements  for  sterilization 
operations,  and  complaints  relative  to  doctor-patient 
relationships  and  the  compulsive  statements  and 
actions  of  physicians  to  patients  in  the  course  of 
their  practice. 

The  Council  has  continued  its  policy  of  increasing 
use  and  dependence  on  the  local  district  trustees  for 
their  assistance  in  investigating  complaints  received 
by  the  Council  and  undertaking  to  solve  complaints 
involving  personality  conflicts  on  a local  level.  The 
Council  wishes  to  note  that  the  local  trustees’  assist- 
ance has  generally  proven  productive  and  expeditious. 

The  Council,  with  the  assistance  of  the  KMA 
staff,  has  developed  a system  of  receiving,  cate- 
gorizing, and  prompt  handling  of  complaints  to  assure 
the  best  possible  resolution  of  problems  as  brought 
to  the  KMA  and  the  Judicial  Council. 

At  the  close  of  this  year  the  Judicial  Council  has 
pending  before  it  twelve  matters  which  are  under 
continuing  investigation  towards  an  ultimate  resolu- 
tion. 

E.  C.  Seeley,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 considered  as  its  first 
order  of  business  the  Report  of  the  KMA  Judicial 
Council.  This  was  discussed  at  length  and  the  only 
question  that  the  Reference  Committee  had  was  that 
of  advertising  by  an  HMO  which  seems  to  be  an 
unresolved  problem. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Rural 
Kentucky  Medical  Scholarship  Fund 

The  Rural  Kentucky  Medical  Scholarship  Fund, 
established  in  1946  for  the  purpose  of  providing  a 
better  distribution  of  physicians  in  rural  Kentucky, 
now  has  190  physicians  in  practice  in  87  counties, 
with  22  practicing  in  critical  counties  and  two  in 
the  Public  Health  Service. 

There  are  now  outstanding  270  notes  to  143  bor- 
rowers, for  a total  in  excess  of  $537,850.  These 
recipients  are  either  in  medical  school,  interning,  or 
in  the  Armed  Services. 

All  loans  and  contracts  are  processed  at  the  KMA 
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Headquarters  Office.  Progress  reports  are  secured  on 
students  in  medical  school,  and  contact  is  maintained 
with  interns,  recipients  in  the  Armed  Services,  and 
past  recipients  in  practice.  The  Louisville  Trust  Com- 
pany serves  as  the  fiscal  agent  for  the  Fund. 

This  year  the  critical  county  contract,  the  regular 
loan  contract,  and  the  Public  Health  contract  were 
combined.  Loans  to  $3,500  per  year  are  available  to 
medical  students  who  are  residents  of  Kentucky  and 
who  have  agreed  to  practice  in  an  approved  area 
of  the  state  one  year  for  each  loan  received.  For- 
giveness features  are  applicable  to  recipients  who 
establish  practice  in  designated  critical  counties  or 
who  serve  in  the  Kentucky  Public  Health  Service. 
Another  major  change  in  the  contract  is  the  inclusion 
of  a liquidated  damage  clause  which  allows  for  the 
Fund  to  collect  $5,000  for  damages  suffered  by  a 
community  for  failure  of  a recipient  to  go  there  and 
practice.  The  contract  also  states  that  the  Board  looks 
favorably  on  residencies  in  Family  Practice  and  to 
a limited  degree  on  certain  other  residencies  in  the 
primary  specialties.  Such  postgraduate  training  ex- 
tension must  be  requested  and  approved  in  advance. 

In  addition  to  loans  to  students,  the  Fund  has 
approved  an  Establish  Practice  loan  of  $5,000  to 
physicians  entering  practice  for  the  first  time  in  an 
approved  rural  area  of  Kentucky.  The  loan  bears  an 
interest  rate  of  two  percent  and  permits  practice  in 
over  100  counties  in  Kentucky.  Annual  forgiveness 
features  of  $1,000  apply  to  areas  considered  in 
greatest  need  of  a physician. 

The  members  of  the  Board  of  Trustees  of  the 
Fund,  in  noting  the  success  of  the  program  over  the 
past  28  years,  have  asked  me  to  express  their  par- 
ticular appreciation  for  the  interest  and  support  of 
Governor  Wendell  H.  Ford,  members  of  the  Ken- 
tucky General  Assembly,  and  members  of  the 
Kentucky  Medical  Association. 

G.  L.  Simpson,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 next  reviewed  the 
Report  of  the  Rural  Kentucky  Medical  Scholarship 
Fund.  The  Chairman  of  the  Fund,  G.  L.  Simpson, 
M.D.,  was  present  to  make  comments  on  this  report 
as  well  as  to  answer  questions  from  the  audience. 
He  discussed  the  three  new  innovations  of  the  Fund 
regarding  the  formation  of  mini-groups  by  recipients 
of  the  Fund,  the  established  practice  loan  which  is 
new  this  year  and  the  liquidated  damages  concept 
of  the  enforcement  of  the  contract. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Committee  to  Study  the 
Constitution  and  Bylaws 

Your  Committee  to  Study  the  Constitution  and 
Bylaws  met  this  year  on  April  25  for  its  annual 
session  to  implement  Bylaws  changes  that  had  been 
proposed  to  the  Committee  and  to  generally  update 
the  Bylaws. 


Since  there  are  no  Constitutional  changes  this  year, 
our  format  for  presentation  will  be  to  first  present 
our  recommendations  and  reasons  for  submitting 
any  proposed  changes.  Secondly,  we  will  quote  the 
wording  of  the  present  section  of  the  Constitution 
and  Bylaws,  and  thirdly,  present  the  proposed  amend- 
ments to  the  Constitution  and  Bylaws. 

Amendments  to  the  Bylaws 
Recommendation 

This  year,  Fred  C.  Rainey,  M.D.,  KMA  President, 
was  specifically  mandated  by  the  House  of  Delegates 
to  make  contact  with  the  Student  American  Medical 
Association  Chapters  at  the  University  of  Louisville 
and  the  University  of  Kentucky,  to  initiate  a closer 
liaison  between  students  and  organized  medicine. 
Doctor  Rainey  found  the  student  groups  to  be  ex- 
tremely interested  in  the  operations  of  organized 
medicine  but  somewhat  frustrated  in  their  participa- 
tion due  to  the  fact  that  they  are  not  allowed  a vote 
in  the  KMA  House  of  Delegates.  As  a result  of 
this  the  KMA  Board  of  Trustees  has  recommended 
that  student  representatives  be  given  a vote  in  the 
House  of  Delegates  and  when  appointed  to  com- 
mittees, be  allowed  to  be  voting  members  of  those 
committees. 

CHAPTER  I,  Membership 

Present  Section  2 (F):  Any  student  in  an  accredited 
medical  school  in  Kentucky  or  any  resident  of  Ken- 
tucky who  is  a student  in  any  accredited  medical 
school  in  the  United  States  shall  be  eligible  for 
student  membership.  Student  members  shall  not  have 
the  right  to  vote  nor  hold  office.  They  may  apply 
directly  to  the  state  association  for  membership  and 
be  assigned  to  the  county  society  of  their  choice. 
The  membership  year  for  student  members  shall  run 
from  September  1 to  August  31  of  each  year. 

Proposed  Section  2 (F):  Any  student  in  an  ac- 
credited medical  school  in  Kentucky  or  any  resident 
of  Kentucky  who  is  a student  in  any  accredited 
medical  school  in  the  United  States  shall  be  eligible 
for  student  membership.  They  may  apply  directly 
to  the  state  association  for  membership  and  be  as- 
signed to  the  county  society  of  their  choice.  The 
membership  year  for  student  members  shall  run 
from  September  1 to  August  31  of  each  year.  J 
Student  members  may  not  hold  office,  but  may  be  * 
voting  members  of  any  committee  to  which  they  j 
are  appointed.  They  will  be  represented  in  the  House  j 
of  Delegates  through  one  voting  representative 
elected  by  the  Student  American  Medical  Association 
Chapter  at  the  University  of  Kentucky  and  one 
voting  representative  elected  by  the  Student  Ameri- 
can Medical  Association  at  the  University  of  Louis-  : 
ville. 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 next  discussed  the 
Report  of  Committee  to  Study  the  Constitution  and 
Bylaws.  The  first  section  of  this  report  discussed  was 
Chapter  I (Membership),  Section  2 (F).  There  was 
much  discussion  from  the  floor  regarding  this  section 
of  student  membership  of  KMA  and  of  the  proposed 
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change  in  the  Bylaws.  The  Committee  felt  that  the 
proposed  change  of  the  Bylaws  should  be  altered  to 
include  this  statement  as  the  new  Section  2 (F). 
“Any  student  in  an  accredited  medical  school  in 
Kentucky  or  any  resident  of  Kentucky  who  is  a 
student  in  any  accredited  medical  school  in  the 
United  States  shall  be  eligible  for  student  member- 
ship. They  may  apply  directly  to  the  state  association 
for  membership  and  be  assigned  to  the  county  so- 
ciety of  their  choice.  The  membership  year  for 
student  members  shall  run  from  September  1 to 
August  31  of  each  year.  Student  members  may  not 
hold  office  but  may  be  voting  members  of  any 
committee  to  which  they  are  appointed.  They  will  be 
represented  in  the  House  of  Delegates  through  one 
voting  representative,  a student  member  of  KMA 
elected  by  the  student  body  at  the  University  of 
Kentucky  College  of  Medicine  and  one  voting  rep- 
resentative, a student  member  of  the  Kentucky  Med- 
ical Association  elected  by  the  student  body  at  the 
University  of  Louisville  School  of  Medicine.” 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

The  motion  was  seconded  from  the  floor.  On  a 
call  for  discussion,  the  suggestion  was  made  that 
the  dates  contained  in  the  sentence,  “The  member- 
ship year  for  student  members  shall  run  from  Sep- 
tember 1 to  August  31  of  each  year.”,  be  changed  to 
January  1 to  December  31,  which  would  cause  the 
sentence  to  then  read,  “The  membership  year  for 
student  members  shall  run  from  January  1 to  Decem- 
ber 31  of  each  year.”  The  recommendations  of  the 
Reference  Committee  were  then  accepted  as  amended. 

Recommendation 

The  House  of  Delegates  recently  changed  their 
policy  regarding  responsibility  for  KMA  Awards. 
Due  to  the  fact  that  the  physical  appearance  of  the 
KMA  Award  given  to  an  outstanding  layman  and 
to  an  outstanding  physician  have  been  changed,  it  is 
now  necessary  for  the  recipients  of  those  two  awards 
to  be  chosen  well  in  advance  of  the  Annual  Meeting, 
which  is  the  time  at  which  these  awards  are  presented. 
For  that  reason,  it  is  now  more  feasible  for  the 
Awards  Committee  to  be  the  sole  judge  as  to  the 
recipient  of  the  above  mentioned  awards.  (This 
adopted  policy  is  already  in  effect  so  this  is  merely 
a “housekeeping  change”). 

CHAPTER  III,  The  House  of  Delegates 

Present  Section  18:  Except  as  provided  in  Chapter 
I VI,  Section  4,  it  shall  approve  all  memorials  and 
I resolutions  issued  in  the  name  of  the  Association 
I before  the  same  shall  become  effective. 

Proposed  Section  18:  It  shall  approve  all  memori- 
als and  resolutions  issued  in  the  name  of  the  Associa- 
tion before  the  same  shall  become  effective,  except 
as  provided  in  Chapter  VI,  Section  4,  and  except 
for  the  selection  of  the  recipient  of  the  Kentucky 
Medical  Association  Award  (Outstanding  Layman) 
and  the  Distinguished  Service  Award  (Outstanding 
Physician),  which  selections  shall  be  made  by  the 
KMA  Awards  Committee. 


Recommendations  Reference  Committee  No.  6 

Chapter  III  (The  House  of  Delegates),  Section  18 
of  the  Bylaws  was  next  discussed  and  it  was  felt 
that  the  recommendation  of  the  Bylaws  Committee 
should  be  accepted  so  that  proposed  Section  18 
would  read:  “It  shall  approve  all  memorials  and 
resolutions  issued  in  the  name  of  the  Association 
before  the  same  shall  become  effective  except  as 
provided  in  Chapter  VI,  Section  4,  and  except  for 
the  selection  of  the  recipient  of  the  Kentucky  Medi- 
cal Association  Award  (Outstanding  Layman)  and 
Distinguished  Service  Award  (Outstanding  Physician), 
which  selections  shall  be  made  by  the  KMA  Awards 
Committee.” 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Recommendation 

It  was  felt  that  the  current  method  by  which 
KMA  elects  its  officers  is  somewhat  outmoded  and 
many  times  prevents  capable  individuals  from  serving 
in  the  specific  offices  of  President  and  Vice  President 
due  to  the  current  method  of  not  allowing  candidates 
to  seek  office  and  the  “gentlemen’s  agreement”  of 
rotating  various  officers  between  three  vague  dis- 
tricts. The  changing  of  this  particular  procedure 
would  require  changes  in  two  sections  of  the  By- 
laws. 

CHAPTER  IV,  Election  of  Officers  and  Delegates  to  the  AMA 

Present  Section  1:  The  President  Elect  and  the 
Vice  President  shall  be  elected  for  the  term  of 
one  year,  the  President  Elect  succeeding  to  the  presi- 
dency at  the  expiration  of  his  term  as  the  Presi- 
dent Elect.  The  Vice  President  shall  be  elected 
from  the  same  general  area  in  which  the  Presi- 
dent resides.  Delegates  to  the  AMA  and  their 
Alternates  shall  be  elected  for  terms  of  two  years. 
The  Speaker  of  the  House  of  Delegates,  the  Vice 
Speaker,  the  Secretary,  and  the  Treasurer  shall  be 
elected  for  terms  of  three  years,  but  no  members 
shall  be  eligible  for  election  to  more  than  two  con- 
secutive full  terms  as  Secretary  or  Treasurer.  Trustees 
and  their  Alternates  shall  be  elected  for  terms  of 
three  years  and  Trustees  shall  be  limited  to  serving 
for  not  more  than  two  consecutive  full  terms.  The 
terms  of  the  Trustees  and  their  Alternates  shall  co- 
incide and  be  so  arranged  that  1/3  of  the  terms 
expire  each  year,  insofar  as  possible,  provided,  how- 
ever, that  nothing  contained  herein  shall  preclude 
an  Alternate  Trustee  from  serving  two  full  terms  as 
a Trustee.  No  member  shall  be  eligible  for  the 
office  of  President,  President  Elect,  Vice  President, 
Speaker  or  Vice  Speaker  of  the  House  of  Delegates, 
Trustee,  or  Alternate  Trustee  who  has  not  been  an 
active  member  of  the  Association  for  at  least  five 
years. 

Proposed  Section  1:  The  President  Elect  and  the 
Vice  President  shall  be  elected  from  the  state  at 
large  for  a term  of  one  year,  the  President  Elect 
succeeding  to  the  presidency  at  the  expiration  of  his 
term  as  President  Elect.  Delete  (The  Vice  President 
shall  be  elected  from  the  same  general  area  in 
which  the  President  resides.)  (The  rest  of  the  para- 
graph remains  the  same). 
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Recommendations,  Reference  Committee  No.  6 

The  Bylaws  change  next  considered  by  the  com- 
mittee refers  to  Chapter  IV  (Election  of  Officers 
and  Delegates  to  the  AMA),  Section  1,  the  last 
sentence  of  that  paragraph  which  now  states,  “No 
member  shall  be  eligible  for  the  office  of  President, 
President  Elect,  Vice  President,  Speaker  or  Vice 
Speaker  of  the  House  of  Delegates,  Trustee,  or 
Alternate  Trustee  who  has  not  been  an  active  mem- 
ber of  the  Association  for  at  least  five  years.”  The 
committee  feels  that  the  sentence  should  be  changed 
to  delete  “five  years”  and  insert  “three  years”  re- 
quirement. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Recommendation 

Again,  if  the  election  procedures  are  changed,  the 
Nominating  Committee  may  either  select  a nominee 
for  the  office  of  President-Elect  and  Vice  President 
or  someone  wishing  to  seek  either  office  may  in- 
dicate his  desire  to  do  so.  Since  this  could  conceivably 
mean  there  would  be  more  than  one  individual 
nominated  for  or  seeking  each  office,  your  Con- 
stitution and  Bylaws  Committee  feels  that  some  type 
of  specific  election  procedures  should  be  developed. 
Please  note  that  there  is  a proposed  change  in 
Section  1 which  appears  in  the  main  report  having 
to  do  with  the  President  Elect  and  Vice  President 
being  elected  from  a state  at  large  and  deleting  the 
requirement  that  the  Vice  President  be  elected  from 
the  same  general  area  in  which  the  President  resides. 
The  changes  recommended  in  this  addendum  incor- 
porate the  changes  recommended  previously  in  the 
preceding  report  but  adds  guidelines  for  election 
procedures  when  more  than  one  individual  is  up  for 
election  to  a particular  office. 

CHAPTER  IV,  Election  of  Officers  and  Delegates 
to  the  American  Medical  Association 

Present  Section  1:  The  President-Elect  and  the 
Vice  President  shall  be  elected  for  a term  of  one 
year,  the  President-Elect  succeeding  to  the  presidency 
at  the  expiration  of  his  term  as  President-Elect.  The 
Vice  President  shall  be  elected  from  the  same  gen- 
eral area  in  which  the  president  resides.  Delegates 
to  the  AMA  and  their  alternates  shall  be  elected 
for  terms  of  two  years.  The  Speaker  of  the  House  of 
Delegates,  the  Vice  Speaker,  the  Secretary,  and  the 
Treasurer  shall  be  elected  for  terms  of  three  years, 
but  no  member  shall  be  eligible  for  election  to  more 
than  two  consecutive  full  terms  as  Secretary  or 
Treasurer.  Trustees  and  their  Alternates  shall  be 
elected  for  terms  of  three  years  and  Trustees  shall 
be  limited  to  serving  for  not  more  than  two  con- 
secutive full  terms.  The  terms  of  the  Trustees  and 
their  Alternates  shall  coincide  and  be  so  arranged 
that  one-third  of  the  terms  expire  each  year,  insofar 
as  possible,  provided,  however,  that  nothing  con- 
tained herein  shall  preclude  an  Alternate  Trustee 
from  serving  two  full  terms  as  a Trustee.  No  member 
shall  be  eligible  for  the  office  of  President,  President- 
Elect,  Vice  President,  Speaker  or  Vice  Speaker  of 
the  House  of  Delegates,  Trustee  or  Alternate  Trustee 


who  has  not  been  an  active  member  of  the  Associa- 
tion for  at  least  five  years. 

Proposed  Section  1:  The  President-Elect  and  the 
Vice  President  shall  be  elected  from  the  state  at 
large  for  a term  of  one  year,  the  President-Elect 
succeeding  to  the  presidency  at  the  expiration  of  his 
term  as  President-Elect.  Delete  (The  Vice  President 
shall  be  elected  from  the  same  general  area  in  which 
the  President  resides.)  A majority  vote  of  those  at- 
tending and  voting  shall  be  required  for  the  election 
of  the  President-Elect  and  the  Vice  President,  and 
on  any  ballot  where  a majority  is  not  obtained  the 
candidate  with  the  least  votes  shall  be  dropped  and 
further  balloting  held  until  such  time  as  one  candi- 
date receives  a majority  of  the  votes  cast.  (The  rest 
of  the  paragraph  remains  the  same.) 

Recommendations,  Reference  Committee  No.  6 

Chapter  IV  (Election  of  Officers  and  Delegates 
to  the  AMA),  Section  1 was  next  considered.  It  was 
felt  that  the  proposed  Section  1 should  be  changed, 
after  much  discussion  by  members  present  at  the 
meeting,  and  for  the  proposed  section  to  read  as 
follows:  “The  President-Elect  and  Vice-President 

shall  be  elected  from  the  state  at  large  for  a term 
of  one  year,  the  President-Elect  succeeding  to  the 
presidency  at  the  expiration  of  his  term  as  President- 
Elect.  Delete  (The  Vice  President  shall  be  elected 
from  the  same  general  area  in  which  the  President 
resides.)  A majority  vote  of  those  attending  and  voting 
shall  be  required  for  the  election  of  the  President- 
Elect  and  the  Vice-President  and  on  any  ballot 
where  a majority  is  not  obtained,  the  candidate  with 
the  least  votes  shall  be  dropped  and  further  balloting 
held  until  such  time  as  one  candidate  receives  a 
majority  of  the  votes  cast.”  (The  rest  of  the  para- 
graph remains  the  same.) 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report  effective  with 
the  new  Associational  year. 

(Motion  was  seconded  and  carried.) 

Present  Section  5:  Any  member  known  to  have 
directly  or  indirectly  solicited  votes  for,  or  sought 
any  office  within  the  gift  of  the  Association  shall  be 
ineligible  for  any  office  for  two  years. 

Proposed  Section  5:  Delete  entire  chapter.  Section 
6 would  then  become  Section  5. 

Recommendations,  Reference  Committee  No.  6 

Chapter  IV  (Election  of  Officers  and  Delegates 
to  the  AMA),  Section  5 of  the  Bylaws  was  then 
considered  and  it  was  the  feeling  of  the  committee 
that  this  section  should  not  be  completely  eliminated 
from  the  Bylaws.  However,  the  committee  proposes  j 
that  present  Section  5 be  changed  to  read  as  follows: 
‘‘Any  member  may  make  known  his  availability  for 
any  office  within  the  gift  of  the  Association.  How- 
ever, it  would  be  regarded  as  unseemly  for  any 
member  to  actively  campaign  for  his  own  election.” 

Mr.  Speaker,  I move  the  adoption  and  implemen-  i 
tation  of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 
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Recommendation 

The  current  Bylaws  state  that  the  Nominating 
Committee  shall  meet  during  the  Interim  Meeting 
or  at  least  four  months  prior  to  the  Annual  Meeting 
to  nominate  officers  for  the  coming  year.  Since  there 
has  been  a moratorium  placed  on  the  Interim  Meet- 
ing it  is  impossible  for  the  Nominating  Committee 
to  meet  at  that  time.  In  addition,  as  it  often  happens, 
nominees  for  various  offices  are  not  received  until 
immediately  prior  to  the  Annual  Meeting.  For  this 
reason  we  would  recommend  that  the  requirement 
to  meet  four  months  prior  to  the  Annual  Meeting 
be  removed  but  that  the  Nominating  Committee  be 
required  to  meet  at  least  once  during  the  Annual 
Meeting. 

CHAPTER  IV,  Election  of  Officers  and  Delegates  to  the  AMA 

Present  Section  2:  During  the  last  meeting  of  the 
regular  session  of  the  House  of  Delegates,  the 
Speaker  of  the  House  of  Delegates  shall  submit  to 
the  members  of  the  House  of  Delegates  a list  of 
the  names  from  which,  by  ballot,  the  House  of 
Delegates  shall  select  five  members  to  serve  as  the 
Nominating  Committee  for  the  next  year.  The  five 
names  receiving  the  most  votes  shall  form  the  Com- 
mittee. The  Committee  shall  select  one  of  its  mem- 
bers as  Chairman  at  an  organizational  meeting  held 
during  the  Interim  Meeting,  or  at  some  other 
appropriate  place  designated  by  the  Board  of  Trustees 
at  least  four  months  before  the  Annual  Meeting. 
The  Committee,  in  addition  to  such  other  meetings 
as  it  may  choose  to  hold,  shall  schedule  an  open 
meeting  immediately  after  the  close  of  the  first 
meeting  of  the  House  at  each  Annual  Meeting.  This 
open  meeting  shall  be  held  in  the  meeting  place  of 
the  House  of  Delegates,  shall  receive  broad  pub- 
licity, and  those  who  have  business  to  discuss  with 
the  Committee  shall  have  a hearing.  Before  noon  of 
the  following  day,  the  Committee  shall  post  on  a 
bulletin  board  near  to  the  entrance  to  the  hall  in 
which  the  Annual  Meeting  is  being  held,  its  nom- 
inations for  each  office  to  be  filled,  and  shall  formally 
present  said  nominations  to  the  House  at  the  time 
of  the  election.  Additional  nominations  may  be  made 
from  the  floor  by  submitting  the  nominations  without 
discussion  or  comment.  Vacancies  occurring  on  the 
Nominating  Committee  by  virtue  of  death,  resigna- 
tion or  disability,  shall  be  filled  by  appointment  of 
the  Speaker. 

Proposed  Section  2:  During  the  meeting  of  the 
last  regular  session  of  the  House  of  Delegates,  the 
Speaker  of  the  House  of  Delegates  shall  submit  to 
members  of  the  House  of  Delegates  a list  of  ten 
names  from  which,  by  ballot,  the  House  of  Delegates 
shall  select  five  members  to  serve  as  the  Nominating 
Committee  for  the  next  year.  The  five  names  re- 
ceiving the  most  votes  shall  form  the  Committee, 
and  the  person  receiving  the  most  votes  shall  be 
Chairman.  In  the  event  that  the  Chairman  so  elected 
is  unable  or  unwilling  to  serve,  or  in  the  event  of  a 
tie,  the  Committee  shall  elect  one  of  its  members  as 
Chairman.  The  Committee  shall  meet  at  such  time 
and  place  as  determined  by  the  Committee  Chairman 
or  the  Board  of  Trustees  and  shall  schedule  an  open 
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meeting  immediately  after  the  close  of  the  first 
meeting  of  the  House  of  Delegates  at  each  Annual 
Meeting.  This  open  meeting  shall  be  held  in  the 
meeting  place  of  the  House  of  Delegates,  shall  re- 
ceive broad  publicity,  and  those  who  have  business 
to  discuss  with  the  Committee  shall  have  a hearing. 
Before  noon  of  the  following  day,  the  Committee 
shall  post  on  a bulletin  board  near  the  entrance  to 
the  hall  in  which  the  Annual  Meeting  is  being  held, 
its  nominations  for  each  office  to  be  filled,  and 
shall  formally  present  the  said  nominations  to  the 
House  at  the  time  of  the  elections.  Additional  nomi- 
nations may  be  made  from  the  floor  by  submitting 
the  nominations  without  discussion  or  comment. 
Vacancies  occurring  on  the  Nominating  Committee 
by  virtue  of  death,  resignation  or  disability  shall  be 
filled  by  appointment  of  the  Speaker. 

ADDENDUM 

TO  THE  REPORT  OF  THE 
CONSTITUTION  AND  BYLAWS  COMMITTEE 

Amendments  to  the  Bylaws 
Recommendation 

In  the  preceding  report  of  the  Constitution  and 
Bylaws  Committee,  recommendations  were  made 
which  would  change  the  election  procedures  cur- 
rently used  for  the  offices  of  President-Elect  and 
Vice  President.  If  those  changes  are  accepted  by  the 
House,  we  feel  it  will  be  necessary  to  set  forth 
additional  guidelines  as  to  the  role  and  responsibility 
of  the  Nominating  Committee.  This  would  require 
a change  in  Chapter  IV,  Section  2,  relating  to  the 
Nominating  Committee. 

CHAPTER  IV,  Election  of  Officers  and  Delegates 
to  the  American  Medical  Association 

Present  Section  2:  During  the  last  meeting  of  the 
regular  session  of  the  House  of  Delegates,  the  Speaker 
of  the  House  of  Delegates  shall  submit  to  the  mem- 
bers of  the  House  of  Delegates  a list  of  ten  names 
from  which,  by  ballot,  the  House  of  Delegates  shall 
select  five  members  to  serve  as  the  Nominating 
Committee  for  the  next  year.  The  five  names  re- 
ceiving the  most  votes  shall  form  the  committee. 
The  committee  shall  select  one  of  its  members  as 
chairman  at  an  organization  meeting  held  during  the 
Interim  Meeting,  or  at  some  other  appropriate  place 
designated  by  the  Board  of  Trustees  at  least  four 
months  before  the  Annual  Meeting.  The  committee, 
in  addition  to  such  other  meetings  as  it  may  choose 
to  hold,  shall  schedule  an  open  meeting  immediately 
after  the  close  of  the  first  meeting  of  the  House  at 
each  Annual  Meeting.  This  open  meeting  shall  be 
held  in  the  meeting  place  of  the  House  of  Delegates, 
shall  receive  broad  publicity,  and  those  who  have 
business  to  discuss  with  the  committee  shall  have  a 
hearing.  Before  noon  of  the  following  day,  the  com- 
mittee shall  post  on  a bulletin  board  near  the  entrance 
to  the  hall  in  which  the  Annual  Meeting  is  being 
held,  its  nominations  for  each  office  to  be  filled,  and 
shall  formally  present  said  nominations  to  the  House 
at  the  time  of  the  election.  Additional  nominations 
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may  be  made  from  the  floor  by  submitting  the 
nominations  without  discussion  or  comment.  Vacan- 
cies occurring  on  the  Nominating  Committee  by 
virtue  of  death,  resignation,  or  disability,  shall  be 
filled  by  appointment  of  the  Speaker. 

Proposed  Section  2:  (a)  During  the  meeting  of 
the  last  regular  session  of  the  House  of  Delegates, 
the  Speaker  of  the  House  of  Delegates  shall  submit 
to  members  of  the  House  of  Delegates  a list  of  ten 
names  from  which,  by  ballot,  the  House  of  Delegates 
shall  select  five  members  to  serve  as  the  Nominating 
Committee  for  the  next  year.  The  five  names  re- 
ceiving the  most  votes  shall  form  the  Committee, 
and  the  person  receiving  the  most  votes  shall  be 
Chairman.  In  the  event  that  the  Chairman  so  elected 
is  unable  or  unwilling  to  serve,  or  in  the  event  of  a 
tie,  the  Committee  shall  elect  one  of  its  members  as 
Chairman. 

(b)  The  Committee  shall  meet  at  such  time  and 
place  as  determined  by  the  Committee  Chairman  or 
the  Board  of  Trustees  and  shall  schedule  an  open 
meeting  immediately  after  the  close  of  the  first 
meeting  of  the  House  of  Delegates  at  each  Annual 
Meeting.  This  open  meeting  shall  be  held  in  the 
meeting  place  of  the  House  of  Delegates,  shall  receive 
broad  publicity,  and  those  who  have  business  to 
discuss  with  the  Committee  shall  have  a hearing. 

(c)  The  Nominating  Committee  shall  verify  the 
eligibility  and  willingness  to  serve  of  each  candidate 
nominated.  The  Committee  shall  accept  and  post  all 
eligible  and  willing  candidates  proposed  for  offices 
elected  from  the  state  at  large. 

(d)  Before  noon  of  the  day  following  the  open 
meeting,  the  Committee  shall  post  on  a bulletin 
board  near  the  entrance  to  the  hall  in  which  the 
Annual  Meeting  is  being  held,  its  nominations  for 
each  office  to  be  filled,  and  shall  formally  present 
the  said  nominations  to  the  House  at  the  time  of 
the  elections.  Additional  nominations  may  be  made 
from  the  floor  by  submitting  the  nominations  without 
discussion  or  comment.  Vacancies  occurring  on  the 
Nominating  Committee  by  virtue  of  death,  resignation 
or  disability  shall  be  filled  by  appointment  of  the 
Speaker. 

Recommendations,  Reference  Committee  No.  6 

The  committee  next  considered  proposed  Section  of 
Chapter  IV  (Election  of  Officers  and  Delegates  to 
the  AMA)  of  the  Bylaws  regarding  the  Nominating 
Committee.  The  committee  proposes  that  Section  2 
be  changed  to  read  as  follows,  which  is  the  recom- 
mendation from  the  Bylaws  Committee: 

“(a)  During  the  meeting  of  the  last  regular  ses- 
sion of  the  House  of  Delegates,  the  Speaker  of  the 
House  of  Delegates  shall  submit  to  members  of  the 
House  of  Delegates  a list  of  ten  names  from  which, 
by  ballot,  the  House  of  Delegates  shall  select  five 
members  to  serve  as  the  Nominating  Committee  for 
the  next  year.  The  five  names  receiving  the  most 
votes  shall  form  the  Committee,  and  the  person 
receiving  the  most  votes  shall  be  Chairman.  In  the 
event  that  the  Chairman  so  elected  is  unable  or 
unwilling  to  serve,  or  in  the  event  of  a tie,  the 
Committee  shall  elect  one  of  its  members  as  Chair- 
man. 


(b)  The  Committee  shall  meet  at  such  time  and 
place  as  determined  by  the  Committee  Chairman  or 
the  Board  of  Trustees  and  shall  schedule  an  open 
meeting  immediately  after  the  close  of  the  first  meet- 
ing of  the  House  of  Delegates  at  each  Annual 
Meeting.  This  open  meeting  shall  be  held  in  the 
meeting  place  of  the  House  of  Delegates,  shall  re- 
ceive broad  publicity,  and  those  who  have  business 
to  discuss  with  the  Committee  shall  have  a hearing. 

(c)  The  Nominating  Committee  shall  verify  the 
eligibility  and  willingness  to  serve  of  each  candidate 
nominated.  The  Committee  shall  accept  and  post  all 
eligible  and  willing  candidates  proposed  for  offices 
elected  from  the  state  at  large. 

(d)  Before  noon  of  the  day  following  the  open 
meeting,  the  Committee  shall  post  on  a bulletin 
board  near  the  entrance  to  the  hall  in  which  the 
Annual  Meeting  is  being  held,  its  nominations  for 
each  office  to  be  filled,  and  shall  formally  present 
the  said  nominations  to  the  House  at  the  time  of  the 
elections.  Additional  nominations  may  be  made  from 
the  floor  by  submitting  the  nominations  without  dis- 
cussion or  comment.  Vacancies  occurring  on  the 
Nominating  Committee  by  virtue  of  death,  resigna- 
tion or  disability  shall  be  filled  by  appointment  of 
the  Speaker.” 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

The  motion  was  seconded  from  the  floor. 

The  Chairman  of  the  Board  of  Trustees,  Ballard 
W.  Cassady,  M.D.,  was  then  recognized  who  re- 
ported the  Board  of  Trustees  had  recommended  the 
following  editorial  changes  be  made  in  sections  (c) 
and  (d)  of  the  Reference  Committee  report: 

(c)  Insert  the  words  “for  information”  between 
the  words  “post”  and  “all”. 

(d)  Change  the  word  “open”  to  “opening”.  Change 
the  word  “nominations”  to  “nomination”  and  add 
the  words  “or  nominations”  in  two  different  lines. 

The  passage  would  then  read  as  follows:  “(c)  The 
Nominating  Committee  shall  verify  the  eligibility  and 
willingness  to  serve  of  each  candidate  nominated. 
The  Committee  shall  accept  and  post  for  information 
all  eligible  and  willing  candidates  proposed  for  of- 
fices elected  from  the  state  at  large. 

(d)  Before  noon  of  the  day  following  the  opening 
meeting,  the  Committee  shall  post  on  a bulletin 
board  near  the  entrance  to  the  hall  in  which  the 
Annual  Meeting  is  being  held,  its  nomination,  or 
nominations,  for  each  office  to  be  filled,  and  shall 
formally  present  the  said  nomination,  or  nominations, 
to  the  House  at  the  time  of  the  elections  . . .” 

On  a call  for  the  vote,  the  House  voted  to  accept 
the  recommendations  of  the  Reference  Committee  as 
amended  per  the  suggestion  of  the  Board  of  Trustees. 
Motion  carried. 

Recommendation 

As  the  scope  of  the  Association  changes,  so  do 
the  duties  of  the  Executive  Director.  As  a house- 
keeping change  we  feel  that  the  duties  of  the  Execu- 
tive Director  are  more  administrative  rather  than 
secretarial  and  the  Bylaws  should  so  state. 
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CHAPTER  V,  Duties  of  Officers  other  than 
Trustees  and  Alternates 

Present  Section  7:  The  Secretary  shall  advise  the 
Executive  Director  in  all  secretarial  matters  of  this 
Association  and  shall  act  as  Corporate  Secretary 
insofar  as  the  execution  of  official  documents  or 
institution  of  official  actions  are  required.  He  shall 
perform  such  duties  as  are  placed  on  him  by  the 
Constitution  and  Bylaws. 

Proposed  Section  7:  The  Secretary  shall  advise 
the  Executive  Director  in  all  administrative  matters 
of  this  Association  and  shall  act  as  a Corporate 
Secretary  insofar  as  the  execution  of  official  docu- 
ments or  institutions  of  official  actions  are  required. 
He  shall  perform  such  duties  as  are  placed  upon 
him  by  the  Constitution  and  Bylaws,  and  as  may  be 
prescribed  by  the  Board  of  Trustees. 

Recommendation,  Reference  Committee  No.  6 

The  committee  then  considered  Chapter  V,  Sec- 
tion 7 and  recommends  that  proposed  Section  7 
shall  read  as  follows:  “The  Secretary  shall  advise 
the  Executive  Director  in  all  administrative  matters 
of  this  Association  and  shall  act  as  a Corporate 
Secretary  in  so  far  as  the  execution  of  official  docu- 
ments or  institutions  of  official  actions  are  required. 
He  shall  perform  such  duties  as  are  placed  upon 
him  by  the  Constitution  and  Bylaws,  and  as  may  be 
prescribed  by  the  Board  of  Trustees.” 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Recommendation 

In  1972,  there  was  a considerable  amount  of 
controversy  over  the  final  report  of  the  KMA  Judicial 
Council.  As  a result  an  Ad  Hoc  Committee  was 
formed  to  study  the  Judicial  Council  and  its  respon- 
sibilities. After  detailed  discussion  of  the  Judicial 
Council  a report  was  made  to  the  KMA  Board  of 
Trustees  which  contained  a number  of  suggestions 
which  were  approved  by  the  Board.  The  Board  mem- 
bers felt  the  Ad  Hoc  Committee  had  done  an 
excellent  job,  had  presented  a proposal  they  felt 
would  be  acceptable  to  everyone  and  noted  that  it 
puts  KMA  Judicial  Council  procedures  in  concert 
with  those  of  the  AMA. 

Specifically  the  recommendations  were  that  the 
Bylaws  be  amended  to  1 ) Spell  out  the  appeal  mech- 
anism to  the  AMA  Judicial  Council  and,  2)  to  state 
that  the  report  of  the  Judicial  Council  may  be 
accepted  or  rejected  by  the  House  of  Delegates  but 
may  not  be  modified. 

CHAPTER  VII,  Judicial  Council 

Present  Section  5:  Efforts  toward  conciliation  and 
compromise  shall  precede  the  hearing  of  all  dis- 
ciplinary cases,  but  the  decision  of  the  Judicial 
Council  shall  be  final. 

Proposed  Section  5:  Efforts  toward  conciliation 
and  compromises  shall  precede  the  hearing  of  all 
disciplinary  cases,  but  the  decision  of  the  Judicial 
Council  shall  be  final.  A party  aggrieved  by  a deci- 
sion of  this  Judicial  Council  may  seek  an  appeal  to 
the  Judicial  Council  of  the  American  Medical  Asso- 
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ciation  in  accordance  with  the  jurisdiction,  rules  and 
regulations  of  that  Association. 

Recommendations,  Reference  Committee  No.  6 

REPORT  OF  THE  COMMITTEE  TO  STUDY  THE 
CONSTITUTION  AND  BYLAWS,  CHAPTER  VII 
(JUDICIAL  COUNCIL),  SECTION  5 ONLY  (#25) 

The  committee  next  considered  Chapter  VII 
(Judicial  Council),  Section  5 and  proposed  Section  5 
to  read  as  follows:  “Efforts  toward  conciliation  and 
compromise  shall  precede  the  hearing  of  all  dis- 
ciplinary cases,  but  the  decision  of  the  Judicial  Coun- 
cil shall  be  final.  A party  aggrieved  by  the  decision 
of  the  Judicial  Council  may  seek  an  appeal  to  the 
Judicial  Council  of  the  American  Medical  Associa- 
tion in  accordance  with  the  jurisdiction,  rules  and 
regulations  of  that  Association.” 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Present  Section  10:  The  House  of  Delegates  shall 
ratify  or  reject  such  interpretations  of  the  Principles 
of  Medical  Ethics  as  the  Judicial  Council  may  pro- 
pose. The  Council  shall  actually  report  to  the  House 
of  Delegates  any  rulings  that  have  universal  ap- 
plication, and  the  House  shall  have  the  power  to 
modify  the  prospective  effect  of  such  rulings  as  the 
circumstances  dictate. 

Proposed  Section  10:  No  report  or  opinion  of 
the  Judicial  Council  shall  be  considered  the  policy 
of  the  Association  until  approved  by  the  House  of 
Delegates.  Any  report  or  opinion  of  the  Judicial 
Council  submitted  to  the  House  of  Delegates  may 
be  accepted  or  rejected  but  not  modified  by  the 
House  of  Delegates. 

Recommendations,  Reference  Committee  No.  6 

The  committee  next  considered  Chapter  VH 
(Judicial  Council),  Section  10.  Much  discussion  pre- 
ceded the  decision  about  proposed  Section  10  but 
we  have  changed  it  to  read  as  follows:  “No  report 
or  opinion  of  the  Judicial  Council  shall  be  con- 
sidered the  policy  of  the  Association  until  approved 
by  the  House  of  Delegates.  Any  report  or  opinion 
of  the  Judicial  Council  submitted  to  the  House  of 
Delegates  may  be  accepted  or  rejected  or  referred 
back  to  the  Judicial  Council  but  not  modified  by 
the  House  of  Delegates.” 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Recommendation 

A few  years  ago  the  House  of  Delegates  adopted 
a policy  which  allowed  physicians  who  wished  to 
become  members  of  the  Association  who  were  in 
their  first  three  years  of  practice  to  become  a mem- 
ber at  the  reduced  dues  rate  of  $80  per  year.  The 
intent  of  the  recommendation  which  precipitated  that 
Bylaws  change  was  to  make  it  easier  for  physicians 
who  might  be  in  the  first  three  years  of  their  medical 
practice  for  whom  full  dues  might  create  a hardship. 
However,  this  has  often  been  misinterpreted  to  mean 
that  special  consideration  is  to  be  given  for  phy- 
sicians in  the  first  three  years  of  their  practice  in 

747 


Kentucky.  Thus,  a physician  practicing  for  a number 
of  years  could  move  into  the  state  and  be  allowed 
the  reduced  dues  rate  through  misinterpretation  of 
the  Bylaws. 

It  is  the  opinion  of  the  Executive  Committee  that 
the  reduced  rate  creates  more  ill  will  than  good, 
not  to  mention  a number  of  administrative  prob- 
lems. The  Executive  Committee  feels  that  in  addi- 
tion, a substantial  number  of  physicians  entering 
practice  for  the  first  time  demand  a fee  comparable 
to  other  practitioners  in  their  area  regardless  of  the 
years  of  practice  and  thus  should  pay  the  same 
professional  dues. 

Another  item  of  concern  to  the  Executive  Com- 
mittee is  that  the  current  dues  for  certain  member- 
ship categories  are  not  enough  to  cover  the  expenses 
for  the  services  provided  to  those  membership 
categories.  For  that  reason,  your  Executive  Com- 
mittee is  recommending  that  the  dues  for  Associate, 
In-Training,  Inactive,  and  Student  members  be 
raised  to  an  amount  which  would  cover  the  cost  of 
services  provided. 

The  third  item  which  your  Executive  Committee 
noted  is  the  fact  that  the  current  Bylaws  state  that 
physicians  becoming  members  after  July  1 pay  1/2- 
year  dues.  There  have  been  cases,  which  are  becoming 
more  numerous,  where  physicians  have  applied  for 
membership  after  July  1,  for  example  in  September 
or  October,  and  thus  are  asked  to  pay  1 /2-year  dues 
when,  in  fact,  they  are  members  for  only  one  or 
two  months  of  the  Associational  year  before  a new 
dues  assessment  is  sent  them.  For  this  reason,  it  is 
felt  it  would  be  much  better  to  pro-rate  all  dues  on 
a calendar  basis. 

CHAPTER  IX,  Assessments  and  Expenditures 

Present  Section  1:  The  annual  dues  for  member- 
ship in  this  Association  shall  be  as  follows:  (1) 
Active  Members  $130,  except  that  the  dues  for  new 
members  entering  practice  for  the  first  time  shall 
be  $80  per  year  for  the  first  three  full  years  of 
practice;  (2)  Emeritus  Members,  no  dues;  (3)  Asso- 
ciate Members,  $10;  (4)  In-Training  Members,  $10; 
(5)  Inactive  Members,  $10;  (6)  Student  Members; 
$1;  (7)  Service  Members,  no  dues;  (8)  Special  Mem- 
bers, no  dues.  Dues  fixed  by  these  Bylaws  shall 
constitute  assessments  against  the  component  so- 
cieties. Unless  otherwise  instructed  by  the  Board  of 
Trustees  (which  may  institute  centralized  billing)  the 
Secretary  of  each  component  society  shall  forward 
its  assessments  together  with  its  properly  classified 
roster  of  all  officers  and  members,  list  of  delegates, 
and  list  of  non-affiliated  physicians  of  the  county 
to  the  Secretary  of  this  Association  as  of  the  first 
day  of  January  each  year. 

Proposed  Section  I:  The  annual  dues  for  mem- 
bership in  this  Association  shall  be  as  follows;  (1) 
Active  Members  $130,  Delete  (except  that  the  dues 
for  new  members  entering  practice  for  the  first  time 
shall  be  $80  per  year  for  the  first  three  full  years  of 
practice);  (2)  Emeritus  Members,  no  dues;  (3)  Asso- 
ciate Members,  $25,  (4)  In-Training  Members,  $20, 
(5)  Inactive  Members,  $25,  (6)  Student  Members, 
$10,  (7)  Service  Members,  no  dues;  (8)  Special  Mem- 
bers, no  dues.  The  dues  during  the  first  year  for 


any  member  shall  be  pro-rated  on  the  basis  of  the 
date  of  his  becoming  a member.  (The  rest  of  the 
paragraph  remains  the  same.) 

Robert  L.  McClendon,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

The  committee  next  considered  Chapter  IX 
(Assessments  and  Expenditures),  Section  1 of  the 
Bylaws.  It  was  suggested  that  the  proposed  Section 
1 by  changed  to  read  as  follows:  “The  annual  dues 
for  membership  in  this  Association  shall  be  as  fol- 
lows: (1)  Active  Members,  $130;  (2)  Emeritus  Mem- 
bers, no  dues;  (3)  Associate  Members,  $25;  (4)  In- 
training Members,  $20;  (5)  Inactive  Members,  $25; 
(6)  Student  Members,  $10;  (7)  Service  Members,  no 
dues;  (8)  Special  Members,  no  dues.  The  dues  during 
the  first  year  for  any  active  member  shall  be  pro- 
rated on  the  basis  of  the  date  of  his  application." 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the 

McDowell  House  Board  of  Managers 

The  Board  of  Managers  of  the  McDowell  House 
has  continued  to  meet  quarterly  at  the  House  with 
almost  100%  attendance  of  the  members,  which 
speaks  for  their  great  interest  in  this  magnificent 
historic  landmark. 

The  physical  maintenance  of  the  House  and  its 
general  condition  are  most  satisfactory.  Any  changes 
that  are  being  made,  and  these  are  constantly  hap- 
pening, are  with  the  advice  particularly  of  Mr.  James 
Cogar,  in  order  to  maintain  the  proper  historic  rela- 
tionship. The  House  has  been  kept  open  each  day  of 
the  week  for  educational  and  publicity  purposes. 

The  finances  of  the  House  are  satisfactory  and 
reasonably  stable.  It  is  hoped  that  sufficient  endow- 
ment may  be  raised  to  assure  the  permanent  status  of 
this  landmark  without  annual  contributions. 

The  Little  Garden  Club  of  Danville  was  awarded 
the  state’s  Certificate  of  Merit  for  Exceptional 
Achievement  for  the  greatest  contribution  toward  the 
gardening  movement  in  the  state.  It  was  awarded  for 
its  wild  flower  gardens  at  the  Ephraim  McDowell 
House.  Antiques  magazine  has  referred  to  the  House 
in  two  articles  this  year.  The  Speed  Museum  in 
Louisville  will  exhibit  an  instrument  cabinet  from  the 
House  said  to  be  154  years  old. 

Members  of  the  Association  are  urged  to  visit  the 
House.  It  is  also  available  for  small  meetings  as  may 
be  desirable. 

Laman  A.  Gray,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 next  reviewed  the  Re- 
port of  the  McDowell  House  Board  of  Managers. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 


748 


December  1974  • The  Journ 


Report  of  the 

KMA-KNA  Joint  Practice  Committee 

Except  that  Portion  Dealing  With 
Continuing  Education 

The  Kentucky  Medical  Association-Kentucky 
Nurses  Association  Joint  Practice  Committee  has 
been  in  existence  for  approximately  a year  and  a 
half.  No  report  was  made  to  the  House  last  year  due 
to  the  fact  that  the  Committee  was  appointed  and  met 
too  late  in  the  Associational  year  to  formulate  a re- 
port. However,  we  have  kept  the  KMA  Board  of 
Trustees  informed  of  our  activities. 

The  first  item  of  consideration  of  the  Committee 
was  to  formulate  and  decide  upon  the  purpose  of  the 
Committee  as  well  as  formulate  objectives  that  we 
hope  to  obtain. 

The  purposes,  as  set  up  jointly,  are  to  examine  the 
roles  and  functions  in  medical  and  nursing  practice  in 
order  to  define  new  and  altered  patterns  and  to  im- 
prove communication  between  medicine  and  nursing 
to  enhance  joint  planning  and  action.  The  following 
objectives  were  also  set  forth. 

1.  To  examine  the  authority,  responsibility,  and 
operation  of  each  profession  in  terms  of  current  and 
projected  practice  patterns. 

2.  To  identify  the  independent  and  interdependent 
roles  and  functions  of  medicine  and  nursing  with 
particular  attention  to  transitional  areas  as  affected  by 
changing  practice  patterns. 

3.  To  identify  the  changes  in  medical  and  nursing 
practice  needed  to  improve  the  quality  and  quantity 
of  health  care. 

4.  To  examine  how  and  to  what  extent  medicine 
and  nursing  can  change  to  meet  health  care  needs. 

5.  To  propose  changes  in  educational  patterns  and 
the  relationships  that  would  enhance  the  new  role 
functioning  of  nurses  and  physicians. 

6.  To  take  the  lead  in  the  promotion  of  changing 
patterns  of  improved  health  care  by  physicians, 
nurses,  governmental  and  private  agencies. 

At  our  first  meeting,  we  were  very  glad  to  have  a 
representative  from  the  AMA  Committee  on  Nursing 
attend  the  meeting.  This  individual  is  also  assigned  to 
the  AMA-ANA  Joint  Practice  Committee  and  offered 
a number  of  suggestions  for  consideration  by  the 
Committee. 

One  of  the  items  of  discussion  last  year  was  legisla- 
tion which  had  been  drafted  concerning  the  Kentucky 
Nurse  Practice  Act.  Although  our  Committee  is 
strictly  advisory,  considerable  discussion  of  the  pro- 
posed changes  in  the  Nurse  Practice  Act  was  held. 
These  proposed  changes  were  generated  by  the  Ken- 
tucky Nurses  Association  and  were  subsequently  with- 
drawn by  them  at  the  direction  of  the  KNA  House  of 
Delegates.  We  learned  that  the  KNA  has  set  up  a 
committee  to  study  the  Nurse  Practice  Act  and  to  get 
grass  roots  comments  as  to  what  the  Nurse  Practice 
Act  should  be. 

Other  items  discussed  by  the  Committee  include 
the  multidisciplinary  concept  of  certifying  allied 
health  personnel  and  the  role  of  and  practice  limita- 
tions of  emerging  health  professions.  The  Committee 
agreed  that  practioners  in  newly  emerging  fields  are 

I y Medical  Association  • December  1974 


needed  but  often  are  lacking  in  proper  supervision.  The 
interpretation  of  the  duties  of  these  individuals  is 
based  more  and  more  on  an  interpretation  of  exactly 
what  constitutes  the  practice  of  medicine  and  it  is  the 
feeling  of  the  Joint  Practice  Committee  that  there  will 
ultimately  have  to  be  a definitive  ruling  on  exactly 
what  constitutes  the  practice  of  medicine. 

Based  on  the  items  discussed  during  the  first  two 
meetings,  I definitely  feel  that  the  Joint  Practice 
Committee  is  a worthwhile  endeavor  and  should  be 
continued.  Such  a committee  gives  both  the  nurse 
and  the  physician  a forum  to  discuss  concepts,  trends 
and  new  developments  while  at  the  same  time  giving 
both  professions  insight  into  the  problems  and  re- 
sponsibilities of  the  other.  The  participation  and  at- 
tendance of  the  physician  members  of  the  Committee 
is  to  be  commended. 

W.  Eugene  Sloan,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

The  next  report  considered  was  the  Report  of  the 
KMA-KNA  Joint  Practice  Committee,  except  the 
portion  beginning  with  the  last  paragraph  on  page 
38.2,  dealing  with  continuing  education.  Doctor  W. 
Eugene  Sloan,  the  Chairman  of  the  Committee,  was 
present  to  present  his  report. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Physician-Attorney 
Liaison  Committee 

This  Committee  is  composed  of  three  physicians 
appointed  by  KMA  and  three  attorneys  appointed  by 
KBA  with  Co-Chairmen  representing  each  associa- 
tion. The  Committee  serves  as  a liaison  between  the 
two  professions  relative  to  discussion  of  liability  in- 
surance, legislative  and  other  matters  of  mutual  con- 
cern. One  of  the  primary  purposes  of  the  Committee  is 
to  serve  as  the  referral  body  in  problems  that  arise 
under  the  Interprofessional  Code  and  work  towards 
resolving  complaints.  Initially,  the  Committee  had  re- 
viewed in  detail  the  worthiness  of  screening  panels 
and  recommended  that  screening  panels  were  not 
feasible  in  Kentucky  at  the  present  time. 

The  Committee  members  discussed  the  need  for  the 
improvement  of  official  “medicolegal  investigation  of 
deaths,”  and  recommended  to  the  KMA  and  KBA 
that  each  organization  take  steps  to  encourage  ade- 
quate funding  for  the  Medical  Examiner  System  in 
Kentucky  with  the  suggestion  that  the  $100,000  an- 
nual grant  be  continued.  Letters  were  written  by  the 
Presidents  of  each  association,  and  we  are  pleased  to 
report  that  the  Governor’s  budget  for  the  next 
biennium  includes  a sum  of  $200,000  to  continue 
present  funding. 

The  Committee  continued  to  study  problems  re- 
lating to  liability  insurance  by  reviewing  the  number 
of  claims  filed  in  Kentucky  and  securing  a better 
definition  of  the  terms  used  by  insurance  companies 
and  the  Insurance  Services  Office.  The  name  of  the 
Committee  was  changed  during  the  Associational  year 
from  the  “KMA-KBA  Committee”  to  the  “Physician- 
Attorney  Liaison  Committee.” 
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I would  like  to  express  my  personal  appreciation  to 
the  Committee  members  representing  both  associa- 
tions for  their  attendance,  interest,  participation  and 
cooperation. 

Thomas  M.  Marshall,  M.D.,  Co-Chairman 

Recommendations,  Reference  Committee  No.  6 

The  Report  of  the  Physician-Attorney  Liaison 
Committee  was  considered  next. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Ad  Hoc  Committee  to  Study 
the  External  Structure  of  KMA 

Doctor  Lee  Hess,  in  his  President’s  Report  to  the 
House  of  Delegates  last  year,  recommended  the  for- 
mation of  an  Ad  Hoc  Committee  to  study  the  Ex- 
ternal Structure  of  KMA. 

Some  concern  was  expressed  by  Doctor  Hess  in  the 
geographical  makeup  of  KMA  Trustee  Districts,  and 
the  recommendation  that  relationships  and  communi- 
cation be  improved  between  county  societies  and 
Trustees  was  made. 

Since  there  are  already  some  changes  taking  place 
in  this  area,  our  Committee  has  not  had  an  official 
meeting,  but  I have  had  the  privilege  of  discussing 
various  aspects  of  our  past  President’s  thoughts  with 
him  and  other  knowledgable  individuals. 

As  medicine  continues  to  be  “pinned  toward  the 
corner,”  it  is  imperative  that  each  Trustee  challenge 
himself  to  find  the  most  effective  methods  for  the 
greatest  communication  between  himself  and  the 
county  societies  in  his  District. 

It  seems  indicated  to  me  to  use  this  report  as  a 
means  of  encouraging  adjacent  counties,  especially 
smaller  ones,  to  join  together  in  multi-county  societies. 
This  in  itself  increases  communications  in  relation- 
ships, while  also  offering  the  component  societies  the 
necessary  “clout”  to  get  jobs  accomplished  they  could 
not  otherwise  do,  and  to  have  scientific  sessions,  a 
most  essential  plan  as  we  approach  more  required 
continuing  education.  Caldwell,  Christian,  Muhlen- 
berg, Todd,  and  Trigg  counties  joined  together  a 
couple  of  years  ago  to  form  the  Pennyrile  Medical 
Society.  I think  if  you  discuss  this  with  the  member- 
ship of  this  multi-county  society,  you  will  find  them  to 
be  most  pleased  that  they  have  made  the  change.  (I 
am  also  pleased  that  in  my  own  area,  we  have  taken 
a similar  step  by  combining  Shelby,  Henry,  and 
Oldham  counties. 

Another  aspect  of  making  formation  of  multi- 
county societies  easier  is  the  fact  that  there  will  be 
centralized  dues  billing  from  the  Headquarters  Office 
effective  with  the  collection  of  1975  dues.  This  takes 
a big  chore  off  the  back  of  the  county  society  secre- 
tary, and  also  eliminates  the  problem  of  a component 
county  society  secretary  trying  to  collect  dues  from 
physicians  in  another  county. 

There  are  other  areas  that  we  must  address  our- 
selves to  if  we  are  going  to  do  the  best  job  in  our 


organizational  structure.  Some  have  felt  our  Trustee 
Districts  should  be  redesigned;  others  have  felt  we 
should  have  less  Districts,  and  a concerted  effort  has 
been  made  for  studying  the  possibility  of  them  being 
the  same  as  the  twenty  Comprehensive  Health 
Planning  Districts  in  Kentucky.  Considerations  of 
this  nature  should  be  a continuing  challenge,  and  I 
feel  sure  the  Executive  Committee  and  Board  of 
Trustees  will  do  all  in  their  power  to  assure  us  of  a 
strong  organizational  structure. 

Our  compliments  and  thanks  are  extended  to  our 
Officers,  Trustees,  and  to  all  those  who  give  so  much 
of  their  time  to  make  KMA  an  effective  and  strong 
organization.  I know  the  entire  membership  joins  in 
expressing  our  faith  in  our  leadership  and  gratitude 
for  their  efforts. 

Wyatt  Norvell,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

Doctor  Wyatt  Norvell,  the  Chairman  of  the  Ad 
Hoc  Committee  to  Study  the  External  Structure  of 
KMA,  was  present  and  presented  Report  #40.  As 
requested  by  the  Board  of  Trustees,  the  committee 
feels  and  recommends  that  this  committee  be  re- 
appointed with  a specific  request  that  they  review 
and  encourage  the  development  of  multi-county  so- 
cieties. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

TOPIC  lllb  Dealing  with  The  Election  Process  for 
President-Elect  Only 

I am  told  by  members  of  our  Association  who 
have  been  around  longer  than  I that  the  office  of 
KMA  President  was  originally  a position  of  honor 
only — with  little  work  and/or  responsibility  involved. 

A position  of  great  honor  it  certainly  remains,  but  in 
present  day  situations  the  office  is  also  demanding  and 
carries  with  it  the  necessity  for  appreciable  work  and 
responsibility,  including,  but  certainly  not  limited  to, 
public  relations.  It  seems  logical  to  me  that  we  should 
elect  the  most  qualified  and  capable  physician  avail- 
able at  the  time  regardless  of  which  area  of  the  state 
he  may  live  in.  If  a particular  physician  is  best  quali- 
fied and  capable,  I personally  feel  he  would  represent 
me  well  regardless  of  where  he  happened  to  live 
and/or  practice.  Certainly,  each  president  represents 
and  works  for  all  physicians  of  the  state,  not  just 
those  from  his  own  geographical  area.  Therefore,  I 
strongly  recommend  that  the  practice  (though  not 
written  policy)  of  rotating  the  Presidency  among  east, 
central  and  west  regions  of  the  state  be  discontinued. 
With  the  many  and  varied  problems  facing  medicine 
today  (governmental  and  otherwise)  we  need  presi-  I 
dents  who  have  the  time  to  devote  to  the  office  and 
presidents  who  can  and  will  speak  for  organized 
medicine.  Therefore,  I strongly  recommend  that  Psysi- 
cians  be  allowed  to  express  openly  any  willingness 
and/or  desire  they  may  have  to  serve  as  President 
without  being  disqualified  or  otherwise  discouraged 
from  seeking  the  office. 
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Recommendations,  Reference  Committee  No.  6 

Topic  Illb  (The  Election  Process  for  President- 
Elect),  the  Report  of  the  President,  has  been  con- 
sidered under  the  Constitution  and  Bylaws  Report  and 
needs  no  further  discussion  at  this  time. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

Topic  IV  Dealing  with  the  Office 
of  Vice  President  Only 

For  similar  reasons  as  given  for  the  office  of 
President,  I strongly  recommend  that  the  practice  of 
electing  the  Vice  President  from  regions  be  discon- 
tinued. I further  wish  to  express  deep  concern  for 
what  appears  to  be  too  little  consideration  for  the 
election  of  Vice  President.  Although  in  the  past  we 
have  enjoyed  Vice  Presidents  who  were  quite  capable, 
we  must  constantly  be  cognizant  that  in  the  event  the 
President  is  unable  to  complete  his  term  as  President, 
the  Vice  President  automatically  becomes  President. 
Therefore,  it  seems  logical  that  a Vice  Presidential 
candidate  should  have  experience  and  a record  of 
participation  in  organized  medicine  which  would  fully 
qualify  him  to  serve  as  President  if  necessary.  I 
strongly  encourage  careful  consideration  of  qualifica- 
tions for  individuals  submitted  for  the  office  of  Vice 
President  just  as  those  submitted  for  the  office  of 
President. 

Recommendations,  Reference  Committee  No.  6 

Topic  IV  (The  Office  of  Vice  President),  Report  of 
the  President,  has  also  been  considered  under  the 
Bylaws  review  and  needs  no  further  action  at  this 
time. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

Topic  V Dealing  with  Participation  of 
Medical  Students,  Interns,  and  Residents 
in  Organized  Medicine  Only 

It  has  been  my  belief  for  some  time  that  interns 
and  residents  and  medical  students  should  be  en- 
couraged to  become  actively  involved  in  organized 
medicine.  It  seems  to  me  that  this  segment  of  our 
profession  could  make  a worthwhile  contribution  to 
organized  medicine  and  hopefully  we  can  make  some 
contribution  to  them  in  return.  It  doesn’t  seem  logical 
to  me  to  expect  physicians  disinterested  in  organized 
medicine  on  the  last  day  of  their  internship  or 
residency  to  become  immediately  interested  in  or- 
ganized medicine  the  following  day — the  first  day  of 
private  practice.  Therefore,  I would  very  much  like  to 
see  more  involvement  of  this  segment  of  medicine  in 
the  affairs  of  organized  medicine.  I have  met  this 
year  on  several  occasions  with  the  House  staff  both  at 
the  University  of  Louisville  and  the  University  of 
Kentucky  and  have  met  with  officials  of  the  metro- 
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politan  county  medical  societies.  A recommendation 
for  developing  mechanisms  allowing  participation  of 
students,  interns  and  residents  has  been  submitted  to 
our  Board  of  Trustees  and  I am  sure  will  be  submitted 
for  consideration  by  the  House.  I personally  feel  that 
interns  and  residents  should  have  full,  active  mem- 
bership with  the  right  to  vote,  serve  on  committees 
and  hold  office  if  elected.  Unless  this  mechanism  is 
guaranteed  in  the  Bylaws  of  metropolitan  county 
socieites,  then  I personally  feel  it  is  the  duty  and 
obligation  of  this  House  to  provide  a mechanism 
whereby  interns  and  residents  may  have  an  active  role 
in  the  affairs  of  this  House  with  a vote.  I was  ex- 
tremely pleased  that  one  of  our  county  socieites  has 
indicated  the  willingness  to  modify  their  Bylaws  in  a 
manner  which  would  mandate  the  election  of  at  least 
one  member  of  the  House  staff  as  a delegate  to  KMA. 
We  must  realize  that  certainly  not  many,  if  any, 
physicians  are  likely  to  be  elected  as  delegates  to 
KMA  until  they  have  been  members  of  their  county 
society  for  three  to  four  years  or  more.  This  then, 
would  seem  to  automatically  eliminate  the  probability 
of  an  intern  and/or  resident  being  elected  a KMA 
delegate  at  the  county  level.  Unless  such  mechanisms 
are  available  at  the  county  level  obviously  active 
participation  and  the  right  to  vote  on  matters  of  con- 
cern to  this  profession  at  the  state  level  would  not  be 
available  to  this  segment  of  our  profession.  Although 
I do  not  anticipate  unusually  large  numbers  of  the 
House  staff  and/or  student  body  becoming  actively 
involved  in  the  affairs  of  organized  medicine,  I per- 
sonally feel  it  is  our  duty  and  responsibility  to  provide 
a mechanism  for  participation  for  those  who  do  de- 
sire to  participate. 

Recommendations,  Reference  Committee  No.  6 

Topic  V (Participation  of  Medical  Students,  In- 
terns and  Residents  in  Organized  Medicine),  Report 
of  the  President,  was  considered  in  two  sections,  one 
dealing  with  medical  students  and  the  other  with  in- 
terns and  residents.  Topic  V,  as  concerns  the  medical 
students,  has  been  considered  under  the  Bylaws  re- 
views and  it  was  felt  that  there  was  no  additional 
comment  to  be  made  at  this  time.  Topic  V,  regarding 
interns  and  residents,  it  was  felt  by  the  committee, 
should  be  considered  and  we  urge  that  this  subject  be 
presented  to  the  Bylaws  Committee  for  immediate 
action.  We  feel  that  the  membership  privileges  ex- 
tended to  the  students  should  be  extended  in  like 
manner  to  include  interns  and  residents. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President 

Topic  VII  Dealing  with  AMA,  KMA  and  County 
Membership — Unified  Membership  Only 

I have  listened  over  the  past  few  years  to  debates 
for  and  against  unified  membership  in  our  profes- 
sion. I have  witnessed  individual  physicians  who  ex- 
pressed a desire  to  belong  only  to  county  societies.  I 
have  witnessed  those  who  have  expressed  a desire  to 
belong  only  to  state  medical  societies  and  there  are 
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those  who  wish  only  to  belong  to  AMA.  I have 
thought  long  and  hard  on  this  particular  matter  and  I 
frankly  am  unable  to  see  where  there  is  any  logic 
whatsoever  in  belonging  to  either  the  county,  state  or 
national  association  without  belonging  to  all.  It  is  ex- 
tremely disconcerting  to  me  to  find  physicians  who 
have  been  so  inactive  in  organized  medicine  that  they 
fail  to  have  any  comprehension  whatsoever  as  to  the 
vast  amount  of  work  and  assistance  that  organized 
medicine  gives  to  them  on  a daily  basis  as  a practicing 
physician.  It  frankly  does  not  seem  quite  fair  to  me 
for  those  of  us  who  belong  to  all  levels  of  organized 
medicine  to  “pay  the  tab”  for  administrative  and 
other  expenses  and  then  have  other  physicians  who  do 
not  belong,  enjoy  the  same  advantages  of  the  ac- 
complishments of  organized  medicine  which  we  en- 
joy. I readily  recognize  that  there  are  actions  at  all 
levels  of  organized  medicine  with  which  all  members 
do  not  agree.  This  certainly  is  the  case  and  always 
will  be  the  case,  but  I do  not  believe  this  is  justifica- 
tion for  allowing  a member  to  drop  membership  at 
will  in  one  organization  or  the  other  and  remain  a 
member  of  still  another  level  of  organized  medicine. 
I am  also  aware  of  many  reports  floating  around 
about  huge  losses  in  state  membership  when  various 
states  have  adopted  a position  of  unified  membership 
but  these  reports  are  not  accurate.  To  the  contrary, 
those  states  have  experienced  an  increase  in  mem- 
bership. I recognize  that  the  proposal  which  I am 
about  to  make  may  not  be  a popular  one.  However,  I 
feel  I have  again  the  responsibility  to  express  to  you 
my  views  based  on  the  experiences  and  opportunities 
which  I have  had  this  past  year  and  realizing  that  in 
unity  there  is  strength  and  in  disunity  there  is  little. 
Therefore,  I strongly  recommend  that  the  Kentucky 
Medical  Association  adopt  a position  of  unified  mem- 
bership, requiring  all  physicians  to  belong  to  the 
county,  state  and  American  Medical  Association. 

Recommendations,  Reference  Committee  No.  6 

Topic  VII  (AMA,  KMA  and  County  Memberships 
— Unified  Membership),  Report  of  the  President  was 
next  considered  and  debated  and  discussed  at  length. 
The  committee  feels  that  KMA  should  adopt  a posi- 
tion of  unified  membership  requiring  physicians  to 
belong  to  the  county,  state,  and  American  Medical  as- 
sociations. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

At  this  point,  a motion  was  heard  from  the  floor 
that  this  section  of  the  report  be  tabled.  The  motion 
was  seconded  and  carried. 


Resolution  C 

Hardin-Larue  Counties  Medical  Society 

RESOLVED,  that  each  of  the  specialty  societies 
represented  on  the  KMA  inter-specialty  council  be 
represented  by  one  delegate  and  one  alternate  dele- 
gate to  the  KMA  House  of  Delegates  with  all  privi- 
leges thereof.  The  delegates  and  alternate  delegates 
are  to  be  designated  by  their  representative  society. 


Recommendations,  Reference  Committee  No.  6 

The  committee  next  considered  Resolution  C — 
Specialty  Representation  in  the  KMA  House  of 
Delegates,  introduced  by  Hardin-Larue  County 
Medical  Society,  and  recommends  that  this  resolution 
not  be  accepted. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  E 

McCracken  County  Medical  Society 

WHEREAS,  Chapter  IV,  Section  2 of  the  current 
Bylaws  of  the  Kentucky  Medical  Association  leaves 
the  selection  of  the  ten  names  from  which,  by  ballot 
shall  be  selected,  the  five  members  of  the  Nominat- 
ing Committee,  who  will  nominate  for  the  following 
years,  members  for  the  most  important  offices  in 
KMA  solely  and  without  requirement  of  consultation, 
to  the  Speaker  of  the  House  of  Delegates  and, 

WHEREAS,  Chapter  IV,  Section  1 of  same  Bylaws 
places  no  limit  on  the  number  of  terms  said  Speaker 
may  serve  and, 

WHEREAS,  there  is  no  regional  representation  on 
the  Nominating  Committee  required  of  the  Speaker 
and, 

WHEREAS,  it  is  within  the  realm  of  possibility  that 
the  Speaker  by  selecting  five  well-known  members  of 
KMA  and  five  little  known  members  of  KMA 
could,  to  an  extent,  control  the  membership  of  said 
Nominating  Committee,  thus  eliminating  true  demo- 
cratic selection  of  said  committee  and, 

WHEREAS,  the  selections  of  the  Nominating 
Committee  have  traditionally  and  historically  been 
elected  without  challenge,  since  Chapter  IV,  Section 
2 of  these  Bylaws,  while  allowing  nominations  from 
the  floor,  specify  that  such  nominations  must  be 
presented  without  discussion  or  comment,  which  is 
again  neither  democratic  nor  in  accordance  with  most 
accepted  Rules  of  Parliamentary  Procedure,  including 
Sturgis,  therefore  be  it 

RESOLVED,  that  the  present  method  as  outlined 
in  the  KMA  Bylaws  of  selecting  the  Nominating 
Committee,  places  too  much  responsibility  in  the 
hands  of  the  Speaker  of  the  House  of  Delegates  and 
should  be  changed,  and  be  it  further 

RESOLVED,  that  Chapter  IV,  Section  2 of  said 
Bylaws  be  changed  in  the  manner  recommended  as 
follows  in  order  to  make  the  selection  of  the  Nomi- 
nating Committee,  and  through  it  the  selections  of 
President-Elect,  Vice  President,  Speaker  and  Vice 
Speaker  of  the  House,  Secretary  of  KMA  and  Dele- 
gates to  AMA  and  their  Alternates,  a more  demo- 
cratic process — namely — Sentences  1,  2 and  3 of 
present  Chapter,  IV,  Section  2 be  replaced  with  the 
following  five  sentences: 

1 ) During  the  last  meeting  of  the  regular  session  of 
the  House  of  Delegates  there  will  be  submitted  to  the 
House  of  Delegates  a list  of  names,  selected  as  shall 
follow,  from  which  by  ballot  printed,  the  House  of 
Delegates  shall  select  seven  members  to  serve  as  the 
Nominating  Committee  for  the  next  year. 

2)  The  names  submitted  by  ballot  shall  consist  of 
two  groups.  The  first  group  submitted  by  the  Board  of 
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Trustees  and  the  second  group  submitted  by  the 
Trustee  Districts  of  KMA. 

3)  The  Board  of  Trustees  shall  submit  a list  of  six 
names  from  which  the  House  of  Delegates  shall  elect 
two  to  serve  as  members  of  the  Nominating  Com- 
mittee. 

4)  Each  Trustee  District  shall  submit  one  name 
from  which  the  House  of  Delegates  shall  elect  five  to 
serve  as  members  of  the  Nominating  Committee. 
Each  Trustee  District  should  caucus  after  the  first 
regular  session  of  the  House  of  Delegates  as  tradi- 
tionally those  Districts  nominating  Trustees  and  al- 
ternates currently  are  doing,  to  make  these  selections. 

5)  In  the  event  an  individual  or  individuals  might 
be  presented  for  nomination  by  both  the  Board  and 
the  Trustee  Districts,  those  receiving  the  most  votes 
in  the  individual  category  will  be  elected  so  as  to 
preserve  a two  to  five  ratio  between  the  Board  and 
the  Trustee  Districts.  The  individual  receiving  the 
most  votes  will  be  declared  Chairman  of  the  Com- 
mittee. 

Also  Sentence  7 of  present  Chapter  IV,  Section  2 
of  the  Bylaws  of  KMA  to  be  replaced  by  the  fol- 
lowing sentence: 

7)  Additional  nominations  may  be  made  from  the 
floor.  The  individual  making  such  nomination,  after 
recognition  from  the  Speaker,  will  be  allowed  no 
more  than  five  minutes  to  present  the  reasons  for 
placing  the  name  in  nomination.  Such  nominations 
may  be  seconded  on  ruling  by  the  Speaker,  but  there 
will  be  no  discussion  or  comment  by  anyone  second- 
ing the  nomination. 

Recommendations,  Reference  Committee  No.  6 

The  committee  next  considered  Resolution  E — 
Method  of  Selecting  Nominating  Committee,  intro- 
duced by  the  McCracken  County  Medical  Society. 
After  much  discussion,  it  was  felt  that  perhaps  some 
changes  should  be  made  in  the  selection  of  the 
Nominating  Committee  but  that  this  resolution  did 
not  adequately  convey  the  correct  proposed  changes. 
The  committee  recommends  that  this  resolution  not 
be  accepted. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 


Resolution  I 

Campbell-Kenton  County  Medical  Society 

RESOLVED,  that  the  Secretary  of  the  Kentucky 
Medical  Association  shall  send  a letter  at  this  time, 
and  yearly  thereafter,  to  the  statewide  bar  association 
and  to  each  local  bar  association,  saying  as  follows: 
“Please  inform  the  members  of  your  bar  association, 
that  the  Kentucky  Medical  Association  has  instructed 
its  legal  department  to  receive  and  study  in  detail 
every  malpractice  suit  brought  to  its  attention  by  any 
member  of  the  Kentucky  Medical  Association;  with  a 
view  toward  developing  counter-suits  against  at- 
torneys who  have  brought  the  malpractice  suits.” 
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Recommendations,  Reference  Committee  No.  6 

The  committee  next  considered  Resolution  I — 
Malpractice  Suits,  introduced  by  the  Campbell-Kenton 
County  Medical  Society.  It  recommends  that  this 
resolution  not  be  accepted. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  P 

Pennyrile  Medical  Society,  Inc. 
and  Lyon  County  Medical  Society 

WHEREAS,  the  Pennyrile  Medical  Society,  Inc. 
was  formed  in  1969  under  the  auspices  of  the  Ken- 
tucky Medical  Association  consisting  of  the  counties 
of  Caldwell,  Christian,  Muhlenberg,  Todd,  and  Trigg 
for  the  purpose  of  forming  a professional  multi- 
county society  over  an  area  of  rural  western  Ken- 
tucky, so  as  to  improve  scientific  programs  and  to  dis- 
cuss mutual  problems,  and 

WHEREAS,  Lyon  County  adjoins  Caldwell  and 
Trigg  counties  and  their  problems  are  common  to  the 
five  counties  presently  making  up  the  Pennyrile 
Medical  Society,  and  they  share  in  common,  mem- 
bership in  the:  Pennyrile  Area  Development  District, 
Pennyrile  Comprehensive  Health  Planning  District, 
and  the  Third  Trustee  District  of  the  Kentucky 
Medical  Association,  and 

WHEREAS,  the  physicians  in  Lyon  County  have 
indicated  a desire  to  become  members  of  the  Penny- 
rile Medical  Society,  and 

WHEREAS,  their  desires  were  discussed  and  ap- 
proved by  the  Pennyrile  Medical  Society  Executive 
Committee  on  May  21,  1974  and  before  the  mem- 
bership of  the  Pennyrile  and  Lyon  County  Medical 
Society,  joining  on  July  6,  1974,  now  therefore  be  it 

RESOLVED,  the  Pennyrile  Medical  Society,  Inc. 
will  in  the  future  consist  of  the  counties  of  Caldwell, 
Christian,  Muhlenberg,  Todd,  Trigg  and  Lyon  coun- 
ties, and  that  by  so  joining  the  Lyon  County  physi- 
cians agree  to  abide  by  the  Constitution  and  Bylaws 
of  the  Pennyrile  Medical  Society  and  may  in  turn  re- 
ceive and  derive  the  benefits  of  the  society,  and  be  it 
further 

RESOLVED,  a copy  of  this  resolution  be 
forwarded  to  the  KMA  House  of  Delegates  for  their 
approval  at  the  fall  meeting  of  1974. 

Recommendations,  Reference  Committee  No.  6 

The  committee  next  considered  Resolution  P,  in- 
troduced by  the  Pennyrile  Medical  Society,  Inc.  re- 
garding Lyon  County  joining  the  Pennyrile  Medical 
Society.  The  committee  accepts  this  resolution. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  S 

Pennyrile  Medical  Society,  Inc. 

WHEREAS,  in  the  current  report  of  the  Kentucky 
Medical  Association  Constitution  and  Bylaws  Com- 
mittee the  recommendation  has  been  made  to  do 
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away  with  the  “so  called”  vague  boundaries  of  the 
Commonwealth  of  Kentucky  and  elect  officers  from 
the  state-at-large,  and 

WHEREAS,  the  state  medical  society  should  stand 
united  and  recognize  that  the  American  Medical  As- 
sociation delegates  and  alternate  delegates  represent 
the  state-at-large  rather  than  any  specific  region,  and 

WHEREAS,  no  Bylaw  change  is  required  for 
clarification  of  the  concept  that  these  delegates 
should  be  selected  from  the  state-at-large  rather  than 
a specific  region,  now  therefore  be  it 

RESOLVED,  that  the  1974  House  of  Delegates 
affirms  the  concept  that  delegates  and  alternate  dele- 
gates to  the  American  Medical  Association  be  selected 
from  the  state-at-large. 

Recommendations,  Reference  Committee  No.  6 

The  committee  next  considered  Resolution  S,  in- 
troduced by  the  Pennyrile  Medical  Society,  Inc.  on 
the  Clarification  of  the  Selection  of  Delegates  and 
Alternate  Delegates  to  the  American  Medical  Associa- 
tion. It  was  the  feeling  of  the  committee,  after  much 
discussion,  that  this  resolution  would  be  rejected; 
however,  it  was  felt  that  the  Board  of  Trustees  of 
KMA  needs  to  immediately  outline  the  three  distinct 
geographical  areas  of  the  state  from  which  the  AMA 
Delegates  and  Alternate  Delegates  are  selected. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Recommendations,  Reference  Committee  No.  6 

Mr.  Speaker,  I move  the  adoption  of  the  Report  of 
Reference  Committee  No.  6 as  a whole  as  amended. 

(Motion  was  seconded  and  carried.) 

Recommendations,  Reference  Committee  No.  6 


Campbell  Cantrill,  M.D.,  Georgetown,  be 
placed  in  nomination  for  re-election  to  a full 
four-year  term  on  the  KMA  Judicial  Council. 
The  motion  was  seconded  from  the  floor  and 
carried. 

Doctor  Scheen  then  introduced  the  following 
Resolution  and  moved  it  be  adopted  by  the 
House  of  Delegates.  The  motion  was  seconded 
and  carried. 

WHEREAS,  Richard  F.  Greathouse,  M.D.,  Louis- 
ville, has  served  the  Kentucky  Medical  Association 
with  dignity,  high  purpose,  and  dedication,  and 

WHEREAS,  due  to  great  demands  made  upon  him 
by  many  other  pressing  duties,  he  has  deemed  it 
necessary  and  advisable  to  relinquish  his  position  as 
Speaker  of  the  House  of  Delegates  of  KMA,  and 

WHEREAS,  in  his  years  of  service  as  Speaker  of 
the  House  of  Delegates  he  has  conducted  the  delibera- 
tions of  this  House  with  high  purpose  and  a goal  of 
providing  the  best  leadership  he  could  possibly  pro- 
vide, now  therefore,  be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Kentucky  Medical  Association,  meeting  in  regular 
session  on  September  25,  1974,  does  hereby  laud  the 
many  accomplishments  of  Doctor  Greathouse,  does 
further  offer  its  sincere  thanks  and  deep  appreciation 
for  his  untiring  service  to  this  Association,  his  pro- 
fession, and  this  Commonwealth,  and  be  it  further 

RESOLVED,  that  by  inclusion  of  this  resolution  in 
the  records  of  the  deliberations  of  this  House  of 
Delegates,  they  do  make  it  known  that  his  peers  hold 
him  in  high  regard  for  his  service  and  dedication  to 
the  Kentucky  Medical  Association,  and  be  it  further 


Mr.  Speaker,  I would  like  to  thank  the  members  of 
Reference  Committee  No.  6,  Doctors  C.  Nicholas 
Kavanaugh,  Wyatt  Norvell,  Garner  E.  Robinson,  and 
David  L.  Stewart.  I would  also  like  to  thank  Mr. 
Carl  Wedekind  for  this  assistance  and  Doctor  Ben 
Crowder,  Doctor  David  Hull,  Doctor  Eugene  Sloan, 
and  the  other  chairmen  of  the  various  committees 
who  attended  the  meeting  and  lead  in  the  discussion. 
A sincere  appreciation  goes  to  our  secretary  who  has 
worked  diligently  to  get  this  report  typed. 

REFERENCE  COMMITTEE  NO.  6 
Wally  O.  Montgomery,  M.D.,  Paducah,  Chairman 
C.  Nicholas  Kavanaugh,  M.D.,  Lexington 
Wyatt  Norvell,  M.D.,  New  Castle 
Gamer  E.  Robinson,  M.D.,  Ashland 
David  L.  Stewart,  M.D.,  Louisville 

Unfinished  Business 

Doctor  Greathouse  recognized  Ballard  W. 
Cassady,  M.D.,  Pikeville,  Chairman  of  the 
Board  of  Trustees,  for  the  final  report  of  the 
Board.  Doctor  Cassady  moved,  on  behalf  of 
the  Board  of  Trustees,  that  the  name  of  J. 


RESOLVED,  that  the  House  of  Delegates  of  the 
Kentucky  Medical  Association  does  unanimously  ac- 
claim the  accomplishment  of  Richard  F.  Greathouse, 
MD.,  and  wish  him  Godspeed  in  all  that  he  en- 
deavors in  the  years  to  come. 


Election  of  Officers 

Wyatt  Norvell,  M.D.,  New  Castle,  Chairman 
of  the  KMA  Nominating  Committee,  then 
proceeded  to  the  podium  to  give  the  report  of 
the  Nominating  Committee.  He  read  the  fol- 
lowing list  of  nominations  for  the  positions 
noted: 


President-Elect 

(Eastern) 

Vice  President 
(Central) 

Speaker,  House  of 
Delegates 

Vice  Speaker,  House  of 
Delegates 


David  A.  Hull,  M.D. 
Lexington 

Laszlo  Makk,  M.D. 
Louisville 

Carl  Cooper,  Jr.,  M.D. 
Bedford 

Richard  B.  McElvein,  M.D. 
Lexington 
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AMA  Delegates  (2)  J.  Thomas  Giannini,  M.D. 

Louisville 

Fred  C.  Rainey,  M.D. 

Elizabethtown 

(elected  to  fill  vacancy 
created  by  resignation  of 
John  C.  Quertermous, 
M.D.) 

AMA  Alternate  Delegate  Charles  G.  Bryant,  M.D. 

Louisville 


No  additional  nominations  were  received 
from  the  floor;  therefore,  it  was  moved  and 
seconded  that  the  nominees  be  elected.  Motion 
carried. 

Doctor  Hull  was  then  escorted  to  the  podium 
and  received  a standing  ovation. 

Doctor  Norvell  then  submitted  the  following 
nominations  for  the  office  of  trustee  and  al- 
ternate trustee  on  behalf  of  the  district  nom- 
inating committees: 


First  District 
Alternate 

Third  District 
Alternate 

Fourth  District 
Alternate 

Eighth  District 


Tenth  District 


Alternate 


W.  Eugene  Sloan,  M.D. 

Paducah 

Keith  E.  Ellis,  M.D. 

Benton 

Frank  R.  Pitzer,  M.D. 

Hopkinsville 

Henry  R.  Bell,  M.D. 

Elkton 

Charles  B.  Spalding,  M.D. 

Bardstown 

Terrell  D.  Mays,  M.D. 

Elizabethtown 

Richard  J.  Menke,  M.D.  (elected 
to  fill  the  unexpired  term  of 
Carl  J.  Brueggemann,  M.D., 
who  resigned) 

Covington 

James  B.  Holloway,  M.D.  (elected 
to  fill  unexpired  term  of  Da- 
vid B.  Hull,  M.D.  who  was 
elevated  to  the  office  of  Pres- 
ident-Elect) 

Lexington 

Richard  F.  Hench,  M.D.  (elected 
to  fill  unexpired  term  of  Irv- 
ing Kanner,  M.D.  Deceased) 

Lexington 


Nominations  for 

Kentucky  Physicians  Mutual,  Inc. 

Board  of  Directors 

The  following  list  of  nominees  for  the  Board 
of  Directors,  Kentucky  Physicians,  Mutual, 
Inc.,  was  submitted  and  received  for  informa- 
tion only: 

Peter  P.  Bosomworth,  M.D.,  Lexington 
Delmas  M.  Clardy,  M.D.,  Hopkinsville 
Guy  C.  Cunningham,  M.D.,  Ashland 
Keith  P.  Smith,  M.D.,  Corbin 
John  C.  Quertermous,  M.D.,  Murray 
Ballard  W.  Cassady,  M.D.,  Pikeville 
Walter  I.  Hume,  Jr.,  M.D.,  Louisville 
William  P.  Vonderhaar,  M.D.,  Louisville 
Roy  H.  Moore,  III,  M.D.,  Louisville 
Norman  Glaser,  M.D.,  Louisville 
Carroll  H.  Robie,  M.D.,  Louisville 
John  S.  Llewellyn,  M.D.,  Louisville 


Election  of  1975  Nominating  Committee 

The  following  physicians  were  elected  by 
the  House  of  Delegates  to  serve  as  the  Nomi- 
nating Committee  for  the  1975  Annual  Meet- 
ing: 

John  M.  Baird,  M.D.,  Danville,  Chairman 
Keith  M.  Coverdale,  M.D.,  Bowling  Green 
A.  B.  Richards,  M.D.,  Louisa 
James  C.  Salato,  M.D.,  Columbia 
James  C.  Seabury,  M.D.,  Paducah 

At  this  time,  Doctor  Greathouse  called  on 
Doctor  Gardner  for  a few  brief  remarks  as 
the  new  President  of  KMA. 

It  was  announced  the  Board  of  Trustees 
would  hold  its  reorganizational  meeting  on 
Thursday  at  noon  in  the  Magnolia  Room  of  the 
Ramada  Inn.  All  newly  elected  Board  mem- 
bers were  urged  to  attend. 

Doctor  Greathouse  adjourned  the  second 
session  of  the  1974  KMA  House  of  Delegates 
at  10:50  p.m.,  and  thanked  the  members  for 
their  participation. 


« « « « « « « « « « « « « « « 


Twelfth  District  William  T.  Watkins,  M.D. 

Somerset 

Alternate  John  M.  Baird,  M.D. 

Danville 

Fourteenth  District  Jerry  D.  Fraim,  M.D. 

Paintsville 

Alternate  Harvey  A.  Page,  M.D. 

Pikeville 

It  was  moved  and  seconded  that  the  above 
slate  of  nominees  be  elected.  Motion  carried. 


KMA  CONSTITUTION  AND 
BYLAWS 

and 

COMMITTEES,  1974-75 
in  the 

January  Issue 
of 

The  Journal  of  KMA 
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V high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  coli,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 
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jrmation,  a summary  of  which  follows: 
ications:  Chronic  urinary  tract  infections  (primarily 
“loneph ritis,  pyelitis  and  cystitis)  due  to  susceptible 
anisms  (usually  E.  coli,  Klebsiella-Enterobacter, 
teus  mirabilis,  and,  less  frequently,  indole-positive 
teus  species). 

:e:  The  increasing  frequency  of  resistant  organisms 
its  the  usefulness  of  antibacterials,  especially  in 
onic  and  recurrent  urinary  tract  infections, 
itraindications:  Hypersensitivity  to  trimethoprim 
ulfonamides;  pregnancy;  nursing  mothers, 
rnings:  Deaths  from  hypersensitivity  reactions, 
inulocytosis,  aplastic  anemia  and  other  blood  dys- 
iias  have  been  associated  with  sulfonamides.  Expe- 
ce  with  trimethoprim  is  much  more  limited  but 
asional  interference  with  hematopoiesis  has  been 
arted  as  well  as  an  increased  incidence  of  throm- 
enia  in  elderly  patients  on  diuretics,  primarily 
zides.  Sore  throat,  fever,  palloror  jaundice  may  be 
y signs  of  serious  blood  disorders.  Frequent  CBC's 
recommended;  therapy  should  be  discontinued 
;ignificantly  reduced  count  of  any  formed  blood 
nent  is  noted.  Data  are  insufficient  to  recommend 
in  infants  and  children  under  12. 
rautions:  Use  cautiously  in  patients  with  impaired 
il  or  hepatic  function,  possible  folate  deficiency, 
gy  or  bronchial  asthma;  and  in  those  with  glucose- 
losphate  dehydrogenase  deficiency,  where  he- 
ysis  may  occur.  During  therapy,  maintain  adequate 
I intake  and  perform  frequent  urinalyses,  with 
•fu I microscopic  examination,  and  renal  function 
;,  particularly  where  there  is  impaired  renal 
:tion. 
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;,  aplastic  anemia,  megaloblastic  anemia,  throm- 
enia,  leukopenia,  hemolytic  anemia,  purpura, 
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exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
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In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 
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